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Chapter 1 The shaping of London's hospital system 

'The embarrassing position of London in matters of health 
administration has always been recognised by those who study local 
organisation, and the problems of developing, and where necessary 
remodelling, that administration, when the health of so vast and 
heterogeneous a population is concerned, is admittedly one of 
unending difficulty.' 

The Lancet, 14 August 1920. 

Few things in the hospital world are accidental, and virtually nothing in 
London is the result of chance. This book is the outcome of curiosity 
about why things are as they are. A capital city is often the centre of 
political, ethnic and sociological changes and the hospitals which are 
maintained by such a society must in some measure reflect the 
alterations taking place outside their walls. Hospitals are therefore 
never static, and neither is the system of which - sooner or later - they 
form part. London's hospitals have been affected by changes in the 
population structure, the city's politics, the development of medical 
science and the conquest of diseases. Professor Brian Abel-Smith has 
written about the development of British hospitals in a national and 
sociological context.1 Here the aim is more limited, to consider how 
during the last two hundred years the hospitals of inner London 
developed and were shaped into a system. Many of the buildings and 
even more of the concepts of the two hundred years are still with us. 
Those who are interested in the hospitals of London and their future 
cannot ignore their past. 

There is a fascination in the sheer complexity of London and the 
hospitals within its boundaries. 'It is notorious', said The Lancet, 'that 
the problems of London in all matters of social administration and 
development are different from those present in areas not so 
immense. Centres of population that are less widely separated into 
widely differing sections of wealth, status and occupation more readily 
conform to general schemes.'2 

London was unique in its size and speed of growth, and its local 
government was made no simpler by the independence, power and 
privileges enjoyed by the vestries and the Corporation of the City of 
London. Faced with the near incomprehensible complexity of the 
metropolis, hospital reformers, campaigners and administrators might 
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Chapter 3 Hospitals and Medical Schools 

"Good education is amongst the rarest things going; difficult to buy at 
any price" 
The Lancet, 1886 

The medical schools which developed in London did so in close 
alliance with the great voluntary hospitals. Private schools attached to 
the larger hospitals also existed in the provinces, but outside London 
medical education tended to become an integral part of multi-faculty 
universities as soon as these developed, in close association with their 
science departments. In Europe the medical schools also developed 
within a university milieu. In London, however, the schools were firmly 
established before the creation of the University of London in 1836. In 
most cases the school was established after the hospital, and it always 
had a closer relationship with its allied hospital than with the 
University. 

The pattern of medical education 

Medical training in London evolved from informal arrangements 
between the physicians and surgeons of the hospitals and potential 
students, occasional courses which had been held for many years in 
the endowed hospitals, and private anatomy schools which grew up 
near the hospitals towards the end of the eighteenth century. The 
Medical Calendar or Students' Guide to the Medical Schools, 
published in 1828, said that the 'medical schools of London are 
collected around the Public Hospitals. The lecturers are the Physicians 
and Surgeons of those Hospitals, and the Private Lecturers who have 
established theatres in the vicinity. 1 Since William Hunter's day it had 
been accepted that the education of a well-trained doctor should 
include a course of lectures on anatomy and dissection.2 More 
extensive instruction was required following the passage of the 
Apothecaries Act (1815) and those who did not hold a university 
degree were bound by law to take the licence of Apothecaries Hall if 
they wished to practice as a general practitioner or apothecary. The 
Society of Apothecaries laid down conditions of entry to its 
examinations and as well as having undergone an apprenticeship to 
an apothecary the student had to produce certificates of attendance at 
courses on anatomy, physiology, medicine, chemistry and materia 
medica. Surgery was not part of the examination. Private schools, 
established outside the walls of the hospitals, benefited from the 
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The Smallpox Hospital near St Pancras where King's Cross station 
now stands 

Chapter 5 The Smallpox and Fever Hospitals 

Fevers, including smallpox, typhus and enteric fever, were one of the 
greatest problems with which cities had to deal. The problems were 
made even worse by the arrival of cholera in London in 1832. The size 
of epidemics and the risk to the population led many cities to establish 
some form of 'house of recovery' or 'pest-house', but the size of 
London meant that the few facilities which existed were inevitably 
overstretched. At times of crisis the hospitals might admit some 
patients, others would be cared for in the workhouses, but many died 
or recovered at home. Those who were wealthy were invariably looked 
after at home, where they would be more comfortable and could 
receive better care, as well as being isolated from others. 

There was little agreement within the medical profession about the 
best way either to treat patients or to organise care. In 1850 the 
General Board of Health commissioned a study into methods of 
prevention and treatment and whether the risks to the staff were least 
if patients were spread evenly throughout a hospital or were 
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Chapter 6 Defining problems and debating solutions - 1860 
-1889

'The nineteenth century is nothing if it is not critical. Nothing escapes. 
The most precious beliefs and the most benevolent institutions have to 

undergo the ordeal' 
The Lancet, 1881 

By 1860 all the great general hospitals had been founded and the 
basic structure of the metropolitan hospital system was well 
established. Some earlier difficulties were on the way to solution. 
Nepotism was far less blatant and the establishment of the General 
Medical Council had provided the profession with a new stability. Yet 
the decade of the sixties was a period of rapid political change, indeed 
political unrest. The debates about education and the franchise, like 
those about Poor Law reform, were national in character. Advances in 
science - the publication of The Origin of Species is often quoted - and 
in medical specialisation posed problems for hospitals throughout the 
country. Other issues were essentially metropolitan, for the rising 
population and the pattern of growth of London increasingly revealed 
the inappropriate locations of hospitals. There was no consensus 
about the nature, let alone the solution, of many of the difficulties; for 
example the basis on which patients were selected for admission, the 
way to finance the hospitals, or questions of governance and authority. 
No easy solutions were to emerge in the next thirty years, but the 
many interests involved and the constraints within which the hospitals 
worked became more clearly defined. 

In 1862 The Lancet reviewed the expansion south of the Thames. 

'In 17 45 - subsequently to the foundation of Guy's - only a narrow 
strip stretching a little way above and below London Bridge was built 
upon. In 1818 this area was about doubled. In 1834 the area of 1818 
was doubled; and in 1857 the inhabited area had doubled again. A 
dense population had stretched below Greenwich, as high as 
Battersea, and far to the south. Still, for a hundred years, no new 
hospital had been erected.' 

The hospital accommodation for south London amounted to 1, 130 
beds for an area of 70 square miles and a census population of 
773,000. Further, the counties of Surrey and Kent sent 'large 
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Chapter 7 Reviewing the past and shaping the future 1889-1914 

'London has hitherto been the despair alike of statesmen, politicians 
and philanthropists. Its political apathy no less than the appalling mass 
of squalid destitution it contains is a positive danger to the 
commonwealth.' 1 
Sidney Webb, The London Programme, 1891 

The vast improvement in care since the middle of the century as a 
result of anaesthesia, antisepsis and the introduction of trained nurses 
increased the numbers seeking hospital care and was associated with 
a reduction in the time patients stayed in hospital and an increased 
admission rate. Developments in hospital administration were less 
impressive. As a result there was a series of wide-ranging reviews in 
the twenty five years preceding the Great War (1914-1918). 

A comparable situation existed in municipal government where the 
metropolis lagged behind provincial cities. The London boroughs were 
not formed until 1899 and there was no single elected body which 
could speak for the capital as a whole. In the absence of borough 
councils most duties devolved on 29 administrative vestries, 44 non
administrative vestries, 12 district boards, 1 local board of health, 12 
burial boards, 19 boards of library commissioners, 10 boards of baths 
and wash-houses commissioners, the boards of guardians and the 
Metropolitan Asylums Board. Since the 1860s a campaign led by the 
London Municipal Reform League had urged the case for a single 
central elected authority, a demand opposed by the City of London 
and the vestries who sought greater municipal dignities for 
themselves. After many reverses, the Local Government Act (1888) 
established the London County Council and abolished the unlamented 
Board of Works which had achieved the doubtful distinction of the 
nickname, 'Board of Perks'. Mr Punch, in his almanac for 1889, 
presented an allegorical picture of a dignified, triumphant and 
Amazonian London driving a crowd of usurers, jobbers, vestrymen, 
councillors and jerry-builders from the banks of the Thames. In her 
train followed Music, Art, Education, Science, Light, Ozone and 
Literature. 'The Old order changeth, yielding place to the New', said Mr 
Punch.2 

Twenty years of academic dispute and debate culminated in the 
restructuring of the University of London to permit the University both 
to examine and to teach. Sidney and Beatrice Webb, and the Liberal 
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Chapter 8 Developments in the hospital services between the 
world wars, 1918-1939 

'But are we to compete? And is not that idea of competition the very 
mistake we are all making?' 
Sir Ernest Morris, 1934 (House Governor, The London Hospital) 

In medical terms the inter-war period was essentially one of 
consolidation. Methods of clinical investigation and surgical techniques 
improved, radium and radiotherapy became accepted in the 
management of cancer, and there were several major advances in 
therapeutics such as the introduction of insulin in 1922, sulphonamides 
in 1935 and blood transfusion services in 1937. Medical education 
improved as clinical units of a university nature were introduced into a 
number of London medical schools, and much thought was devoted to 
postgraduate education. 

Hospital organisation and finance became critical issues. The financial 
crisis of 1920 slowed the campaign to break up the poor law, and was 
responsible for a drive for 'value for money' by coordinating the 
voluntary and poor law hospital systems which sometimes competed 
and always overlapped with each other. Ideas which had previously 
appeared almost revolutionary achieved a degree of respectability, 
and to overcome rivalries the organisation of all hospitals into a single 
system was suggested. Money being short, cooperation became the 
watchword. 

The creation of the Ministry of Health in 1919, at the end of a hard 
fought inter-departmental struggle, was in some ways symbolic of new 
approaches to the provision of health care. 1 The Fabians had pointed 
to the confusion which existed between the health care activities of 
different government departments, the Local Government Board, the 
Board of Education, the Privy Council and the Home Office. The new 
Ministry gathered these functions together, under a Minister who was 
himself a doctor and a secretary and chief medical officer with deep 
understanding of medical and political realities. Sir George Newman, 
the chief medical officer, said that the Ministry reflected an 
understanding of the need to apply the principles of preventive 
medicine to the whole population. No longer would individual families 
receive services from several different organisations, which each 
worked in water-tight compartments 'along lines which never met, 
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Chapter 9 Regions and Districts 

We now break the continuity of the narrative, which is essentially 
chronological, to consider the development of two concepts which 
increasingly influenced the development of hospital systems in this 
country. These are hospital districts and regionalisation. Both can be 
traced back for many years and neither is specific to London. The 
ideas can be found in hospital and medical literature from the end of 
the nineteenth century, in the report of the Select Committee of the 
House of Lords on Metropolitan Hospitals 1, and in the writings of the 
Fabian socialists. 2 

By the outbreak of war in 1939 such organisational concepts were 
being widely discussed, as was the role of county councils in the 
provision of health care. However, while the leaders of the voluntary 
hospital movement frequently urged hospitals to think about matters 
outside their walls, and to take a national view, they generally saw little 
need to do so. As a national hospital service became increasingly 
likely, the necessity became more pressing. Independence of 
management and local traditions were not going to persist for ever, 
and hospitals needed to present a united front on many issues. 
Districts and regionalisation were amongst the matters on which a 
voluntary hospital view was called for. The London services might 
have longstanding traditions, but the problems of the capital's 
hospitals, although complex, had to be solved within a framework of 
wider policies. 

The district 

Institutional care had been provided by geographically based 
organisations for many years. The role of parishes in the care of the 
poor had been accepted since the statute of 1601, the '43rd Elizabeth'. 
There was therefore nothing new in the idea of institutions within the 
poor law having a district responsibility. The municipal hospitals later 
worked on the same basis. However, the voluntary hospitals and 
medical charities seldom set a boundary to their responsibilities. They 
might have been established to meet a pressing local need, but a 
residential test was not applied before deserving cases were admitted. 
The idea of a district hospital, providing a higher level of care than 
customary under the poor law, to which incurable cases of cancer, 
dropsy and consumption might be sent, was raised by Louisa Twining 
in her evidence to the Select Committee on Poor Relief in 1861.3 A 
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Chapter 1 O Emergency Medical Services - and 
planning during the war 

'A few years ago when a very distinguished personage, as president 
of a great teaching hospital, was inaugurating the first instalment of a 
rebuilding scheme, he pressed a button and started a light revolving 
on the top of the tower. Taken a little aback, he turned to the Dean 
who was standing by him and murmured: "Good Lord, what have I 
done now?" 
We can imagine the Minister of Health making some such ejaculation 
when he first realised the inexorable upshot of his Emergency Hospital 
Scheme. Designed to serve the purpose of a moment it has set going 
wheels which will turn and turn until the whole aspect of hospital and 
consulting practice, as we knew them as lately as the end of last 
August, has changed beyond recognition.' 
The Lancet 1 

After Sir Charles Wilson's committee had reported on how London's 
hospital service might be organised to meet the threat of bombing, the 
London County Council seconded staff to the Ministry to assist the 
subsequent planning of medical and ambulance services. In October 
1938 negotiations started with the voluntary hospitals to establish a 
segmental scheme but progress was slow. Sir Frederick Menzies 
contrasted the efficiency with which the municipal hospitals could be 
organised with the difficulties experienced 'in bringing about a willing 
cooperation on the part of the voluntary hospitals'. The Minister of 
Health, Mr Walter Elliot, was told by his officials that Sir Frederick 
rather exaggerated the contrast between the rectitude of the LCC and 
the depravity of the voluntary hospitals, although some of the hospital 
representatives had not been so helpful as they might have been.2 
One of the sticking points was who would command the sectors. 

The creation of the emergency medical service 

It was thus the threat of the Luftwaffe which compelled Britain - and 
London - to reorganise the hospital services. Many detailed and 
practical problems had to be sorted out and the London Voluntary 
Hospitals Committee became increasingly anxious that while the 
Ministry's scheme was all right as far as it went, few staff had been 
allocated to the task; they had inadequate authority and virtually no 
money. On 1 February 1939 the Ministry wrote to the committee 
suggesting that as soon as the boundaries of the sectors had been 



























































Chapter 11 Bevan and the NHS, 1945-1948 

Until 1945 the safest assumption in London was that the hospital 
services would be based upon the local authority, with a regional 
advisory council to coordinate planning with the counties surrounding 
the capital. The Conservatives had produced a White Paper along 
these lines in 1944. Labour's election victory in July 1945 led to a 
dramatic change. Aneurin Bevan, the new Minister of Health, had wide 
responsibilities including the problems of post-war housing. 
Nevertheless he moved rapidly and within days was submitting lists of 
questions for his civil servants to answer. He took quiet soundings 
from professional bodies and associations, and senior civil servants 
soon came to understand the new Minister's thinking.1 Bevan believed 
that the state should guarantee a free health service for all,2 which 
automatically deprived the voluntary hospitals of their traditional 
sources of money. Public funding implied public control. Bevan had at 
his disposal a wide range of expert reports; service considerations 
were covered by the hospital surveys, which confirmed the haphazard 
growth, the unevenness and the deficiencies of the existing 
arrangements; there was a report on medical education from 
Goodenough, and reports on London from the county council and the 
joint coordinating committee. 

Bevan took radical new proposals to Cabinet in October 1945. His 
chief opponent was Herbert Morrison, a defender of local government 
in general and the London County Council in particular. Bevan's 
scheme excluded local authorities from a role in hospital management, 
for he had come to believe that as 80% or more of the cost would fall 
upon central funds, full central control was needed. Local government 
already had enough to do. National ownership would be combined with 
regional planning and local administration. With the exception of the 
teaching hospitals, which would have boards of governors directly 
accountable to the Minister, hospital services would be managed by 
regional boards on his behalf. The regions would be based upon 
university medical centres, 'the natural focal points of specialist 
medicine and therefore of the hospital services'. 

In January 1946 the proposals were circulated on a confidential basis 
to key associations and interests. Bevan did not intend to reopen the 
long drawn out discussions of the previous four years, and the 
confidential meetings he held with the local authority associations, the 
British Medical Association, the King's Fund and the British Hospitals 





































Chapter 12 Hospital Development : 1948-1968 

In the nineteenth century, hospital practice had been revolutionised by 
the introduction of anaesthesia, aseptic technique and skilled nursing. 
The hospitals which the National Health Service inherited also faced 
the challenge of continually evolving medical techniques. Amongst the 
advances which had taken place between the wars were 
improvements in diagnostic methods, the introduction of contrast 
media into radiography, the isolation of insulin, the introduction of liver 
extract for pernicious anaemia, the first effective sulphonamide and the 
development of cardiac catheterisation. The war had stimulated 
advances in the treatment of trauma, spinal injuries, fractures and 
burns, and of course had brought about notable developments in 
plastic surgery. The introduction of penicillin, streptomycin, PAS and 
INAH continued to modify the work of the hospitals and the demand for 
beds for chest diseases and tuberculosis fell. Soon cortico-steroids 
and anti-coagulants were introduced. Measles, which before the war 
had been responsible for many hospital admissions, could now be 
treated more easily at home. Mastoiditis and rheumatic fever began to 
disappear. Immunisation against diphtheria and poliomyelitis also had 
its effect. 

The work of the hospitals was continually changing. Clinical physiology 
and new methods of investigation, associated with such doctors as 
Paul Wood, Sir John McMichael and Sheila Sherlock, brought more 
diseases within the reach of curative medicine. Thoracic surgeons who 
had been treating cancer of the lung and tuberculosis were soon 
performing closed valvotomies for mitral stenosis, and then replacing 
aortic valves and repairing congenital heart defects with the aid of the 
'heart-lung' machine. Renal dialysis and transplantation followed. 
Orthopaedic surgeons who had learned to pin fractured femurs were 
soon creating a new market for their skills by replacing hip-joints. The 
dangers of bed rest were increasingly appreciated, partly as a result of 
Asher's writings 1, and an active approach to the care of the elderly 
was fostered by men like Lord Amulree at University College Hospital. 
Psychiatric practice was modified by the introduction first of 
chlorpromazine, and then of the anti-depressants. Patients returned 
home more rapidly, and the possibility of an acute psychiatric unit 
within a district general hospital became more widely accepted. The 
work of the hospitals was changing, the length of stay was falling, 
more disciplines were involved in the treatment of the patients, and 
higher levels of skill were called for. The number of beds needed fell; 
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Chapter 13 Rationalisation and reorganisation 

By the mid-sixties, London's hospitals had got over the initial upheaval 
of the introduction of the National Health Service. Financial allocations 
were increasing year by year, relations with the Ministry were 
reasonable, and new services could be offered to patients. Planning to 
rebuild three teaching hospitals further from the centre of London was 
at an advanced stage. Most of the undergraduate teaching hospitals 
had accepted a district hospital responsibility and a joint consultative 
committee had been established in each quadrant of London. However 
not all was sweetness and light; some tensions persisted between 
boards of governors and regional boards. The planning of regional 
specialties, if not non-existent, was certainly ineffective. Finally, while 
earlier reports like Guillebaud and the Acton Society Trust papers had 
concluded that the basic organisation of the service was sound, there 
was increasing criticism of its tripartite structure. 1.2 In 1967 the 
Minister, Mr Kenneth Robinson, announced that he planned to issue a 
consultative paper on the administrative arrangements in the National 
Health Service, and in London hospital staff knew that they would also 
be affected by a forthcoming report on medical education. Change was 
in the air. 

The Royal Commission on Medical Education 3

The proposal to establish a royal commission was made by the 
University Grants Committee in the early sixties. A memorandum 
written to its medical sub-committee argued that there was a need to 
tackle three problems which could not be solved by the sub-committee 
alone. They were the organisation of postgraduate education, which 
required not only efficient training but its association with the university 
education recommended by Goodenough; the problem of London 
where half the country's medical students were educated; and the 
further expansion of medical education. In London it had proved 
difficult to increase the contribution of university medicine within the 
teaching hospitals, where there was resistance to making room for 
clinical academic units. Money from the University Grants Committee 
therefore tended to go into the provincial schools. The many semi
autonomous bodies, both service and academic, made it difficult to 
obtain the agreement necessary for any major change. Dr John Ellis, 
physician to The London, a member of the medical sub-committee of 
the University Grants Committee, and a part-time principal medical 
officer at the Ministry, was the author of the original memorandum. In 
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Chapter 14 Strategy and Stringency 

..... there is nothing more difficult to arrange, more doubtful of success, 
and more dangerous to carry through than initiating changes . . .  The 
innovator makes enemies of all those who prospered under the old 
order, and only lukewarm support is forthcoming from those who would 
prosper under the new. Their support is lukewarm partly from fear of 
their adversaries . . . and partly because men are generally 
incredulous, never really trusting to new things unless they have tested 
them by experience. 
Machiavelli, II Principe 1 

The nature and outcome of the 1974 reorganisation of the National 
Health Service can only be touched upon briefly here. It was planned 
by a Conservative administration as part of the government's wider 
programme of administrative reform, which aimed to make it easier to 
plan and develop services across authority boundaries and to give 
scope for changing the balance of resource allocation between them. 
Just before the date of reorganisation a general election brought 
Labour to power. Mrs Barbara Castle became Secretary of State for 
Social Services in March 1974 and Dr David Owen the Minister of 
State for Health. Some features of the reorganisation did not appeal to 
the new administration but the central aim of unifying community and 
hospital services was accepted as sound. 

Reorganisation had a number of objectives. First was the unification of 
the three parts of the NHS, hospital services, family practitioner 
services and the health services provided by local authorities, into a 
single structure. Second, the new structure was expected to make 
easier a 'clear definition and allocation of responsibilities, with 
maximum delegation downwards matched by accountability upwards'. 
Third, there was to be a comprehensive planning system to ensure 
that policies were translated into action.2 Though the changes in 1974 
can now be viewed as no more than a single stage in the evolution of 
the health service system, it seemed a vast step to those working in 
London hospitals. With the exception of the postgraduates, the 
teaching hospitals lost their boards of governors, and hospital 
management committees disappeared. Newly created area health 
authorities and health districts served a defined population. They 
advertised for staff and many familiar faces disappeared from the 
hospitals, either by success in the competition for the new jobs or by 
early retirement. 











































Chapter 15 From Districts to Trusts 1982-2020 

A health care system, any health care system, is in a state of 
permanent reform. I understand that annoys and upsets everybody 
who works in it. But it is almost inevitable. 

Kenneth Clarke in The Wisdom of the Crowd, 2013 25 

The thirty years from the 1982 restructuring to 2012/3, when the NHS 
was reorganised yet again by the coalition government, saw a slow, 
progressive but massive change in the NHS. Organisationally 
successive Secretaries of State grappled with the problem of how to 
combine the central responsibility to Parliament for a health service, 
with the need for devolution of decision making. In social terms, a 
higher standard of customer responsiveness was required. Clinically, 
until in 2020 the service was near overwhelmed by Covid-19, it was 
moving from acute episodic diseases to the treatment of multiple 
chronic illnesses. Clinically the ability to make a diagnosis improved 
with vastly better tests and imaging. The ability to treat people 
improved with advances in surgery, anaesthetics and pharmaceuticals. 
Patients spent far less time in hospital, day care (ambulatory care) 
expanded, and there was financial pressure to treat disease as much 
as possible in the community. The need was increasingly for a service 
that treated multiple chronic illness in the elderly rather than acute 
episodic diseases. 

In 1982 the hierarchy of the NHS was clear and strict, a planning 
system underpinned financial allocations, and in London as throughout 
England each area's system was the same as everywhere else - 
although devolution was beginning to create differences in the other 
territories of the UK. By 2012 there remained some common features 
but care was delivered by a wide variety of trusts, some of which were 
foundation trusts, but also by private independent treatment centres. 
Central financial allocations were fairer to the different areas of 
England, and at hospital level were determined by commissioning, 
those purchasing care being sharply separated sharply from those 
who provided it. Increasingly over the thirty year period the provider 
might be a private sector organisation because an internal market had 
been introduced. Although many of the services were still provided by 
staff employed by the NHS and in NHS premises, contracts were often 
placed with charities or other organisations. Indeed whole hospitals 
might have been designed, built and partly managed by the private 
sector, perhaps under the private finance initiative (PFI). People 
received care paid for by the NHS; who provided it became less 
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Chapter 16 Overview 

This book has traced the way in which a multitude of hospitals, which 
differed in their aims, their finance and their management have, 
progressively became associated in a system that, as Lord Lawson 
has wryly suggested, is the closest thing the English have to a religion. 
From Sir Henry Burdett in the 19th Century to the managers and the 
ministers of the day, competent, intelligent and devoted people have 
struggled with this Sisyphean task. We have not reached perfection 
but much good has come from their efforts. In the 19th Century the 
great voluntary teaching hospitals, and the specialist hospitals, were 
developmental points. Today is it Academic Medical Science Centres. 

A complex system and a wild problem 

London medicine is an incredibly complex system that few if any really 
understand. Developing a mental model of it takes time. London 
presents a wild problem, difficult to define, ever changing and just as a 
solution is apparently in sight, the problem alters. Often the law of 
unintended consequences seems to prevail. 

Hospitals and the NHS form part of the wider economy. With the NHS 
spending some 8% of the gross national product, the political view that 
a vibrant health service depends on a vibrant economy must be 
correct. The health service has over a million staff so that merely as 
an employer it is a substantial component of our society. In some 
localities health care is the dominant employment. At one time the 
number of doctors who were to be trained in the UK was geared to the 
likely speed of economic growth, not the need for their services. In 
the 19th century an agricultural depression devastated voluntary 
hospital finances, and hard times increased the strain on the 
workhouses. Our current economic problems are at the root of many 
issues in the NHS. Kenneth Clarke maintains that there are positive 
advantages in stringency, forcing as it does reappraisal of how the 
system is managed.1 Not everyone would see matters in this way. 

The desire to mitigate the effect of social inequality on health, also a 
near impossible task, adds to the complexity. From Charles Booth to 
Brian Jarman and Sir Michael Marmot, managers have been reminded 
of its importance. Voluntary hospitals, for example The London, 
attempted to shoulder the burden of the care of the impoverished. 
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