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Introduction

TNNER London, with a resident population of about
"¦¦ three million, is the largest inner city conurbation in
this country. As defined by the Office of Population
Censuses and Surveys (Holterman, 1975) it comprises
the old London Boroughs of Camden, City of London,
Hackney, Hammersmith, Haringey, Islington, Kensing¬
ton and Chelsea, Lambeth, Lewisham, Newham,
Southwark, Tower Hamlets, Wandsworth, and West¬
minster.

Since the reorganization of the NHS in 1974 this area

is most closely covered by the four Inner London area

health authorities of Kensington, Chelsea and West¬
minster, Camden and Islington, Lambeth, Southwark
and Lewisham, and City and East London (Hackney,
Newham and Tower Hamlets) (Figure 1). Hammer¬
smith, Haringey and Wandsworth are in other area

health authorities.
There is ample evidence to suggest that many of the

social and psychiatric indices characteristic of urban
deprivation are at their worst in Inner London where
they exist side by side with rich and highly privileged
districts and the centres of power.

Inner London is crowded; "indeed in Inner London,
the boroughs themselves all have densities approaching
or exceeding 100 persons per hectare. Outside London
such a ward density is the exception" (Craig, 1977). The
most densely populated one km square in the UK is
around Earls Court in the Kensington, Chelsea and
Westminster Area Health Authority (Craig, 1977).
These statistics concern the resident population only,
and do not include the many commuters who come into
the city centre every weekday or the tourists in the
summer.

Indications of deprivation
In a survey of urban deprivation in Gt Britain
(Holterman, 1975), six of the 18 local authorities with
the highest levels of multiple deprivation (more than 1 . 5
persons per room, lack of use of all basic amenities.
hot water, fixed bath or shower, and inside lavatory.
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Table 1. Ranking of Inner London compared with
all other conurbations in Gt Britain in 11 ofthe
13 indicators of urban deprivation.
Highest

Second highest

Sharingadwelling
Sharing or lacking hot water
Percentage of New
Commonwealth origin

Lacking a bath
Lacking an inside lavatory
Households overcrowded
Pensioner households
Females unemployed
Households with no car
Socio-economic group 11

(unskilled manual workers)

and male unemployment of more than 15* 1 per cent)
were in Inner London. In fact, of all of the
conurbations in Gt Britain, Inner London had the
highest or second highest of 11 of the 13 indicators of
urban deprivation, with only Clydeside being compar¬
able (Table 1).
There is also considerable evidence that Inner

London has particularly high proportions of: single-
person households, one parent families, illegitimate
births, unmarried people, homeless and rootless people,
alcoholism and drug addiction, crime and vandalism,
and people changing house within one year (Kensing¬
ton, Chelsea, and Westminster AHA, 1976a; Inter-
national Hospital Federation, 1975; OPCS, 1976).
Many of these aspects of social stress are apparently

getting worse. There is a lack of recreational and
community support to deal with these problems and
these have not been improved by many of the housing
developments which have Ied to even further isolation
with the splitting of community and family groups.

Mental illness

From a psychiatric point of view the situation is as

might be expected from the social conditions. The
suicide rate of the Inner London boroughs is the highest
in the country. For the period 1969 to 1973 the
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Figure 1. London area health authorities.

standardized mortality ratio for suicide for Kensington,
Chelsea and Westminster for males was more than twice
the rate and for females more than three times the rate
for England and Wales (Farmer et al., 1977). The
standardized mortality ratio for suicide for this period
for the London boroughs of Southwark, Wandsworth,
Camden, Lambeth, Hammersmith, Kensington, Chel¬
sea and Westminster for men and women ranged from
150 to 337 (England and Wales, 100) and this has tended
to increase since the period 1947/1953. High suicide
rates correlate statistically significantly with several of
the demographic indicators of urban deprivation listed
earlier (Farmer et al., 1977).
Admissions to psychiatric hospitals are higher than

the national average.about 60 per cent higher for the
Kensington, Chelsea and Westminster Area Health
Authority (1976a).

Physical illness

In contrast to the appalling psychosocial situation in
Inner London, organic illnesses do not appear to be

markedly worse than in the rest of the country. In the
Kensington, Chelsea and Westminster Area Health
Authority, for example, the death rate (crude and
adjusted), perinatal, and neonatal mortality rates are

roughly the same as those for England and Wales
(OPCS, 1976). General-practitioner consultation rates
and referral rates did not differ greatly in the Second
National Morbidity Study or General Household
Survey between rural and urban communities.

Medical resources in London

Those providing medical care in Inner London face a

population of high density and mobility with multiple
social deprivations living in a fragmented community.
Stress illnesses predominate (if suicide rates and
psychiatric admission rates can be taken as indicators of
stress) but physical illness rates are no more than the
national average.
The medical resources needed to cope seem logically

to be more than the average provision of community
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and general-practitioner services but no more than the
average acute hospital care (other than for psychiatric
treatment). The actual situation is the reverse of this.

Hospitals
In Inner London there are 12 medical schools with their
associated teaching hospitals.nearly as many as in the
whole of the rest of England. With the decline of the
London population this contrast has become more

acute and the Resources Allocation Working Party
(DHSS, 1976a) has suggested a rationalization by
redistribution of resources. District management teams
in the regions covering London are having to think of
ways of saving money.
Even though the London teaching hospitals do of

course have ill-defined commitments which extend
outside London, it seems logical that the redistribution
of resources in those districts covering Inner London
should be in favour of providing more community
support for the local population rather than acute
medical services. Yet this does not happen. For in-
stance, in spite of a commitment to spend more on the
community budget, in the north-east district of the
Kensington, Chelsea and Westminster Area Health
Authority, which covers Central London around
Oxford Circus, there are at present (November 1977)
discussions about the expansion of the district general
hospital cardiothoracic services and the closure of the
district convalescent home. Although these two pro-
posals may not be directly related and the convalescent
home may be a very expensive arrangement, in an area

which already has five cardiothoracic units there is no

doubt which of these facilities would be of more benefit
for the poorly housed local community.

Community services
In this same district in 1976 only 3 4 per cent of the
district budget was allocated to community services
compared with 5 . 6 per cent for the whole of the North-
West Thames Region and 5 . 9 per cent nationally in the
year 1974/5 (Office of Health Economics, 1977). The
proportion of nurses and health visitors attached to

practices in London is less than in the country as a

whole (Hicks, 1976). In a national survey by Reedy
(1977) in 1974 of the proportion of practices with at¬
tached nurses, the lowest figures were for two of the
Inner London areas: Camden and Islington, 15 per
cent, and Kensington, Chelsea and Westminster, 17 per
cent, as compared with 68 per cent for England as a

whole. The figures for City and East London (30 per
cent) and Lambeth, Southwark and Lewisham (32 per
cent) were also low. These rates of attachment are based
on general practitioners' perceptions which were almost
identical to those given by the area health authority.
Two possible reasons for the low rates of attachment are

the high proportion of single-handed practitioners and
the poor general standard of practice premises.

Sources: Department of Health and Social Security (1977). Health
and Personal Social Services Statistics for England and
Wales, 7976. London: HMSO.
Kensington, Chelsea and Westminster Family
Practitioner Committee (1977). Personal communication.
Kensington, Chelsea and Westminster Family
Practitioner Committee (1977). Quarterly Report, 30
September.

General practice
It is convenient for simplicity to quote figures from the
Kensington, Chelsea and Westminster Area Health
Authority, which in most cases differ little from the
adjoining three other Inner London areas. The north-
east district of the Kensington, Chelsea and West¬
minster Area Health Authority has the lowest average
general-practitioner list size in the country, yet half of
the general practitioners in the district are not accepting
new patients on their lists (Administrator, Kensington,
Chelsea and Westminster FPC; personal com¬

munication). The Community Health Council found in
a survey that a considerable proportion of people
questioned did not have a general practitioner (Ken¬
sington, Chelsea and Westminster AHA North East
District Community Health Council (1976b)) and the
vast majority of queries at the Community Health
Council office about general-practitioner services con¬

cerned an inability to find an NHS general practitioner.
This was particularly so for elderly "people. This fact
does not appear clearly in the official statistics as the
family practitioner committee does not seem to favour
formal allocation of patients who cannot find a doctor
to a general practitioner. The percentage of allocations
is one of the criteria used by the Medical Practices
Committee in deciding the need for general practitioners
in an area. In the quarter ending 30 September 1977
there were only two formal allocations recorded,
whereas there were 650 informal telephone and written
enquiries dealing with this problem (Kensington,
Chelsea and Westminster FPC, 1977).
There are other special features of general practice in

Central London (Table 2). None of the general
practitioners in the area work from a health centre

compared with 18 per cent nationally. One health centre
is nearing completion after more than 10 years of
discussion, two others are planned but a third has been
held up by lack of general-practitioner support.
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The high proportion of doctors with low list sizes who
are not accepting new patients suggests that many
general practitioners have other commitments and only
part of their time is devoted to NHS work (Kensington,
Chelsea and Westminster AHA, 1976a).
Working in London poses many problems for the

general practitioner. The high population mobility
means a high turnover of patients on his list (more than
30 per cent per year in the Kensington, Chelsea, and
Westminster Area Health Authority, 1977) with the
consequent problem of registering and getting to know
patients whose notes may take months to arrive from
the family practitioner committee. In my own practice a

random sample in November 1977 of 61 patients who
had joined the list during the year showed that the notes
had not arrived for 40 of them (about two thirds).
Nineteen of these had signed on within the previous
three months, but 21 (about one third) had joined the
list between four and 11 months previously.

Traffic and parking problems add to the difficulties
of visiting patients at home. My partners and I find it
takes about 10 to 15 minutes on average in travelling
time to do a visit compared with 4-7 minutes found by
Buchan and Richardson (1973) in a survey around
Aberdeen.
The cost of housing is high for Central London

general practitioners who live near their practices and in
view of the social conditions many areas are not ideal
for doctors with young families. In a study of coronary
heart attacks in the London borough of Tower Hamlets
only one sixth of the surviving patients were seen by
their own general practitioner at home and an equal
number were seen by a doctor from the deputising
service (Pedoe et al., 1975). Only two per cent of the
cases were actually managed at home compared with 20
to 25 per cent in other studies.

Ancillary staff, who usually have London weighting
in other comparable jobs, are more expensive to employ
in London. It would not be surprising then if many
Central London general practitioners needed to take on

work outside the NHS (for which there are oppor¬
tunities in the centre of London) to supplement their
income, perhaps keeping their NHS list sizes at around
1,000 in order to claim full basic practice allowances
and rent and rates and ancillary staff reimbursements.
This, however, does not help people to get on to their
NHS lists, especially the elderly who are most likely to
need visiting at home.

General practitioner/hospital relationship
The teaching hospitals have dominated the London
medical scene since 1948 and earlier; they have little
contact with the general practitioners working in the
community around them. Community nursing services
and the district community physicians often work from
hospital and have a hospital-based background. Ac-
cording to the evidence of the Royal College of General
Practitioners (1977) to the Royal Commission on the

NHS "the need to provide patients for conventional
teaching has caused one [London] teaching hospital to

question the value of a high standard of general practice
nearby, lest its casualty and outpatient departments
(claimed to be the largest in Europe) have insufficient
'good cases'. This hospital is one of the last to hold out

against establishing any sort of department of general
practice,\ It is to be hoped that this attitude is not

typical of the London teaching hospitals as it must

inevitably lead to divided care and encourage excessive
expensive hospital referrals.
The same is true if hospitals accept non-emergency

referrals which do not come from the patient's general
practitioner, or alternatively cross-refer between hos¬
pital departments without consulting the general prac¬
titioner. While I was doing a hospital clinical assistant-
ship I had the impression that many patients were

attending the hospital outpatient department for longer
than was necessary.
There is sometimes a financial temptation for the

hospital to encourage the patient to obtain his drugs
from his general practitioner whilst effectively main-
taining clinical responsibility for the patient at the
outpatient department.a potentially dangerous policy
which is not encouraged by the Department of Health
and Social Security (1976a). Some of these problems are

not peculiar to London.
Compared with areas outside London there are fewer

departments of general practice at London medical
schools and relatively fewer vocational trainees (Journal
ofthe Royal College ofGeneral Practitioners, 1976).

Possible solutions

These problems of general practice in London are not
new. An editorial in the Journal ofthe Royal College of
General Practitioners mentioned many of the problems
in 1972 and a second editorial on the same subject in
1976 noted that the problems are getting worse. There
have been several articles in the press expressing
concern.
At present young doctors wishing to work in Inner

London would be deterred not only because of the
adverse conditions but because they would also
probably not be allowed onto the medical list. This is
because most of the area is 'restricted' by the Medical
Practices Committee because there is a theoretical
excess of general practitioners. If, however, the Medical
Practices Committee, when laying down their criteria
for deciding whether an area should be 'restricted',
allowed for the adverse social conditions and for the
difficulties which patients, particularly the elderly,
appear to have in finding general practitioners, then
more young doctors could enter practice in Inner
London. They would, however, need help with pro¬
vision of suitable premises which could either be
purpose built or converted from existing buildings; for
this a central co-ordinating body able to provide expert

Journal ofthe Royal College ofGeneral Practitioners, October 1978 601



Primary Care in Big Cities I

a topical
antibacterial
preparation
effective
against
Gram positive
organisms
* ointment
* powder
* lotion
Distributor in the United Kingdom

FARILLON LIMITED
Chesham House, Chesham Close, Romford, RM1 4JX
tel: Romford 46033

product information available on request

dales pharmaceuticals limited
BarrowsLane,Steeto,Kgh,Yorkshire,BD20 6PP(Steeton53222) i

advice and effective help, preferably working with Inner
London local authorities, might be most suitable. Good
premises would allow attachment of nurses and even
social workers to group practices.
There is little indication that the professional groups

involved-especially hospital doctors and local medical
committees representing general practitioners-are
getting together to change the situation. It appears that
they are happy to maintain the status quo. There are
indications, however, that the public are not happy.

Surely it is best for the solutions to come from within
the medical profession and for health service workers
within a district to identify their particular local medical
problems and to work together through district
management teams, district medical committees, and
postgraduate medical centres to make a concerted effort
to solve some of the complex medical problems of inner
city life.
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