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for my father and his brothers




Down in the cellars that run deep beneath the old South Wing at St Thomas’ Hospital in London is a curious painting. Daubed roughly on to the crumbling brickwork about three feet off the ground, where the damp cellar corridor meets a T-junction, it depicts a group of startled white rabbits. They gaze lifelessly out of the wall, frozen in time’s headlight. A sign next to it explains that it was painted in about 1940. Its intention was to prevent the unwary from walking into the wall during a blackout.




This is a book about one hospital caught at the centre of the recent changes imposed on the National Health Service in London. The events it describes took place between 1994 and 1998. Some names and identifying details have been changed.




REVOLUTION IS A DAILY EXERCISE






The future will belong to those who have done most for suffering humanity.


Adapted from Louis Pasteur’s address to Lord Lister, Paris 1872


In the more immediate future, early service moves will concentrate on the centralisation of specialities to facilitate the delivery of comprehensive high-quality services and to enable sub-specialities to be co-ordinated from one centre.


Chief executive’s report, Guy’s and St Thomas’ accounts, 1994/95
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Meet the doctor. Jim is 33, blond, tall, a little podgy and a keen smoker. Carlos is his patient. Carlos too is a keen smoker, which is why he is being pinned down by two policemen in the Accident & Emergency department at midnight while Jim examines him. Jim smokes filter-tips (in the nurses’ tea room). Carlos smokes crack (no one’s quite sure where, but the pipe’s in his pocket). Right now, Carlos, sweat breaking out over his death-white face, pupils shrunk to pinpricks, looks like he is about to slug someone. His mouth snarls as the shirtsleeved policemen push his elbows back on to the table. His jumper has ridden up, his trousers are open, his flabby pale stomach sags sadly in the harsh white light. Nurses struggle to put pads on his chest and a pulse-clip on one of his fingers. He starts ranting in a guttural foreign language, then grunts some expletives in English.


‘Fookin’ ’ell! FOOKIN’ ’ELL!’


‘Stay calm, relax,’ says Jim softly. ‘We’re trying to make sure you are OK, all right?’


‘FOOKIN’ ’ELL!’


‘Can we find someone who speaks his language. What is it, anyway?’


‘ARRGGH! FOOKIN’ FOOKIN’ ’ELL!’


Jim sighs. ‘Well, he’s got the fucking hell bit OK …’


Another night, another customer. Jim, wearing baggy grey trousers and a dancing penguin tie, sits in the tea room and drags on a cigarette. Round the front end of A&E, in the bit the public see, with its wood-effect reception and its Gatwick-style waiting lounge, its pot plants and whispering television, its squeaky clean treatment and resuscitation rooms, the bit where Carlos will later be forcibly restrained, it is all shiny and new, the result of an expensive refurbishment which has turned this particular casualty unit into one of the best-equipped in London. Here, round the back, it’s a bit more – how shall we put it? – practical.


Consequently, Jim isn’t really in the tea room at all but in a grungy glass booth at the end of it, just big enough for four people. Two air-filters hum. Nicotine seems to drip off the yellowing walls. Outside, large lorries rumble down one of London’s main arteries. Inside, a flotilla of coffee cups crowd the tiny table and an old pub ashtray overflows on to the floor. It’s the only staff smoking room in the hospital, a quirk ascribed to the nicotine cravings of the old department head.


Jim likes to pop in for a quick one at the start of an evening shift. That’s if he can dodge the front desk and anyone who might want his opinion elsewhere. On a night shift like tonight, when the older doctors have gone home, he’s in charge from early evening on. As a registrar, he is an experienced qualified doctor, but still about two years away from becoming a consultant, if he’s lucky. He has worked in most of the big London hospitals on his way up, and will work in a few more before he’s finished. He is, he tells friends, your Joe Average doctor: white, well spoken, middle class, privately educated, non-political. He was even a rugger-bugger as a student. He likes A&E. He likes the buzz and the variety.


He slips on a fresh white coat, standard issue, and clips his name badge to it. The woman who runs the laundry has him pegged for a 42″ chest. Ingeniously, the coats are designed to look ill-fitting, whatever the size. He walks purposefully into the major treatment room, a long, wide room edged with 16 cubicles on three sides, all with trolley-beds and curtains and patients sprawled inside. He looks at the nursing team and smiles to himself, humming a little tune in his head. Who could ask for anything more?


He takes the list of those waiting for treatment from the sister in charge. He smiles, but there is something evasive in his eyes. He has the pudgy, wary face of a young priest already disillusioned with his flock. He’s inventing work now, as he doesn’t have to see anyone himself; at night he just has to be there to deal with the emergencies and give opinions when needed, to link with the consultants on call and sort out which patient might go where into the maze of the hospital. Jim can wander between major treatment, the kids’ unit and the resuscitation room, just checking what’s going on. Most of the work is done by the nurses and junior doctors on shift. The junior doctors look much the more pensive, with good reason. Many still feel dangerously out of their depth. For Jim, that’s the oddest thing about A&E. Real accidents and emergencies are just the little punctuation points in the long prose of Casualty. Much of the rest is mundane work: people who should have gone elsewhere seen by twenty-somethings barely out of medical school. Yet, after 50 years of the National Health Service, punters still turn up thinking they are going to get better care than from their GP. What they actually get, unless it’s a real emergency, is just a bunch of very nervy, very young juniors all over them like a rash. Or, if it’s winter, an overrun department too busy to cope. What they become is training fodder. Read that X-ray? I’ll try. Squeeze that lump? Ow! Older doctors have their own technical term for it: the sickest seeing the thickest. That’s a joke, of course.


Jim, doing his bit, pulls a youth from the queue of patients outside and walks him into a cubicle. The young man is tanned and good-looking, in his early 20s. He has come in with abdominal pain. On the whiteboard chart near the entrance to Major Treatment, the words ABDOM PAIN recur pretty frequently against the cubicle numbers. If you work in Casualty, you see a lot of abdom pain. The young man lifts his T-shirt to show Jim his stomach.


‘When did it start?’ asks Jim.


‘A few days ago,’ says the man, looking self-conscious. It got worse when he was at the movies that afternoon, he says. Jim asks him about the film while he prods his stomach. They chat. Jim admires his tan. Jim is wondering whether the man’s got a sexually transmitted disease.


‘You’re a bit of a sun-baby, aren’t you?’


Jim is a good doctor. He has got the traditional manner. Slightly patronising, very reassuring, in control and able to put people at their ease. It’s what they expect from a doctor, old-style. Jim’s consultant thinks he is a very good doctor. People like him. He’s calm in an emergency. He doesn’t take himself too seriously. When Jim sits down, his trousers ride up to reveal a pair of Mr Greedy socks, which the young man catches with a glance.


Outside the cubicle the evening shift goes about its business. The nurses, trim and taut in blue, pad between cubicles. The young doctors pick their acne and earnestly write up notes at an oblong central station in the middle of the room, heads down, pens scratching, hoping that if they stay there long enough someone might just forget about them. They won’t. The system needs doctors. They know what they have to do. The trick is to keep the patients moving, keep pushing them through, get them sorted, get them social services, get them beds, get them out. It’s not their problem if the patients bump out a lot of planned surgery further on up the chain. That’s just another quirk of the system.


On slow nights like this, Jim yearns for a good trauma case, something juicy, a car crash, a knock-down, a knifing, something really serious. It’s like being a soldier: he is trained for it, he almost looks forward to it. But most nights, Casualty is just plain dull: geriatrics, winos, junkies, social services cases, abdom pain. This is reality, not the door-slamming, doctor-screaming fiction of popular drama or the hyped-up, heavily edited rush of fly-on-the-wall reports. Television crews, though, do tend to make an evening more interesting. Unless there are any gynaecological cases. Jim hates gynae. Every doctor has his blank spot. Jim’s nightmare is a major treatment room full of pregnant women with pre-term bleeding, all the junior doctors asking his opinion, and a TV crew waiting to see what happens. Just the thought gives him a cold shiver.


He would rather leave it to his wife. She’s an obstetrician. They make a nice living. He earns around £33,000 a year and has a cosy two-up, two-down in north London. He’s got a couple of kids, his wife’s on maternity leave and may go part-time soon. Days off for Jim are spent looking after the children, lolling in bed or playing Theme Hospital on his computer. Occasionally he dreams of what it would be like to have a cushy little GP’s surgery in leafy Surrey, but then he snaps out of it. He’d miss the buzz.


He was always going to be a doctor. His dad was a doctor, his brother, sister and brother-in-law are doctors too. That’s what it’s like in the old teaching hospitals; in some there are families that have provided doctors for five or six generations. It’s clannish and open to accusations of nepotism, but it works. They just keep on coming.


But it’s changing too. At St Thomas’ there are now far more women doctors, and a big influx of Asian trainees. Of the four or five different students he sees every fortnight, it is unusual to get a majority of white faces. For Jim’s generation, it is not a big deal. The Asian doctors are frequently brighter than their white colleagues. Likewise the growing proportion of women: they make better doctors, Jim reasons. More conscientious. Less stuffy. And better at the personal skills, which is what good doctoring is all about. That and memorising huge amounts of information. The rest is mainly pattern recognition, a skill that builds up with experience: once you’ve seen a number of people with heart failure you can recognise them walking in the door. That’s it, really.


He does night shifts and day shifts, and has an 18-month contract at the hospital before he moves to another unit run by a neighbouring trust. Most of his work is dealing with different minor emergencies. He likes it. He did a surgery rotation when he was training, and he couldn’t bear the monotony of the routine, operating in the morning, out-patients in the afternoon. Anyway, he hated surgery, cutting into well-looking people, offering themselves voluntarily to the knife. In A&E, it’s different. Someone comes in with a stab wound to the chest, the sac round the heart is filling up with blood, it’s squashing the organ, you’ve got to open up the patient and put your finger in the hole. But you can’t lose when you make that decision. If the patient dies, everyone says you made the right decision. Surgery is different. It’s scary. He resigned, and was told he wouldn’t get good references, and he might never work again. Medicine was like that. But he stuck it out, got jobs as a locum in A&E in north London, and look at him now.


The problem with A&E is the stress. Sometimes it’s slow, sometimes it isn’t. At night, after a long shift with a sudden run of grim accidents – a heart attack followed by a cot death added to three drunken brawls – when you realise that if you don’t go home you never will, it’s hard to unwind. After a bad one, a stiff whisky and a small temazepam works for most doctors. Out like a light and up fighting fit. But they have to keep it quiet from their families.


Jim often wonders how it all holds together. To run A&E now, you have to be a smart political animal. It supplies the lifeblood of any hospital – sick people – but it is also the most sensitive part of any medical service. It has to be geared up for everything from a splinter in a politician’s bottom to a bus-bomb in the Aldwych. Get it wrong and no one lets you forget. Jim watches his boss for clues. His boss, a grey, stooped and eminent consultant, reserves his charm for those who need it, not for outsiders. He prowls the department like an angry old egret, protecting his own. ‘I don’t need any kind of coverage whatsoever,’ Jim’s boss tells journalists tersely. ‘I can wake up any morning and find my department plastered all over the front pages!’


To run such a department, with its seven-day-a-week, 24-hour-a-day service, with its 100-plus staff and its £5m budget spread between Thomas’ and Guy’s, you have to be equal parts doctor, manager and Machiavelli. Consider the numbers: it takes 56 nurses, 18 doctors, 14 receptionists, 10 radiographers and 4 nurse practitioners, working in shifts, to keep it open all hours. You have to be prepared to work with what you get and to fight for what you can’t. You have to bear the brunt of the winter crises, when the flow slowly puddles at A&E, cut off by the tightening tourniquet of no-beds. That, of course, is something they never actually teach you: how to manage, how to organise, how to turn internal politics to your advantage. Jim’s boss doesn’t just run two departments: he gives lectures, helps run the speciality nationwide, attends endless councils and cocktail parties, the clink-clink-chatter of every top consultant’s evening. And in a hospital like St Thomas’ he has conspicuous power: the power of patronage. So many doctors, at some stage or another, go through his department as part of their education. Around 250 junior doctors apply for the 25 senior house officer posts in A&E every year. Even Virginia Bottomley’s daughter worked there – another reason for keeping the press out.


Yet the curious thing is that no one has quite worked out yet what makes a good A&E doctor. Most specialists are defined by their diagnostic category, the A&E crew by geography. They have got to be smart, quick, personable and ‘diplomatic’, a word Jim’s boss likes to use in totting up the attributes. The medical key is what they call ‘immediate assessment and immediate resuscitation skills in serious trauma and cardiac cases’. That’s why the heart of A&E is the resuscitation room. Resus sees the best equipment, the most excitement and a lot of death. Around 100 in the last year alone. Most nights Jim is happy to oversee whatever’s going on there. When he’s not, he knows it’s time to take a holiday. Those are the times when he hears the main bell ring, signifying an ambulance rushing another trauma case in, and just wants to hide under a desk and say, ‘I am a tomato, I don’t work here.’ Those are the times when he couldn’t give a toss about the famous old hospital behind him, with its honour boards and veterans and quaint, arcane customs.
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No one knows now exactly when St Thomas’ was founded. There was mention of an infirmary at the Priory of St Mary Overy in 1106 on the site of the first St Thomas’ near London Bridge. Renamed in 1215 – after the martyred St Thomas à Becket – it grew as London grew, starting out, like so many medieval hospitals, under the control of the Church. Henry VIII abolished it in 1540, but his son Edward VI reopened it 12 years later, rededicated to St Thomas the Apostle, patron saint of masons and architects. After all, cities need hospitals. It moved to its current location in 1863, redeveloping a barren site on the sandy foreshore of the Thames, a place large enough to accommodate the sudden spread of specialisms in the medical world and St Thomas’ new renown as a teaching hospital, sending out its recruits to practise medicine across the globe. The site did have its drawbacks. Between it and Parliament on the opposite bank sluiced the raw sewage that made up most of the river’s flow in those days. It is said that some, like Florence Nightingale, the nurse-heroine who trained at the old St Thomas’, refused to set foot on the site, so appalled were they at the sheer unsuitability of its position. But, like the city, the hospital continued to grow.


It survived two world wars, it changed from a self-funding, self-determining institution to become part of the National Health Service (NHS) in 1948, it was buried under a new regional structure in the NHS changes of 1973, and nearly bankrupted in the late 1980s when the constant feuding between local politicians and central government was fought out in its wards and offices. Many expected it to be closed, moved or at least subsumed under its more efficient-looking rival, Guy’s, just along the South Bank in Bermondsey. Instead, the reverse happened. In 1993, it returned to relative self-determination as an equal partner in the newly formed Guy’s and St Thomas’ Trust, and two years later it was announced that most of Guy’s acute services were being moved to the Thomas’ site. Experts cited the central position, the traffic flow and the facilities. Staff at Guy’s were horrified and muttered dark threats about cowardly politicians and Masonic influence. In the old days, it was claimed, you couldn’t even hope to become a consultant at Thomas’ unless you went to a good public school and were a member of the right Lodge. That influence, despite nearly 50 years of the NHS, had now extended into Whitehall to save the hospital.


Well, perhaps. Looking at the influx of female and Asian consultants at the hospital, and the huge range of people that the institution now employed and treated, many concluded that such claims were fanciful, but the rumours persisted.
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A couple of hours later Resus is beginning to fill up. Carlos has stopped fuck-helling and is sitting on a bed, one of five against the left-hand wall, surrounded by equipment: drip bags, defibrillators, gas masks, bottles and boxes, wires and tubes, none of it really being used. Some how-to posters are taped to the wall. Jim is rubbing Carlos’ back, almost affectionately, soothing him. The police have gone, a porter has been found who speaks his language, he has been given a morphine antidote that brings him down slowly. A young radiographer pulls along a large ceiling-mounted X-ray machine. Its arm looks like a metal praying-mantis leg, hovering theateningly over Carlos’ chest. The radiologist counts one-two-three and says, ‘Hold your breath, breathe in, very good …’ She presses some big buttons on an infra-red handset and it seems as if a little whirr and a click is audible. Carlos hasn’t heard any of it.


Jim is worried because he cannot get any information out of the man: what he has taken, where he lives, whether someone can be rung to get him. A blood test shows the oxygen level in the man’s blood is low. A three-way conversation via the porter leads nowhere. Carlos claims he only had a couple of beers that night – oh, sure – and won’t volunteer any other information.


Jim gets tetchy. ‘Tell him I’m not a policeman, I don’t want to know about his status as an immigrant, I don’t give a shit! I just want to help him! I want to know if he has taken any drugs. I won’t tell his family or the police.’


The porter whispers in Carlos’ ear. Carlos stares absently into a corner of the room, calm now but still woozy, like a boxer who is struggling to remember how he lost. Eventually a number is found in his wallet and relatives are called. Cases like this piss Jim off. He knows the man will probably discharge himself when he feels like it, and if you don’t know what he’s taken, you don’t know what kind of danger he is in. And anyway, the police are waiting for him outside.


He turns his attention to the next bed, where another man is out cold after an all-day drinking party.


‘How’s our bottle-of-vodka man?’


The bottle-of-vodka man isn’t moving. Another doctor works over him like a mortician, cold with concentration. Jim rings the surgeon on call in the hospital. ‘He’s got a quarter-inch laceration of the skin. I’ve stuck my finger in, and I can’t feel any fracture …’


But he’s got to be checked out. So many cases in A&E are what anyone else would call self-inflicted. Rule number one for the medical staff: suspend all moral judgement. Jim can’t say, ‘You shouldn’t have got so drunk, you stupid fuckwit,’ even if he would like to. His boss has a motto: ‘Those who present will be seen.’ And so there is no difference in approach for him than for the old lady in cubicle four of Major Treatment earlier, who had been mugged that morning and had two liver-red black eyes to show for it.


And likewise for the boys who are looking for a fight, the girls who get screwed, the gangsters who get knifed and shot and the people who stick bits up each other for fun. All are welcome, and consequently A&E becomes a repository for those with nowhere else to go, the Care in the Community deranged, the old and lost, the lonely. It is also vulnerable to those seeking attention or just some hard drugs to get them through the weekend. Jim can spot those a mile off. They are the ones who know all the pain-killing alternatives, and always have a good reason why they shouldn’t take such-and-such. Ah, but the opiate, no, I haven’t tried that, it might work …


Then there are those who fake fits, and subtle lads with big erections who turn up saying they have got lower stomach pains and can they see a female doctor? There are repeat customers too, hooked on A&E. Behind the receptionist at St Thomas’ is a large cupboard. Inside are the files of ‘regulars’, row upon row on a stack of racks. The receptionists see everything. Eleven-year-old girls asking for morning-after pills. The drunk and the violent. They have to be as battle-hardened as anyone else.


But everyone has their tolerance point, everyone eventually sees something that gets under their skin. For a doctor like Jim there are already little scenes branded on his memory like scars of hurt and humility, scabbing up over the years. The distraught wife whose middle-aged husband has just died in Resus from a heart attack. Outside A&E’s smoked glass front window Jim can see the couple’s young children waiting, still not knowing. ‘I’ll tell them,’ he says to her, and then wishes he hadn’t. Afterwards he goes away and cries for everyone who has died or been hurt or simply passed through his hands, cries for everything he has seen.


At moments like that, the same image always comes back, the first memory, a 25-year-old woman who had collapsed in the street. Jim was the same age, just training, junior enough to have a few tasks in Resus and a lot of time to watch. They had cut off her clothes, and she lay there naked and dead, beautiful. No one could work out what had happened. An arrhythmia of the heart? Just dropped down dead. Jim learnt early that life hangs by a thread that can so easily be cut. It was unjust and it hurt. Yet he knows he remembers it so well just because she was so pretty.


And then there are the children. The little girl with the bandage round her finger. As he unwinds it a third of her finger just falls sideways off, hanging on a skin hinge, like the top of a Zippo lighter. The look of shock on her face. Shit, bandages can hide a multitude of sins; things just fall apart when you take them off. Like the motorcyclist whose head came off in the helmet. Pop the top of the finger back on, smile a lot, point out that young flesh has remarkable healing properties.


The babies are worse. The cot death brought in still warm. He takes her down to the end section of Resus, in an alcove decorated with a children’s alphabet, with its own machines and tubes and masks and posters, all a little smaller or a little differently marked. The bit of Resus that scares everyone. And he works on the baby for half an hour, or 45 minutes, or an hour, with a team of five, or six, standing round, passing equipment, holding machines, but he knows it won’t do any good, he just keeps on going because he is saving his own baby, that’s her down there. He knows it is hopeless. Eventually he says: ‘I’m going to stop now. Anyone disagree?’ And the team concurs. He feels like shit. And the mother has probably been watching the whole thing.


He needed a big drink when he got home that night. A really big drink. Maybe a pill. His father used to send them to him when he was fretting over exams. That’s doctors for you. Practical people. The funny thing about doctors and drugs, especially illegal ones, is that doctors are really not much different from others of their generation. Older doctors don’t take the fashionable drugs, younger ones do. Jim smoked a bit of grass. He took cocaine once with some mates, but it didn’t work for him. He knows doctors who take Ecstasy. He knows doctors who have become alcoholics. He knows doctors who have tried to commit suicide. After all, he reasons, the job is enough to send anyone barmy.


He remembers the woman whose husband died while having sex with her. It was not that unusual. A cardiac arrest. She tells Jim: ‘I thought he was coming …’ Instead he was going. Jim says well, it was horrible for you, but put the boot on the other foot. It’s a great way to go. Thinking about it later he wondered if that was the right approach. You build up such a resistance to these kind of situations, you get so used to breezing through death and suffering, you always wonder if you are being desensitised. And yet it is your only defence, your true commitment to professionalism. The worst and best of life. Prometheus and Pandora – words are quick and vain.
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Tim Matthews slips round the back of the sliding door into the lecture theatre, so quietly that no one notices. A tall, soft man with a chubby face and owlish eyes, he takes a seat by the door, and studies the backs of the heads in front of him. Eight rows of seats, ten across. He does the maths. The room is packed with an assortment of young people: nurses, administrators, clerks. Each with a name tag, a large, handwritten sticky label. Mary. Jo. Kevin. Clare. A few turn round to stare at him, wondering, he’s older, in his forties, wearing a double-breasted suit, who is he? Ah, yes, he’s the chief executive of Guy’s and St Thomas’, a man whose £111,000 salary is one of the largest in the health service. Matthews looks up sharply at the ceiling. However often he does it, he never looks terribly at ease speaking to the Marys, Jo’s, Kevins and Clares of this world.


The training manager, a tall, determined woman in her early thirties, stands at the front of the auditorium, winding up her conclusion to the first group sessions. This was all her idea: induction day, a chance to meet the other new starters at the Trust, a chance to meet the chief executive and hear a bit about the history of the two old hospitals. She runs an induction day every month, and regularly gets 80 or 90 new bods along, all young, all junior ranks. The Trust, which has over 6,000 staff and is the biggest employer in its particular patch of south London, gets through a lot of new staff every year.


At least with those starting off you get a bit more respect than from the long servers. Both hospitals have had their problems. Everyone is conscious of the bad feeling between the two sites. Passions have run high following the decision to move all acute services to St Thomas’. They nearly exploded at a staff meeting on the Guy’s site when the announcement was made. You had to be there to feel it. There were hundreds who couldn’t squeeze into the lecture theatre. Flanked by security guards, Matthews pushed his way through to address the angry mob. He had never felt fury like it, and his shy awkwardness just made the crowd seethe. Now the rage is abating, and each new intake of staff is like a pint of fresh blood, clean from the detritus of the past, clear of the antipathies that have dogged the merger day by day. There is at least one up-side to having a high staff turnover.


On the wall behind the training manager eight large sheets of A2 paper have been pinned up, with everyone’s name and job listed – the product of the first of her group sessions, the sort of get-to-know-each-other huddles that training professionals love so much. Everyone divided into six groups, placed round a table, given a big felt pen and an outsized piece of paper and told to introduce themselves. Then write down the key bits of information. Get on with it. Fifteen minutes. Some put ages, some put surnames. Now the sheets hang behind her, looking rather desultorily back at the audience. Steve Clark, nurse, St Thomas’ A&E, from Australia. Sarah, part-time receptionist, trained to be a dancer. John, 22, pharmacist, used to work in Essex. How odd what some think important and others don’t. How inadequate it all seems, each with his or her own aspirations and experience and fears, lumped into a name and a job.


The training manager, lithe and bobbed, dressed in an elegant blue trouser suit and striped jumper, has already warmed the audience up. She has given a talk on change and motivation, on how the constant turmoil of merger, relocation and renovation can abrade everyone’s desire to work. She has moved on now to explaining how the Trust works, handing out photocopied sheets with the names of the board directors, and a list of the group services and their heads. Acute medicine, surgery, tertiary services, clinical services, women and children, dentistry and dermatology. She runs through the figures. Fourteen hundred beds; two sites; £300m income; 20,000-plus day cases a year; 20,000-plus elective patients; 30,000-plus non-elective patients. ‘Now,’ she says loudly, ‘everyone see where they fit in?’ She raises her eyebrows quizzically, ironically, like a school-teacher making jokes for her own benefit. She has perfected a manner pitched midway between the loudly brash and the knowingly flip. The new employees, many of them in their early twenties and unused to this kind of big company welcome, don’t quite know what to make of her.


‘OK,’ she says, ‘I see the chief executive is here. Would you like to come up front? Let me introduce Tim Matthews.’


Everyone turns to watch as Matthews walks quickly through the audience to stand beside her by the slide machine. He looks round and sleek. His suit jacket flops open, revealing a mauve tie. His greying hair is brushed forward, boyishly, into a high fringe. A wide grin splits his face above laughing eyes.


‘Is that all the build-up I get?’ he asks quietly, flirtatiously, just loud enough for the front rows to hear. He has an attractive innocence quite at odds with his position. He rocks a bit on his feet, as if trying to appear jovial.


‘We’ll put the fanfare on later,’ says the training manager. She sits down and the audience waits.


‘Right, everybody, er, nice to see you all here. OK. Um. How many people here have been working at the Trust for more than a month?’


His manner is tentative, uneasy. A small flurry of hands go up.


‘All right. Um. Who expects to be here in, er, two years’ time, working for the Trust?’


No one says anything. No hands go up as the audience try to work out what he is asking.


The chief executive’s grin begins to look a little forced.


‘This is my instant indicator of morale,’ he explains softly, not confident enough to say it loudly, as the hands start to go up.


‘Good, good,’ he says, trying to break the ice. ‘A couple of years ago I did this and only one person put their hand up. I thought, oh, shit.’


No one laughs. He goes on: ‘Right, um, if you had to describe in one sentence what the Trust was here to do, what do you think that sentence would be?’ A tense hush falls on the room.


‘To provide quality care for the patients?’ says one man tentatively, three rows from the front, visibly reddening as others turn to look at him.


‘Very good,’ says Matthews. ‘But what is distinctive about this hospital? What distinguishes it from hospitals in Woking or Guildford, say?’


No one says anything. Then a voice whispers, ‘Teaching?’


‘Yes, teaching and research.’


He switches on a new slide. TRUST MISSION flashes up on the screen behind him. It is accompanied by a text: ‘To be London’s leading university hospital, providing a comprehensive local acute hospital service to people who live and work in London, providing a range of specialised hospital services and working in partnership with the United Medical and Dental Schools (UMDS) to deliver high-quality teaching and research.’


The words, you might think, are the easy bit.
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Imagine a starfish with half its legs pulled off, or a one-winged bird with a new head. You might then get a sense of the St Thomas’ site, its awkward mix of the old and the new, the abruptly finished and the never started. At its heart is the great white cube, North Wing, that dominates the Albert Embankment with a spectacular view of the Houses of Parliament. ‘It’s a great view,’ nod the Thomas’ doctors to visiting politicians. ‘But we have got to look at you!’ cry the MPs. They have a point. Flat roofed, twelve storeys high, clad in white tiles, glistening with sixties functionality, St Thomas’ North Wing is reviled by traditionalists but rather admired by others. Designed by hospital specialists Yorke Rosenberg Mardall, opened in 1976 by the Queen, it was the culmination of a twenty-year rebuilding programme aimed at replacing the original Victorian hospital buildings, which had been damaged during the Blitz. The new scheme swept away acres of slum housing and redirected the Lambeth Palace Road. It also, according to some conspiracy theorists, smartly averted the threat of a proposed move for the hospital down to Guildford, something which the consultants, many with lucrative private practices based in London, were keen to avoid.


Phase one of the redevelopment was completed in 1966, when East Wing, a T-shaped tower rising above a sprawling Accident & Emergency centre, was opened. Phase two consisted of the cuboid North Wing, as well as a smaller treatment block, now known as the Lambeth Wing. There was also a residential block for staff (Gassiot House), an underground car park and an ornamental garden by Westminster Bridge. Phase three, the rebuilding of South Wing, the last remants of St Thomas’ Victorian riverside frontage, into two more white cubes, never happened. There were rumours at the time that someone got the measurements wrong and the new blocks would never have fitted in the site anyway.


In some ways, what was left was an effective use of space (North Wing and Lambeth Wing offered 11 hectares of floorspace on around 3.6 hectares of ground), but for those who worked there the new layout gave the site a curious feeling of dribbling away down the Lambeth Palace Road. You simply decreased in importance the further away you were from the new block. It was immediately less communal and enjoyable as well. Replacing an old Victorian system of low buildings joined by long corridors with a squat up-down tower meant you just didn’t meet as many colleagues as you used to, tramping on long walks between departments and patients. Everyone was going everywhere in lifts. Suddenly departments felt cut off. Nor did it ever democratise the old regime. The consultants kept their own little dining room off Central Hall, and the beautiful old Governors’ Hall, complete with its large portrait of Edward VI, the boy who reopened the hospital after his father had closed it, was eventually refurbished and kept for sherry parties and Lodge meetings. Old and new co-existed. The structures appeared to change but the pattern remained the same.


So St Thomas’ was left with a hotch-potch, a web of corridors and access points that were a security nightmare, a front at the back, a reception at the side, an old Central Hall that was no longer at the centre, a garden too close to the traffic and a jumble of portakabins, car parks, and builders’ mess in the middle. It possessed neither the elegant calm of Guy’s Hospital’s old cloisters nor the airy, upward, glassy sweep of the new Chelsea & Westminster. Just the functionality of those white tiles which doctors used to hate so much. White urinal tiles; very apt for a service that many felt was always being pissed on by their friends across the river.


But it was built with idealism. The views from North Wing, designed primarily as a ward block with patients’ beds by the windows and managers’ offices in the centre, were part of the patient therapy. Just looking at that sweep of London, the Houses of Parliament, the Thames, St Paul’s dome in the distance, lifted the heart. North Wing and the adjacent, lower-slung Lambeth Wing, the treatment block, cost around £9 million. The central lifts may have been too small and too few, the plaster may have started dropping off the walls as soon as it was opened, the out-patients waiting rooms may have been the wrong size, but the main spaces were wide and bright, and money was set aside by the hospital’s Special Trustees, guardians of the immense wealth that the institution had drawn in over the centuries, for the purchase of the right kind of art: contemporary, non-representational works by the likes of Eduardo Paolozzi (lift lobby) and Patrick Caulfield (X-ray department). The Tate Gallery even lent a Naum Gabo fountain (which broke down repeatedly and cost a small fortune to run) for the garden. The new St Thomas’ was to be a place – as the original architects’ brief, written by the hospital governors, stated – where ‘the art of healing and the art of teaching should proceed hand-in-hand’, where its ‘third function’ of research could be given greater emphasis than ever before, and where the training of ‘character’ was to be as important as the training of minds. ‘Any university fails when it neglects to create an environment in which its students can receive some measure of inspiration from being in a place where people are devoted to the pursuit of the sciences and the arts for their own sake.’ The governors wanted it all, and it is hardly surprising that, in reaching for the stars, they got stuck a little way up in a cloudbank. Most of the medical staff were just happy if everything worked.
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The surgery list starts at 1.30 sharp. The locker room for changing is a good two-minute walk from the operating theatres. Tony Young, surgeon and medical director, the hospital’s most senior doctor, is still struggling to get his locker door open. He knows from experience that when the key sticks, you have to be careful not to slice your finger open on the metal fitting by forcing it too hard. He tries another gentle turn; it gives reluctantly, and the long locker door yawns open.


He slips off his shoes, shirt and trousers, briskly folds the latter on a hanger and locks the lot inside. He puts on a pair of turquoise elasticated-waist trousers and a turquoise shift top, slips a turquoise tie-back hat over his grey-white curls, and, after making a little pinched-bend for his distinguished nose in the metal beneath the thin fabric, attaches a turquoise mask. It has two ties, one above the head and one behind the neck. He simply lets it hang loose around his neck, slips a pair of white clogs on his feet and rubs his hands in readiness. He makes the long walk down two corridors on his own.


In the operating theatre his team waits, chatting idly in groups, whispering about love or lunch or money, all resplendent in turquoise, already masked and hatted like a bandit pyjama gang looking for a stick-up. The theatre is long and wide, with three separate anterooms: scrubbing up, anaesthetics and laying out. Twelve large striplights divide the ceiling, and large multi-bulbed operating lights hang over the central table. In such light every fabric wrinkle, every crease and fold of flesh is visible.


The mood quietens slightly when the medical director walks in. He has a patrician gravitas that goes with his Roman emperor looks: strong nose, thinning hair, blue eyes – a certain humour in his majesty. He lathers his hands at the long, low steel sink in the scrubbing-up room, taking care to choose the pink disinfectant rather than the brown one, then ties on a wide green operating gown. His long hands look white and baby-soft as he snaps a pair of latex gloves around them. Behind him, the patient has appeared as if by magic on the table. At one end, the anaesthetist holds court with his machines. At the other, a scrub nurse wheels over a trolley of scalpels, scissors and clamps. In a corner of the room, another nurse enters the details of the operation into the theatre computer: time scheduled, estimated case length, time admitted. The data list appears endless.


‘Right,’ says Young, taking up his position by the patient’s left side, wiping at the brown antiseptic on the exposed abdomen. He bends slightly and concentrates, deep in thought. He could be thinking about medicine, or management, or both.
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A patient recovering from an appendix operation runs out of his North Wing ward on the eleventh floor in the middle of the night, wearing only his dressing gown. The hospital is quiet, asleep, ticking over till morning. The alarm is raised. Security staff find the dressing gown two floors down, but no sign of the man. Eventually the police are called in with tracker dogs. A missing-persons alert is put out. No one sees him. The patient is found four weeks later, dead, crouched behind ducting pipes in a machine room on the third floor.


These things happen in a big hospital. The Trust handles over 20,000 day cases, more than 20,000 elective cases, over 30,000 emergency admissions. Most go home happy patients – and then this. The man’s widow is outraged and demands a government inquiry. She doesn’t get one. Newspapers leap on the story. An internal inquiry concludes that more effort must be made to prevent access to service areas.


The facilities men who spotted his body reckon that a couple of weeks later they might never have found him at all. His body had begun to dry out, and would soon have stopped smelling. There he would have stayed, wrapped in eternal paralysis, right at the heart of the hospital. Cheating time.
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No one would wish merging two famous old hospitals on any manager, especially two institutions that had been in acrimonious competition for the last decade. But Matthews had wanted the job, and got it. People said he was a brilliant consensus manager. Nervous public speaker, awkward presence, a bit diffident, but a shrewd manipulator and perfect for a position which required a sensitive touch and certain sponge-like qualities. He was warm and friendly, and liked the good things in life – he even listed champagne drinking as a hobby in his Who’s Who entry – and he was sharp and witty, too, when he wanted to be. ‘Is Hunt’s House listed?’ someone had asked him after his induction day speech to joiners. Hunt’s House is a decrepit old block scheduled for redevelopment, running through the centre of the Guy’s site. ‘Listed?’ he said with that wide smile. ‘More like listing!’ NHS chief executives, who were normally rather grey men, were not supposed to make jokes like that. What would the new staff make of it?


He was born in Kent, brought up in Devon. His father had worked in the cement industry, his mother had been a teacher. It was odd how many people you found in the hospital who had one or other parent as a teacher – it must be the public-service ethic. He was a bright boy, did well at Plymouth College, won a place at Cambridge at the start of the seventies, got a 2:1 reading history at Peterhouse, the most right wing college you could choose. Like so many bright boys then, he opted for the civil service. It was a three-stage process to get into the Department of Health and Social Security: verbal reasoning exams, IQ tests, board interviews, that kind of thing. He loved that kind of thing, and excelled.


Why health? He wasn’t sure himself, when asked. He had worked as a porter at Addenbrooke’s for holiday cash when he was a student. He was probably one of the few chief executives to have seen hospitals from both ends, as it were. Most chief executives had been in hospital management all their lives. He hadn’t. Maybe he was interested in health. It certainly looked that way when, as a junior civil servant, he worked on reviews of hospital services in central London and plugged away at the financial structure of the NHS. By the 1980s, a new government had come in under Margaret Thatcher, offering a rather aggressive approach to manpower in the civil service. Gone were the cosy days under successive Labour and Conservative administrations when everyone agreed the civil service had a job to do. Suddenly, promotion prospects reduced dramatically. Matthews knew people working in health authorities; a job came up in central London; he chatted to the guy who was district administrator; he was asked if he was interested. ‘Well, actually, funny you should say that. I am,’ he replied. He joined as director of planning.


Later he became one of three general managers responsible for a certain central London hospital. As soon as he got in, the health authority told him to close the A&E as it wanted to put the service into another hospital half a mile away. That’s hospital management for you. The staff were furious, but he handled it and stayed there three years. Then he wanted his own hospital to run, something bigger, something meatier. He wanted to be chief executive of a district. Despite his diffident exterior, Matthews was an ambitious man.


He looked at a lot of jobs around London. He didn’t really want to shift his family. Then a job came up that he liked the sound of, general manager of a health authority in Kent. He took it and reverse-commuted down the A20. It was great – the authority was smaller and less complex than the set-up in central London, but much broader, and with a different feel. County politics were somewhat easier to handle than Camden politics. No surprise there, of course. And when the next round of health-service reforms came in, he was grateful to be in a more protected environment, not sitting in central London, sweating, don’t panic, don’t panic.


They were strange reforms, launched by Ken Clarke with a big, glitzy PR campaign, but actually containing few details, just some headline objectives. Then working parties were set up to try and decide how to reach those objectives. He was invited on to the working party looking at Project 26. He never knew why it was called Project 26. It sounded faintly Orwellian, like Room 101. It was a mysteriously anonymous title for something which was to become so infamous. It was set up to examine the purchasing arrangements in the new split between purchasers and providers. Interesting times.


But he missed the buzz of the big London teaching hospitals, the arrogant charm of the great doctors, the sniff of the media hounds on his trail. Then one day he saw the chief executive’s job at St Thomas’ advertised in the Health Service Journal. He thought about it. St Thomas’ was one of the most famous hospitals in Britain, bang opposite the Houses of Parliament, with a catchment area that seemed to stretch from Peckham to Plymouth. Running it was one of the top health jobs in Britain. He knew it was what he wanted, but should he wait? Right now, it looked a lame duck, it had nearly gone bust when under local-authority control in the NHS financial crisis of 1988–89. By 1990 no one even knew if the hospital was going to survive. It had had its trust application refused, while down the road its sister hospital, Guy’s – they shared the same medical school – was a flagship for the government health-service reforms. To cap it all, internally it was a mess. The Government had sent an ex-British Rail chairman in to sort out the rancour. The doctors, many of whom were world-class, but who had the reputation for being among the snottiest in the NHS (old medical joke: why are St Thomas’ doctors all uncircumcised? Because you have to be a complete prick to work there), were exasperated with both politicians and management. Then there were all the old rumours about the Masonic influence. It was no secret. There was even a display of Masonic regalia in the hospital’s Governor’s Hall, for God’s sake. All in all, if you were going to choose a really tough job to leap into, being boss of St Thomas’ looked about as bad as you could get, especially if you weren’t a pinny-wearer. Matthews wasn’t, but he was an ambitious man.


He got the job. Then the Government announced the Tomlinson enquiry into London hospital services. Everyone presumed closure was on the cards. St Thomas’ was a sitting duck. Every week it felt as if the London Evening Standard was writing the same story: St Thomas’ to go, St Thomas’ for the axe. Suddenly the chief executive began to feel the pressure from all sides, from the health authority, from the emerging purchasers. Let’s rationalise services in south London. Shouldn’t you be going along with it? You cannot waste money fighting for survival. No, no, no. Absolutely not.


He talked with the senior doctors and all the old management team. They agreed: they could roll over, kick 800 years of history into the Thames, and look for jobs elsewhere. Or they could fight. And not just fight in a timid, gentlemanly way, but really fight, no-holds-barred, up-front PR, to save the hospital. Let’s do it, he said. You’re right, said the managers. Completely right, said the doctors. And I’ve a suggestion, added the chairman. I know just what we need. So, much to the Government’s horror, and the health department’s fury, and everyone outside St Thomas’ dismay, the chief executive pulled funds out of the Special Trustees, that repository of huge wealth given to the hospital over the years, and hired Sir Tim Bell, Margaret Thatcher’s favourite public-relations expert.


That got the issue on the Today programme. The chief executive was grilled: why are you wasting money given to the hospital by grateful patients? Shouldn’t it be spent on toys for the children’s ward, or tellies for the nurses, or new gardens for the sick and disabled? But, he replied, there will be no wards or nurses or patients if the hospital goes. He had a strategy, and he stuck to it. If the hospital appeared loud and self-confident and successful, if it was prepared to stand up for itself, it would be less easy for others to chip away at it. And most importantly, the doctors backed him up. Within any clinical community there are those who watch, and the few who get active. This time, they all got active; they lined up right alongside him. They had the best contacts, all the VIPs they had ever treated, and they used them, ringing them up, sending out information packs, reminding them of what the hospital had done for them. It was unashamed campaigning, the pulling together of nearly 50 years’ experience of internal NHS politics. There was no suggestion of merger then, just a fight for survival.
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