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1
The Medical Marketplace
Mark S. R. Jenner and Patrick Wallis

In the mid-1980s, a number of Anglophone historians began to describe
health care in early modern England as a ‘medical marketplace’ or ‘med-
ical market’. These terms were foregrounded by several scholars more or
less simultaneously. The opening chapter of Lucinda Beier’s 1984 Ph.D.
thesis (published in 1987) was entitled ‘The Medical Marketplace’.1 In
1985, Roy Porter wrote of the premodern ‘medical market place’ ‘where
physicians, surgeons, and apothecaries . . . melted into each other along a
spectrum that included thousands who dispensed medicine full- or part-
time’,2 and Irvine Loudon observed that one of the most important
unresolved areas of eighteenth-century medicine was ‘the extent of the
market for medical care and how that market was satisfied’.3 The follow-
ing year Harold Cook’s Decline of the Old Medical Regime began with a
chapter entitled ‘The Medical Marketplace’.4 This terminology was not
confined to scholars working on the United Kingdom. Katherine Park’s
Doctors and Medicine in Early Modern Florence (1985) contained an identi-
cally entitled chapter.5

Most earlier accounts of early modern medical practice had either
focused on the notional three-part occupational hierarchy of physicians
who advised, surgeons who operated and apothecaries who prepared
drugs, or else were simply dominated by a concern with learned, ‘profes-
sional’ practitioners. Other healers were either denigrated as ‘quackish’ or
simply ignored. Developing pioneering work on the diversity of medical
practitioners in early modern England,6 the medical marketplace litera-
ture was in the vanguard of a wave of scholarship that overturned all
these assumptions and began to set out the characteristics of an emergent
diverse, plural and commercial pre-professional system of health care.
These studies stressed that the boundaries between physicians, surgeons
and apothecaries were blurred to the point of irrelevance: regulation had
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limited force, professionalization was anachronistic.7 Early modern prac-
titioners, they argued, competed for custom in an open ‘medical market-
place where services were advertised and sold to those sufferers who
cared to shop’. Patients had ‘relative freedom to choose the medical prac-
titioners they liked’; they were ‘medically promiscuous’, selecting thera-
pies and therapists according to their estimation of the practitioner’s
effectiveness or manners, not to mention cost.8 For all their intellectual
pretensions, learned physicians did not command any real degree of
cultural authority until the nineteenth century. As the medical marketplace
literature revealed, in any year a sick person might visit a wart-charmer, get
a remedy from a neighbour or bookseller, pay for a surgeon and hire a
horse leech.9

These works marked the coalescence of a new way of describing early
modern medicine and were at the forefront of a revolution in the
history of medicine.10 Medical market terminology has since been
adopted to analyse contexts ranging from the Graeco-Roman world to
nineteenth-century South Africa.11 Concurrently – and not accidentally –
the marketplace has become ubiquitous in political, popular and
academic discussions of contemporary health policy and provision.
‘Market’ mechanisms and terminology now play a far more prominent
role in health care in most developed countries than they did in the
1980s.12 However, the success of the idea and language of the ‘medical
marketplace’ has come at a price, for historians at least. As the concept
has been applied to an ever-wider range of settings and employed by
an ever-expanding variety of historians, its meaning has become vague
to the point of confusion. Ironically, ‘marketplace’ language seems at
times to have made it easier to avoid engaging in fuller studies of the
market or the medical economy. Two decades after the medical market-
place became a commonplace, historians still know very little about the
scale, scope, boundaries or internal dynamics of the market for medi-
cine. Furthermore, the very idea of a ‘medical marketplace’ has also
begun to attract criticism. As Margaret Pelling recently noted, the con-
cept ‘is . . . overdue for revision’.13

This book undertakes a critical examination of the ‘medical market-
place’, its uses and abuses. The essays focus on the nature of medical pro-
vision and its economic, institutional, cultural and political contexts in
order to develop and refine fundamental concepts and arguments asso-
ciated with our understanding of medicine and the market in England
and in Britain’s colonies between 1450 and 1850. Together, contributors
demonstrate the importance of not only analysing the relationship
between medicine and the marketplace, but also historicizing key terms
such as medicine, the market and the economy. 
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This clarification and re-examination is crucial. Social historians of
medicine in early modern England took up this terminology with little
discussion (and possibly little awareness) of how it had been employed
in other fields, and have often used this language with little precision
and sometimes in contradictory ways. Moreover, there has been little
discussion of how far 1980s accounts of the ‘medical marketplace’
should be revised in the light of new research into the early modern
economy that emphasizes the socially embedded nature of economic
relationships.14 As we outline below, one theme that emerges clearly
from this collection is the need for greater consideration of the nature
of exchange and value in medicine that sensitively explores this and
similar themes. 

The medical marketplace and the history of medicine

It is important to emphasize at the outset the achievements of the
‘medical marketplace’ literature. Previously, much (though by no means
all) medical history concentrated on ‘great figures’ and on internalist
intellectual history. The medical marketplace came as a breath of fresh
air. It swiftly became part of the vernacular of early modern English his-
tory, a development likely facilitated by the wider spread of the lan-
guage of the market since the 1980s.15 (The first time the term ‘medical
marketplace’ appeared in The Times was in a 1985 editorial commend-
ing proposals to pay doctors by results.)16 Historians found that the
term had appealing intellectual advantages. It helped demystify med-
ical pretensions. It underlined the anachronism of standard categories
and assumptions about professional boundaries, ethics and authority. It
emphasized that medicine was a service that was purchased in a com-
petitive arena at a time when contemporary medicine was largely iso-
lated from commercial pressures. It encouraged research using a wider
range of sources. It built bridges with developments in economic and
cultural history, not least work describing eighteenth-century England
as the first consumer society.17 For students, it made medicine ‘strange’
and encouraged critical thinking. Many consider that this analytical
vocabulary helpfully conceptualizes the sick person as an active con-
sumer of medical services.18 Above all, perhaps, scholars found that dis-
cussing medicine as a marketplace helped them undertake ‘Medical
History from Below’, studies as concerned with laypeople as with prac-
titioners or medical ideas.19

Yet the analysis of the early modern world as a medical marketplace
has not swept all before it. Several recent studies of European medicine
in this period have preferred different analytical frameworks. Reflecting
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on early modern Italy, David Gentilcore has argued that the medical
marketplace model unhelpfully obscures religious and magical expla-
nations of, and remedies for, disease. He instead proposed a model of
overlapping, but not homogeneous, healing communities.20 Lawrence
Brockliss and Colin Jones, by contrast, have stressed the fundamentally
corporatist nature of medicine in sixteenth- and seventeenth-century
France, depicting a medical community surrounded by a ‘penumbra’ of
informal and irregular healers rather than the unstructured free-for-all
seemingly characteristic of England.21 Historians of English medicine
have also expressed reservations. David Harley has noted that the
marketplace model can lead historians to treat practitioners as ‘social
equals, supplying an undifferentiated commodity’, obscuring social
stratification and restrictions on the freedom to trade.22 Mark Jenner has
argued that it obscures religious and political definitions of ‘quackery’.23

Andrew Wear has suggested that the marketplace is not the best way to
address charitable or lay physic, and that cultural forces need to be
placed alongside economic imperatives.24

Behind many of the problems that scholars have identified with the
medical marketplace lies a broader confusion about this terminology. At
present historians use the term ‘medical marketplace’ in at least three
ways. Rather confusingly these include synchronic and diachronic appli-
cations. The opening chapter of Cook’s influential Decline of the Old
Medical Regime is a case in point. An introductory survey, its key point
is that there was a huge range of medical assistance available in the
capital. Drawing on examples from across the seventeenth century,25 it
showed that one might receive medical help from one’s friends, family
or household;  folk remedies; neighbours or charitable clerics; apothe-
caries and astrologers; and midwives and mountebanks, not to mention
surgeons and sellers of simples. Other works sketched the early modern
medical marketplace through colourful and capacious catalogues.26 This
application of the term to convey an image of the pluralistic diversity of
medical provision is perhaps the dominant usage.

But Cook’s book also presented an argument about the emergence of
a medical marketplace. By the end of the seventeenth century, he sug-
gested, ‘the creation of a market for medical skills and services’, the
diffusion of over-the-counter drugs and the growth of a monetarized
economy had coalesced with political developments to transform medi-
cine and to eclipse the College of Physicians’ dreams of regulation. In
these sections of his book, therefore, the ‘medical marketplace’ appears
to have a different meaning, standing for a particular stage in the process
of commercialization of health care; now the pluralism described by the
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first meaning is presented as the product of the conjunction of social
and economic forces specific to this period. Other works similarly inter-
twined such dynamic and descriptive uses of medical marketplace
language,27 and Roy Porter’s discussions of quackery embedded it in a
vivid (if static) account of Georgian England that stressed how, viewed
within the longue durée, its medical marketplace reflected the nation’s
development as ‘a commercial capitalist, spectacle-loving, consumer
oriented society’.28 In such accounts, the ‘medical marketplace’ is
shorthand for claims about the fundamental transformation of the
medical economy during the early modern period. 

These studies developed long-established narratives of the develop-
ment of ‘modernity’ and of capitalism, accounts which charted a decline
in charitable, community and domestic health care in the face of emer-
gent capitalism.29 And although Cook and Porter emphasized how the
commercialized nature of early modern English medicine reflected the
nation’s economic and social distinctiveness, this metanarrative is not
peculiar to English or European history. There is, for instance, an exten-
sive literature on the ‘market revolution’ in American society and
American medicine which was expressed most influentially in the his-
toriography of medicine in Paul Starr’s The Social Transformation of
American Medicine.30 They also had affinities to older histories of medicine.
In 1946 Henry Sigerist described how the sixteenth-century physician
had to respond to a ‘new economic order’ of ‘free competition and free
initiative’.31 In the 1960s R. S. Roberts concluded that seventeenth-century
provincial practice ‘seems to be a natural example of supply and
demand in which attempts to control the market, as it were, by legisla-
tion . . . completely failed’.32

However, some medical historians have developed a third variety of
marketplace model which is not simply descriptive nor an aspect of early
modern commercialization. They suggest that medicine can be analysed
as a service provided through the workings of market mechanisms almost
irrespective of period. Drawing heavily, although normally implicitly, on
materialist models of culture and knowledge, scholars working in this
vein have interpreted doctors’ behaviour and developments in the form
and content of therapy or practice with reference to their entrepreneur-
ial ambitions and economic circumstances. Such claims can be some-
what impressionistic, but some studies have constructed quantitative
models of a medical marketplace, often relating medical changes to what
Victorian commentators sometimes termed the medical labour market –
fluctuations in the supply of, and demand for, medical practitioners.33

Irvine Loudon, for instance, argued that there was an ‘over-production
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of general practitioners’ in the early nineteenth century. This encour-
aged doctors to form associations designed to fix fees and helped create
new professional identities.34 However, such work is relatively rare
except in the historiography of US medicine: changes in the supply,
demand and price of medical care before the twentieth century remain
poorly understood.35 This approach follows a path set out by social sci-
entists in the 1970s.36 During that decade some sociologists of the pro-
fessions developed Max Weber’s discussions of monopolization to
explore how physicians established ‘domination over the market’.37

Sociologists of knowledge too employed this style of thinking. Among
historians the most influential was Nicholas Jewson, who suggested that
the changing styles and cognitive content of eighteenth- and nineteenth-
century medicine should be related to the changing social and economic
basis of practice, what he called the source of patronage.38

Each of these ways of using the terminology of the ‘medical market-
place’ has had its attractions. However, they are of varying utility and
have quite different implications. The first ‘pluralist’ medical marketplace
is little more than a descriptive commonplace. It serves in the main as an
underspecified counterpoint to domestic and professionalized medicine,
which are seen as bracketing it in a loosely stated chronology. It gives
little indication of how shifts between these different structures occurred,
or what determines the spectrum of practitioners. And as various con-
tributors emphasize, it is not always helpful to equate medical pluralism
with the medical market.39 The second ‘commercializing’ medical
marketplace provides the clearest chronological and empirical narrative,
although the details remain uncertain. It has the strongest relationship to
broader historical literatures in positing a role for medicine within a
wider set of economic and social changes identified as occurring in early
modern England. It also generally gestures to various external reasons
for change, largely in terms of increasing wealth and urbanization,
although as yet there has been no really satisfactory examination of the
different factors in this process. The third ‘structural’ medical market-
place offers a more universalized emphasis on the connection between
the content of medicine and the economic situation of health care. It
thus highlights the relevance of sociological and economic approaches.
However, in doing so it normally adopts rather than extends these dis-
ciplinary perspectives, and it carries with it some of the problems of its
sister schools in assuming the priority of the material over the cultural
or intellectual, understating the significance of external constraints and
non-human actors and drawing unhelpfully sharp divisions between
content and context.40
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The difficulties that these co-existing definitions present can be seen
in how they draw different boundaries around the medical marketplace.
If one conceptualizes the afflicted person as a consumer and presents
every aspect of their search for relief or assistance as a kind of shopping,
then including both commercial and non-commercial curers within it
makes sense. Hence, scholars who use the term to describe medical plu-
ralism often include domestic, charitable or other kinds of unpaid ther-
apeutic assistance in surveys of the marketplace. Lucinda Beier, for
instance, presented Lady Margaret Hoby’s charitable medical assistance
as part of the medical marketplace. Others restrict the category to med-
ical assistance for which the sick paid. Kevin Siena, for example, pre-
sented those selling remedies for venereal disease as part of the medical
marketplace, but considers charitable treatment in hospitals and parish
workhouses as outside it.41 These ambiguities are artificial, as is the
debate about the position of commercial and domestic provision in
the medical marketplace. Such arguments derive from the lack of a sin-
gle clear definition of the ‘marketplace’, and are not necessarily indica-
tors of any substantive conceptual or empirical divergence over the
sources of health care or their relative importance. 

Given these divergent meanings and approaches, it might be argued
that it would be best to abandon the terminology of the medical market-
place altogether. However, the resonance and familiarity of the language
suggest that the chances of success for any such attempts at conceptual
clear-cutting would be low. A more rigorous engagement with what is
meant by the medical marketplace, while more modest, does seem an
attainable ambition. In part, it is this we are urging here. More important,
though, is that medical historians move beyond making linguistic nods
to the economy of health and medicine, and engage seriously in the
study of medicine, health and the market and reflect more explicitly on
the ethical and political dimensions of using this kind of language.
There is probably nowhere that this is more important than for the early
modern period. For this reason, the essays gathered here concentrate on
re-examining what we have described as the second of the approaches
to the medical marketplace: that is the medical marketplace as a process
and a period in the history of medicine. 

An emerging medical marketplace? 

In presenting the sixteenth to eighteenth centuries as an era of com-
mercialization and pluralism with at best ineffective regulation, histo-
rians overturned assumptions about the inevitability of the rise of
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professional structures. Instead, they depicted a market for medicine
that seemingly flourished independent of its therapeutic efficacy or
access to authority. However, this historiography has thrown up fur-
ther fundamental questions that are, as yet, unanswered. First, given
the loose sense of period apparent in some discussions, when and where
did the medical marketplace appear and disappear? Second, why did it
do so? 

Drawing on the then standard accounts of the English economy, the
earliest studies of the medical marketplace between the sixteenth and
eighteenth centuries contrasted it with a largely non-market medieval
medical system. Since that time, interpretations of the medieval econ-
omy have changed substantially. Scholars such as Britnell and Dyer
emphasize that medieval England was strongly market-oriented, and
that much production was for commercial ends.42 Robert Ralley’s chap-
ter highlights the financial rewards of some medical work in the fif-
teenth century, demonstrating continuities with later periods. However,
he also emphasizes that it was not a ‘medical marketplace’ avant la lettre:
medical practice was far less commercialized than that depicted by
Cook’s Decline. As his discussion of ‘medical economies’ makes clear, the
boundary between the commercial and the non-commercial in medical
matters is never straightforward, and while levels of commercialization
clearly grew, there was no linear progression from altruistic and neigh-
bourly assistance to the cash nexus, or from patronage relations to the
capitalist marketplace and then to professional medicine.

Ian Mortimer’s recent work has mapped parts of this transformation,
providing the first plausible quantitative data on the growth in demand
for medical services over the seventeenth century.43 In his chapter, he
demonstrates both that specialist medical practitioners became more
widely dispersed through rural Southern England over the sixteenth
and seventeenth centuries and that an increasing percentage of probate
accounts reveal payments for medical care over the same period.
Between 1690 and 1719 half the number of higher-status males and
one-third the number of lower-status ones leaving probate accounts
owed payments for medical care before their death. Large parts of the
English population, it seems, had been drawn into a medical marketplace;
inhabitants of rural areas were only a couple of hours from specialist
medical practitioners and increasingly paid for their assistance.

Such indicators are only available for Southern England, for people
with both worldly goods and an ultimately fatal condition. Even with-
out these problems of sources, it is clear that the process of commer-
cialization was far from simple. First, not all sections of medicine were
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drawn into such exchanges at the same rate. Venereal disease cures were
particularly commercialized; the market in vernacular medical books
expanded enormously from the mid-seventeenth century. Midwifery
was, by contrast, far from straightforwardly commercial in character.
Second, the growth of commercial supply did not simply supplant
domestic medical provision. The informal exchange of medical recipes
and remedies retained its vitality and importance throughout the eigh-
teenth century. Third, the ‘unit of consumption’ is hard to define and
changed over time. In seventeenth-century England, it is clear that the
allocation of the costs of health care and decisions about consumption
were made within the household. We should never assume that the
consumer of medicine was an independent economic agent.44 Finally,
commercialization did not simply trickle down the social hierarchy.
Among the poor, reliance on commercially supplied health care might,
counter-intuitively, occur in advance of their social superiors. In Colonial
New England, the itinerant poor, those weakest in social bonds, were
driven soonest to rely on paid health care, albeit often subsidized by
community funds. Only those established within communities pos-
sessed the social capital sufficient to delay the unwelcome shift into
reliance on commercially supplied health care. In England, while many
of the labouring poor could not afford commercial medicine from their
own purses, they quite often received medical assistance through poor
law or parochial provision or through institutional and personal char-
ity, and the Old Poor Law was therefore a major purchaser within the
economy of health care.45 Given these complexities, it should be clear
that we are still far from a convincing analysis of the economy of early
modern health care.

The ‘end’ of the medical marketplace is equally troubling. The early
modern medical marketplace has generally been represented as being
supplanted by the advent of professionalized medicine in the nineteenth
century, notably the advent of medical registration in 1858. Yet the
impact of these changes remains contested. Michael Brown’s chapter
emphasizes that while there were significant changes in medical identity
and organization in this period, this transition was complex and uneven:
the ‘victory’ of the doctors was neither inevitable nor universally wel-
comed. Moreover, despite this notionally being the age of reform, the
nineteenth-century proprietary medicine trade was much larger than
that of the eighteenth.46 The emergence of new professional identities
was a protracted and much-contested process. 

Much of what was captured by the idea of a medical marketplace
remains relevant in the nineteenth century. Professional controls have
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never been unchallenged nor have they ever embraced anything like the
full range of healing practices. At the most obvious level, it is clear that
‘irregular’ and community healing remained significant sources of med-
ical assistance into the twentieth century, while domestic and religious
cures and the supply of care retained a major role.47 Indeed, the nine-
teenth century was perhaps the heyday of thinking about medicine as
a market. Whereas seventeenth- and eighteenth-century satirists pre-
sented practitioners as cynically maximizing profits, abstract discussions
of medicine as a market seem to have developed in this later period.48

With the spread of the discourses of political economy, Regency and
Victorian practitioners may have become more inclined to think in this
way. Many early nineteenth-century discussions of health issues debated
free trade and monopoly. Some letters to The Lancet during the nine-
teenth and early twentieth centuries analysed medical practice in starkly
commercial and market-oriented language.49 It may be that such termi-
nology was only felt to be inappropriate for discussions of British medi-
cine between the late 1940s and late 1970s when the National Health
Service was indeed agreed to be a national service.50 Certainly there
remains a need for a longue durée analysis of the ways in which medi-
cine has been conceptualized and imagined through the languages of
trade, market and political economy.51

Why the ‘medical marketplace’ developed in the early modern period
and in the way that it did is even less clear than its chronology. The ini-
tial studies of the ‘medical marketplace’ were rarely specific about the
processes underlying its emergence and change. It is striking that few
historians of Britain have discussed how far epidemiological factors,
like the presence or absence of plague,52 or new medical techniques,
instruments or goods, such as inoculation and the forceps, reshaped
it.53 Cook’s discussion of practitioners in seventeenth-century London
is unusual in even identifying a number of potential explanations, in
particular the effect of urbanization and the general extension of the
market economy.54 Some historians have suggested that competition
between practitioners was the impetus for change and medical innova-
tions such as man-midwifery and private madhouses. Others have pre-
sented the medical marketplace as growing because of the general
expansion in the English economy, interpreting it as part of the rise of
consumer society. Discussing the rise of proprietary medicines, Porter
even resorted to assertions about a burgeoning bourgeois ‘fetishism of
goods’, affluence and convenience to explain the growth in supply and
consumption of drugs.55 What we have to date is more a cast of likely
suspects than a convincing plot.
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The limits of our understanding of the causes of medical commercial-
ization are well illustrated by the uncertainties that surround the effect
of the growth of towns and cities on health care. Urbanization is, ironi-
cally, probably the best defined of all the wider factors cited in the liter-
ature. It is clear that urbanization increased dramatically in this period:
between 1500 and 1700, the share of the population in England and
Wales living in towns of over 5000 people increased from 7.9 per cent
to 27.7 per cent.56 However, whether and how it drove demand for
health care remains uncertain. Much history of medicine has long con-
cerned itself with activities in urban settings, while Mortimer’s identifi-
cation here of commercial medicine as initially urban-centred supports
the suggestion that urban growth somehow induced commercialization.
However, it is a large step from identifying such a spatial pattern to
determining what it was about urban life – the density of demand, the
concentration of wealth, higher morbidity, weaker communities, greater
distance from ‘natural’ resources – that caused increasing reliance upon
the marketplace for medicine, let alone to being sure that urbanization
is not a proxy for other more fundamental changes in wealth or taste, or
even simply an artefact of our sources.

Nonetheless, while the increase in commercial health care still needs
to be properly explained, it is now possible to make more refined
judgements about at least some factors. First, assertions about a con-
nection between general affluence and medical consumption seem
increasingly implausible. While the real wages for labourers in London
did rise slowly from the early seventeenth century, they did so follow-
ing a fall in the late fifteenth and sixteenth centuries, begging the
question of why there is little evidence of widespread demand for
commercial medicine in the early fifteenth century. Interpretations of
the medical marketplace as largely confined to the middling sort and
the elite seem more plausible: their living standard rose faster than that
of the poor during the seventeenth century.57 It is also worth high-
lighting the changing content and scale of commercially available
drugs, particularly those imported from abroad. Only a minor theme
in the earlier ‘medical marketplace’ historiography, where interest in
commercialization overshadowed the material culture of medicine,
some scholars now view this as potentially a key factor driving changes
in the form and size of demand for medicine.58 Finally, as Fissell argues
here, changes in the print trade, publicity and the public sphere
seem to have contributed to the expansion of demand and supply.59

Like recent work on consumption and the world of goods, these
approaches link consumer desires with ‘the social and economic
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processes . . . connected to particular commodities, their production
[and] distribution’.60

Changes in medicine were complex cultural transformations.61 As
Wilson notes, it is implausible to suggest that supply and demand can
on their own explain the form of a medical innovation or specializa-
tion.62 More fundamentally other authors reformulate how we might
understand ‘supply’ and ‘demand’, paralleling recent work in modern
health economics on the nature of medicine as a commodity. In different
ways Mutschler, Mortimer, Leong and Pennell suggest that an individual’s
‘demand’ for medical assistance was related to their household and
neighbourhood resources.63 Wallis, Kassell, Fissell and Chakrabati demon-
strate that we need to attend to the cultural and social construction of
particular medical goods and services if we are to understand what was
being supplied. Factors which might seem intangible to modern eyes –
the practitioner’s ability to manipulate occult forces, their trustworthiness
or ability to call upon other practitioners, the ‘exotic’ qualities of a good,
the readability of a pamphlet – are all shown to be inherent to the value
of goods and services supplied on the medical marketplace. 

Medicine as a market or an economy

This desire to historicize informs contributors’ approach to other cate-
gories fundamental to discussions of the ‘medical marketplace’. As
Leong and Pennell observe, in the early modern period it is more accu-
rate to write of the oeconomy of health care. This distinctive term, link-
ing household management and commercial activity, better captures
early modern mentalities and realities. Lauren Kassell is even more radical:
fundamental to her account of magnetical medicine is a demonstration
that the spiritual ‘economy’ flowed into the medical economy; such
occult medicine was based on a bodily economy quite different from our
own and quite different from the account of the economy propounded
in the historiography.64

Such observations highlight two further questions running through
this collection. How best should we characterize people’s conduct within
this marketplace, and what was traded within it? Economic activity is
embedded within all kinds of social conventions and legal norms; the
very nature and units of exchange are historically contingent. Historians
need, therefore, to be wary of making sweeping assumptions about the
nature of ‘market activity’. Furthermore, the characteristics of exchange
vary according to the kind of goods and services being traded.65 Markets
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for health care in particular appear very often to take on distinctive fea-
tures related to the unusual characteristics of the products and services
involved. This has been brought out most famously in the work of the
economist Kenneth Arrow on the effects that pervasive uncertainty
about levels of demand and the quality and efficacy of treatment have
on consumers and suppliers of health care in later twentieth-century
American medical markets.66 It is precisely not our point to suggest that
uncertainty is somehow essential to all medical economies. Nonetheless,
many of Arrow’s ideas do seem to echo some elements of the premod-
ern medicine, and, as with Craig Muldrew’s work on trust,67 which is to
an extent indebted to it, historians need to engage seriously with the
particular historical construction of and response to uncertainty and
related problems of information. It may well be that participants in the
less regulated, more fluid and more fragmented medical economy of
early modern England faced higher levels of uncertainty than modern
consumers, despite the relatively narrower gap between lay and special-
ist medical knowledge. Certainly, the efficacy of drugs and the calibre of
doctors were suspected more than celebrated in early modern England.
The consequences of this are only now beginning to be explored.68

When thinking about the characteristics of exchange, it is obvious
that one of the most distinctive elements that seemed to differentiate
early modern and modern medical economies is regulation. In contem-
porary Western medicine the prevalence of licensing requirements for
health care providers, restrictions on advertising and ethical norms that
oppose direct competition all serve to limit consumers’ freedom of
choice in the interest of ensuring the quality of the medical services
they receive. By contrast, writers on the medical marketplace such as
Roy and Dorothy Porter portrayed medicine in early modern England as a
free market, stressing that there was little effective regulation of practice.
Compared with much of mainland Europe, there was indeed relatively
less state or ecclesiastical regulation of medicine.69 However, the lan-
guage of the free market, with Friedmanite echoes, is misleading.70

Firstly, guild, ecclesiastical, civic and other regulations were far from a
dead letter for much of this period, as Cook in fact argued in his origi-
nal study of the College of Physicians. Charlatans and other nostrum
sellers working in physical marketplaces were subject to extensive con-
trols,71 while there were appreciable constraints on publishing up to
1695. More fundamentally, social pressures often curbed buccaneering
forms of medical profiteering, as Ralley, Fissell and Mortimer highlight.
Legal and contractual norms restricted practitioners’ behaviour,72 while
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any who wished to build up a geographically defined reputation and
practice had to take cognizance of less formal, but equally tangible,
expectations about fair conduct.73

Emphasizing how medical practice was embedded in social relations
also qualifies the stress on competition found in the historiography.
According to Anne Hardy, ‘It has become customary to speak of a med-
ical marketplace when describing the range of treatment options avail-
able to eighteenth- and nineteenth-century patients, because of the
number and variety of “practitioners” . . . competing for their custom.’74

Porter wrote that ‘medical men of all sorts were competing for custom,
recognition, and reward. Each in his own way – top physician, humble
general practitioner, empiric, folk healer – made his bid to seize the
moral high ground in a medical arena in which the law was acknowl-
edged to be dog-eat-dog’.75 In contrast, as Patrick Wallis demonstrates
here, medical practice involved as much co-operation as competition;
practitioners, particularly in urban areas, formed quasi-firms which facil-
itated their work, allowing the circulation of expertise and the effective
transmission of information. A practitioner’s success depended on her or
his integration into social networks rather than conflict with every
potential rival.76 Similarly, Brown shows that in the early nineteenth
century some ‘regular’ practitioners constructed alliances, despite the
intensification of competition Irvine Loudon identified in this period. 

Furthermore, the languages of medical conflict expressed more than
the self-interested pursuit of a greater share of the marketplace. The
bitterly controversial world of magnetical medicine, Kassell reveals, was
grounded on differing interpretations of spiritual and bodily economies;
Nicholas Culpeper’s books, which, as Mary Fissell demonstrates, domi-
nated the vernacular medical book market in the late seventeenth and
early eighteenth centuries, denounced physicians as ‘unnatural Monopo-
lizers’ of knowledge. But religious concerns were key to this analysis.
Culpeper went on: ‘The truth is, throughout the whole World there are
not such slaves to Doctors, as the poor English are; most of them pro-
fess themselves Protestants, but their Practices have been like those of
the Papists, to hide the grounds of Physick from the vulgar’ who were
thus driven to empty their purses or take dangerous drugs without
care.77 And whereas many would assume that such religious concerns
would have faded by the nineteenth century, Brown highlights not only
the democratic epistemology but also the ecclesiological and spiritual
language of advocates of Morison’s Pills.

How we think about place is also fundamental to discussions of
early modern medicine. Only regional analysis can take into account
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factors such as ecclesiastical licensing and varying economic struc-
tures, as Mortimer and Wilson demonstrate.78 Indeed, as Brown shows,
it was only in the early nineteenth century that we can observe moves
towards a national professional identity. The implications of this
remain unclear. Unfortunately, we still know less about the social his-
tory of medicine of northern England,79 and, despite the rich literature
on Edinburgh and on Scottish-trained medics in eighteenth-century
practice,80 relatively little about the structure of practice in early mod-
ern Scotland,81 let alone Wales and Ireland.82

Early modern health care needs to be subjected to a global as well as
a local analysis. The English and the continental European medical
economies had a complex interrelationship that is still little understood.
Work on the history of medical ideas has explored the movement of
people and things across borders and language communities.83 But, writ-
ten before the emergence of the new British and imperial histories, the
original medical marketplace literature now looks rather Anglocentric. It
contained little discussion of the impact of imperial and ‘exotic’ goods
on medicine, even though Cook and Porter identified the rise of specific
drugs as an important factor in its growth.84 Some commodities – tea,
coffee, tobacco – moved from the medical marketplace into the wider
world of goods;85 others – opium, quinine, guiacum – transformed
therapeutics.86 The effect of the movement of people, both practitioners
and laypersons, is also neglected. British subjects found themselves in
revealingly different medical contexts in Asia, Africa and America, and
these experiences marked the medicine of the metropole – discussions of
public health, for instance, drew on imperial examples and experience.87

Conversely, ‘English’ medicine and health care practices were trans-
formed by the process of transplantation into new environments. In New
England, health care operated amid greater social and agricultural inter-
dependency than in England and confronted acute shortages of specie. In
eighteenth-century India, the East India Company relied on the bazaar to
maintain the health of its personnel, while its employees also expended
immense intellectual, economic and social energy on appropriating sub-
stances from their indigenous contexts into the Western pharmacopoeia.
Such case studies remind us that, particularly in the seventeenth and
eighteenth centuries, British, imperial and other transnational dimen-
sions affected medicine more than many other areas of life. 

Finally, we need to move beyond the assumption made in most ‘medical
marketplace’ literature that ‘medical’ self-evidently refers to therapeutics.
In practice, care for the afflicted – nursing, washing and watching – was as
essential and expensive a part of the economy of welfare as cure, as
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Mutschler emphasizes. This assistance and its superficially prosaic costs,
particularly payments for food and drink, consumed time and labour
and were central to the cost of ill health. These expenditures reflected
not only the imprecise boundary between foodstuff, drink and drug, but
also the importance of diet for health.88 This widening of focus needs to
be applied at every level. For example, Jenner’s examination of water
and public health in 1820s London argues that commercial relations
were important factors in contemporary understandings of public
health. Medical historians, he therefore suggests, should concern them-
selves with the allocation of resources broadly defined.

Conclusion

The ‘medical marketplace’ was primarily introduced to describe and
analyse the structure of therapeutic practice. This volume reveals that
many more health-related matters and objects can be related to the
market and market forces in historically specific situations. They range
from medical books – which reveal medicine’s interaction with the print
trade and how medical knowledge was commodified – to the networks
which structured the production and distribution of drugs and the ways
in which they moved from bazaar and factory to apothecaries and drug-
gists, and on to patients and purchasers. The diversity of the social and
economic networks apparent in these studies suggest that historians
should in future think of the markets for medical goods and services
rather than a generalized image of the medical market or marketplace.
The market for bandages surely differed from that for bagnios; the
woman in labour had little immediate call for an oculist.

Furthermore, if we are to fully understand the economic workings of
medicine in the early modern period we need to move away from a med-
ical marketplace populated only by individual purchasers and individual
practitioners. One of the distinctive contributions of Katherine Park’s
discussion of the medical marketplace of fifteenth-century Florence is
its emphasis on the power of institutional, ideological and social forces
within the city’s medical marketplace.89 A full account of the English
medical marketplace between the fifteenth and the early nineteenth
century must similarly take account of the many other sources of med-
ical demand, such as the state, hospitals, the military and naval estab-
lishments,90 and, above all perhaps, parochial and poor law provision,
topics which we have only been able to touch on in this volume. Such
a comprehensive account of the many kinds of economic exchange
which paid for medical assistance would amplify the central messages
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of this collection: that the early modern medical marketplace must be
understood as socially embedded, and that to understand how health
care developed and changed over this period we must not look to the
medical marketplace for an explanation but seek to explain the medical
marketplace itself. This realization not only parallels recent work in cul-
tural and economic history and economic anthropology, but also breaks
down some of the excessively sharp distinctions drawn in the historiog-
raphy between the English medical marketplace and European medical
pluralism. For it recalls not only Park’s emphasis that the fifteenth-
century Florentine marketplace was ‘defined largely in personal and
social terms’, but also Gianna Pomata’s work revealing how patients in
Bologna sought recompense from medics if their treatment was not
appropriate.91

More generally we must recognize that the marketplace is no more
than a site where the broader forces of economy and society come
together as people jostle to buy and sell. Yet what falls within the term
‘economy’ is not, in itself, stable. As historians of political economy
have recently been arguing, it has to be understood in culturally specific
ways. The oeconomy of the household was inseparable from the formal
sector for much of this period, and medical supply and medical ideas
flowed freely back and forth between the two. Even more dramatically,
the economy of commodities flowed into an economy of spiritual and
magical power that possessed equal or greater physical effects.92 The
resonance of the medical marketplace was, as noted above, in part due
to the rising prominence of market-language in late twentieth century
society. What seemed surprising initially in the 1980s historiography,
with its accounts of adverts for drugs and its emphasis on fees and
competition, now seems disconcertingly familiar, as Mary Fissell notes
in her chapter. But as this collection demonstrates, any early modern
market of medicine should be thought of as socially embedded and
historically specific – a social organization of health care and exchange
that must be understood in its own terms. 
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