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SUMMARY. The results from a survey of the use

of general practitioner services are discussed to
illustrate variations in patterns of surgery attend¬
ance. These patterns were partly influenced by
factors such as social status and personal
mobility of respondents. Age of respondents did
not cause much differentiation of patterns but
respondents were often found to be maintaining
contact with practices in areas in which they
previously lived, even where this involved travel¬
ling considerable distances. The implications of
these findings are considered, given current tend-
encies to centralize primary care services, par¬
ticularly into neighbourhood health centres.

Introduction

RECENTLY, considerable attention has been focused
. on general levels of accessibility to various per¬

sonal social service facilities in different urban areas.

This interest reflects widespread academic and admin¬
istrative concern with matters of spatial equality in
service provision and, where services are not equally
available to all, with whether this can be justified in
terms of 'equity' or 'fairness'. Do some areas, in greater
need of a certain type of service, actually receive the
amount of attention that natural justice demands they
should?
Some geographers have addressed this concept in

broad terms, seeking to find out whether particular
areas of the city have greater or lesser accessibility to
services and, if so, whether this can be related to the
social characteristics of their residents (Knox, 1979;
Smith, 1979). This type of research can help to reveal
spatial imbalances in the location of general practices,
and can help to identify specific neighbourhoods which
are, in aggregate terms, less well provided with services.
More interesting, and in many ways more important,

is the question of the location of general medical
practices. In the past, this has been investigated by
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research which has shown that practices often draw
their patients from wide 'catchment areas' (Vaughan,
1967; Richardson and Dingwall-Fordyce, 1968), al¬
though a redefinition of catchment areas is increasingly
being encouraged by family practitioner committees in
Britain.

Research which focuses on the distribution of patients
from specific practices is useful, especially from the
point of view of practitioners who may have to travel
unnecessarily to distant homes, even though more dis-
tant patients do not generally place greater demands on

the family doctor (Hopkins et al., 1968). It has also been
reported that increasing distance can reduce consul¬
tation and attendance rates (Parkin, 1979).
However, research of this type portrays only one

aspect of the picture, as patients who live within the
immediate vicinity or catchment area of individual
practices but who do not attend them are 'lost' to

analysis. This is analogous to consumer research which
concentrates only upon customers who patronize
specific centres and thus does not include non-attenders
in its analysis. The obverse and complement to this
approach have been developed in empirical geographi¬
cal research into consumer behaviour. In this, respon¬
dents in specific residential areas are interviewed in their
homes in order to find out their pattern of usage of
services.

This approach may be applied to investigate surgery
attendance patterns in general practice. If significant
numbers of respondents in specific residential areas

appear to be going outside their immediate neighbour¬
hoods for general medical services, then this is an

important finding. The trend towards the provision of
local facilities from large practice premises or health
centres has been well documented. Allied to this trend is
the growth of group practices and, in particular in
recent years, of large group practices of four, five, six,
or more general practitioners (Office of Health Econ¬
omics, 1974; Royal College of General Practitioners,
1977; Phillips, 1980).
Thus, although a decrease in absolute numbers of

family doctors does not necessarily occur, there is
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inevitably a reduction in the number of separate prac¬
tices available for use by the public. Group practice, and
particularly the development of large groups of general
practitioners, inevitably means fewer main surgeries are
in use (even if some branch surgeries are maintained). In
West Glamorgan, for example, there were only about
one half the number of main surgeries in use in 1977 as
there had been in 1960 (Phillips, 1980). Therefore, in the
face of these developments, empirical knowledge about
attendance patterns is essential if future services are to
be provided in an equitable and effective manner.

Very little is known about the way in which patients
select and maintain contact with a surgery (although, in
some instances, little real choice of surgery may be
available). Nevertheless, when planning facilities those
involved generally work on the assumption that they
will be used by a majority of local residents. This
thinking has become particularly ensconced in the plan¬
ning mind, resulting in the provision of wide ranging
facilities in 'neighbourhood centres'. This tendency is
not new by any means, and has existed since the
'Radburn' planning of neighbourhood units in the
1920s.
A well established geographical theory.central place

theory.suggests that, for goods or services of the
'convenience' type, the nearest centre offering them will
be attended. However, many social and economic fac¬
tors can interfere with this choice of nearest centre as
will be subsequently shown. Low (1975) has coined the
word 'centrism' for the ideology underlying the notion
that facilities should best be provided in centres, and it
seems very much the case that this notion is being
implicitly and explicitly adopted in the planning of
primary health care. This policy is being pursued in spite
of there being remarkably little empirical information
about existing surgery attendance patterns which, in
view of the current interest in consumer opinion in
health services, seems surprising.

Aim

The aim of this paper is to present some empirical data
about the patterns of surgery attendance found during a

research project concerned with public use of, and
attitudes to, general practitioner services in West
Glamorgan.

Method

The methodology referred to above was adopted,
namely, interviewing respondents in carefully chosen
neighbourhoods. Considerable care must be taken in the
selection of neighbourhoods for such social surveys
because of the great variability in sociodemographic
structures and service availability that exists in different
parts of urban areas, which can complicate the inter-
pretation of research findings.
For this reason, a geographical research method

known as 'areal sampling' was employed. This enabled
the selection of pairs of enumeration districts which
were near to each other (therefore having access to the
same broad range of local general practice surgeries).
However, some prior knowledge of the social com-

position of the selected enumeration districts could be
ascertained by reference to census data .which gave an
indication of the age structures, social Characteristics,
and housing and household types preyuiling in each
district. Thus, enumeration districts which differed only
with respect to specific, required variables could be
selected.

I also investigated whether the patterns of surgery
attendance were influenced by specific respondent vari¬
ables, including proximity, since the literature sug¬
gests that social class, age and personal mobility can
influence service attendance patterns. During the course
of interviewing, "place of previous residence" also
emerged as an important variable underlying the pat¬
terns of behaviour.
About 50 households were visited in four pairs of

enumeration districts, giving a total of 400 respondents.
The results from two pairs of sites are now discussed
briefly to illustrate the importance of social class,
accessibility, and previous residence in influencing at¬
tendance patterns. The pairs of sites were both situated
within the Greater Swansea Area (1971 population
approximately 375,000).
One of the pairs, West Cross (Figure 1), had two

enumeration districts adjacent to each other, both
having the same range of surgery facilities available but
with respondents of differing social status (the sites were
therefore broadly designated as low status and high
status). The other pair of sites, Blaen-y-Maes and
Foresthall, were both low social status residential areas
but were selected as they lay at different distances from
their nearest surgery facilities. Blaen-y-Maes was about
one and a quarter miles away from a main health centre
(housing approximately 10 general practitioners), whilst
Foresthall was less than a quarter of a mile from this
centre. It is therefore well within the suggested maxi-
mum acceptable walking distance to neighbourhood
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Low status

Figure 2. Surgery attendance patterns: Blaen-y-
Maes and Foresthall.

Figure 3. Surgery attendance patterns: West
Cross.

facilities of half a mile (Hillman et al., 1973).

Results

Figures 2 and 3 show flow-line diagrams which rep¬
resent proportions of respondents attending at specific
surgeries. The 'nearest centre' hypothesis is manifestly
inadequate as in no site did more than 57 per cent of
respondents attend their nearest surgery and the pro¬
portion falls to 21 per cent in the West Cross high status
site (Table 1). However, the West Cross low status

respondents were attending a local surgery (a branch
surgery of a more distant practice) in considerable
numbers, in contrast to their higher status neighbours
who appeared to prefer to attend a somewhat more

distant main surgery.
Surprisingly large proportions of respondents in all

sites were bypassing their nearest or second nearest

surgeries to travel considerable distances to the doctor.
Fifty-six per cent of Blaen-y-Maes respondents and 39
per cent of those from Foresthall were going more than
two miles to a surgery. The difference in proportions
attending the large local health centre can probably be
explained in terms of proximity: the Foresthall site was

very close to the health centre and 57 per cent of its
respondents attended there. However, only 39 per cent
of respondents from the more distant Blaen-y-Maes site
attended this surgery. The explanation could be that,
once a surgery is beyond easy walking distance and
some form of private or public transport has to be used,
other facilities may be visited, possibly because they are

considered to be more attractive to respondents for
some reason. This seemed to be a reasonable assump¬
tion for this pair of low status sites.

Thirty-five per cent of West Cross low status respon¬
dents were attending surgeries outside the local area

altogether, whilst only 23 per cent of high status respon¬
dents were doing so. Thus, it appeared that the high
status respondents were displaying a 'variable' usage of
local surgery facilities, but not necessarily attending
their nearest surgery. In contrast, the low status respon¬
dents seemed to be displaying a dual attachment, some

attending nearby facilities but over a third going to quite
distant facilities. This is surprising if one expects low
status households to have lower levels of transportation
availability and therefore to be inclined to use local
facilities. The distant surgeries these respondents were

attending were mainly in the central Swansea area, but
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LS = Low status site.
HS = High status site.

Table 2. Distances travel Ied to surgeries by respondents
(percentages).

Blaen-y-Maes
LS

Foresthall
LS

West Cross
HS LS

No doctor
0-1 mile
1-1 mile
1-2 miles
2+ miles

2.0
0.0
0.0

42.0
56.0

Total 700.0 700.0 700.0 700.0

LS = Low status site.
HS = High status site.

relatively good public transportation was available
along a main route from West Cross to Swansea. This
suggests that public transportation can, as found in
other spheres of consumer behaviour, enable low status

persons to attend more distant facilities than would
otherwise have been possible.
Other specific variables were included in this research

to test their influence on patterns of surgery attendance
and to examine whether they had greater explanatory
significance than did purely social status differences. A
discussion of the variables included now follows.

Discussion

Personal mobility
Personal mobility of respondents is an obvious variable
for consideration when the use of medical services is
being examined. Personal mobility is usually taken to
refer to the very broad concept of "... the capacity
that a person possesses for getting around ..." (Hill-
man et al., 1973). Personal mobility, especially when
enhanced by the possession of a private ear, is very
much influenced by social status. However, in the past,
possession of a ear by a household has sometimes been
assumed to give equal mobility to all members of that

household. This is an unrealistic assumption because
not all members of the household may be able to drive
and the ear may not be available for daytime visiting
facilities in particular. Therefore, 'ear availability' is in
many ways a more realistic variable for collection in
social surveys. During the course of this research, 'ear
availability' was discussed with respondents as well as
the mode of transport they normally used to attend
surgery (Tables 3 and 4).

If 'ease of attendance' is a main reason for choice of
surgery, then it might reasonably be expected that those
attending more distant surgeries would be the more
mobile. This was examined in the light of the knowledge *

gathered about respondents' mobility and the modes of
transport used when attending the surgery.
The West Cross high status respondents appeared to

be displaying variable usage, mainly of local facilities,
whilst the low status group appeared to have a 'dual
attachment', some to local facilities, others to more
distant facilities in the central areas of Swansea city.
This behaviour can, to some extent, be related to the
availability of a ear. Sixty-two per cent of low status
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Grand totals do not in all cases correspond to those in Table 2 as certain respondents did not visit surgery and always received home visits.

respondents without a ear available to them travelled to
local facilities whilst only 38 per cent of these persons
went beyond their nearest or second nearest surgeries
(Table 3). For high status respondents the availability of
a ear was associated with a greater tendency to travel to
a distant surgery, and 55 per cent of high status
respondents with a ear available went to a third or more

distant surgery (even if this was not more than a two
mile journey). Similar behaviour was, in fact, seen

among West Cross low status respondents with cars

available, although relatively fewer of these households
actually had cars available.
Walking to the surgery remains an important way of

reaching local facilities among respondents of all
statuses (Table 4). Sixty per cent of high status and 82
per cent of low status respondents in West Cross would
walk to surgeries when using nearby ones. Eighty-six per
cent of the Foresthall respondents attending the local
health centre walked the short distance to it, but only
five per cent of Blaen-y-Maes residents were able to
walk to the surgery. This placed them at an important
relative disadvantage, because a bus journey was in¬
volved for 81 per cent of respondents attending the local
surgery and for 89 per cent of respondents going to a

surgery more than two miles distant. Private transport

was rarely available for respondents in this low status

pairof sites.
Very few high status respondents in West Cross (or in

other high status sites in the original survey, which are

not reported here) attended surgery by public transport,
yet fairly large proportions reported that cars were

'normally unavailable' to them. This suggests either that
a special effort is made to secure the use of a ear on a

day when surgery is to be attended or, perhaps in
addition, a higher incidence of lift giving amongst high
status respondents. The fact that a relatively small
proportion of West Cross high status respondents with¬
out a ear available attended their very nearest surgery
(23 per cent) serves to emphasize that lack of mobility is
possibly not a very great deterrent to their visiting more
distant facilities. Conversely, the importance of public
transportation in allowing respondents to attend more

distant facilities is emphasized in all three low status
sites (Table 4).

Age differentials
As well as differences in mobility, the literature suggests
that age can be an important variable affecting con¬

sumer behaviour, even if its precise influence is hard to
evaluate (Thomas, 1974; Hopkins et al., 1968). During
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the current research project, information was collected
about the age of respondents and about the presence in
households of pre-school age children (who might be
expected to generate increased demands for general
practice services). However, in general, no significant
differences were found in distances travelled to surgeries
by respondents in different age groups. Neither did the
presence in a household of pre-school age children
appear to be systematically related to distances travelled
to surgery. In other spheres of consumer behaviour, e.g.
shopping, concentrations of young children have some¬
times been found to cause spatial restriction of be¬
haviour patterns. The fact that this does not appear to
be so with regard to the use of general practice services
could be because, as a general practitioner is usually
attended for a number of years, the arrival of a child in
a household may be viewed as an event which will only
temporarily increase the need for contact with the
doctor. Therefore, an alteration of spatial behaviour
may well be avoided, because a change of doctor at this
stage may be undesirable for many reasons. This con-
trasts with the position in, for example, shopping, in
which short-term (and temporary) adjustments to
spatial behaviour may be made more easily to accom-
modate different needs associated with the family life
cycle.

The influence of previous residential history on
surgery attendance patterns
It has been noted that some people, on moving home,
attempt to maintain links with services of various kinds
in their previous areas of residence. This tends to be
most marked for higher order facilities (such as large
department stores), whilst contacts with lower order
services, such as petrol stations and newsagents, may
well be 'broken' after a move (Lloyd, 1977). This may
be viewed essentially as a reassessment of the compara-
tive importance of familiarity with services versus dis¬
tance to them. The general practitioner is, in many
ways, a 'local' personal service, but it is still felt to be
very desirable for patients to build up a personal
relationship with him. Such a relationship is usually best
based upon longstanding mutual knowledge by general
practitioner, patient and patient's family. In the present
research, many respondents cited as a reason for attend¬
ance at their surgery that it had been nearest when they
had been living at a previous address and/or that they
had attended the practice "since childhood". There¬
fore, as well as the social status and mobility differ-
entials noted earlier, an historic element appeared to be
a potentially important variable which could help to
explain the establishment of current attendance pat¬
terns.

It is well known that different social groups display
differing levels of residential mobility, both within
towns (intra-urban) and between towns (inter-urban).
Herbert (1972) has illustrated that higher status families
are more likely to be residentially mobile at an inter-

urban scale than are low status families, with high status
professional workers moving from one area of the
country to another for career reasons. As a result,
professional persons in areas are often not of local
origin, whilst tenants of local authority residences in
particular tend to be constrained in terms of inter-urban
movement as their tenancies are not usually transferable
from one local authority area to another. At the intra-
urban scale, however, patterns of mobility do tend to be
more complex although, even at this level, high status
household moves tend to be of a greater distance than
low status moves. Therefore, it seems possible that at
both inter-urban and intra-urban scales, movements of
high status households might be of too great a distance
to allow them to retain their previous doctors. Con-
versely, the lower status movers, travelling over shorter
distances, might be able to retain general practitioners
in previous areas of residence.

Analysis of previous areas of residence and current
general practice surgery attendance supported the above
hypothesis well in all of the sites in the original research.
In the two areas reported, complex cross-tabulations
were initially prepared but it was eventually decided that
fairly simple 'regionalizations' of previous residential
areas and general practice locations were adequate
(Table 5). This was because relatively well-defined resi¬
dential areas exist in West Glamorgan, as well as quite
distinctive concentrations of general practice facilities in
specific localities.

The pair of low status sites, Blaen-y-Maes and
Foresthall, display a marked relationship between area
of original or previous residence and location of surgery
attended. Parts of the flow to general practices in north
and central Swansea illustrated in Figure 2 are to lower
status residential areas in which respondents had pre¬
viously lived. Considerable numbers of respondents
reported having been rehoused from these older, inner
city areas to the newer, peripheral council estates in
these two sites. This had occurred during post-war
demolition and redevelopment in the central city, but
residential changes had not been accompanied by con-
current adjustments to register with general prac¬
titioners in the vicinity of the new homes. The higher
values on the diagonals for sites, shown in Table 5,
illustrate this well. Few respondents originally from
these sites go outside the area to attend a doctor: only
two respondents from Foresthall and three from
Blaen-y-Maes did so.

Therefore, in geographical terms, it may be assumed
that the 'attraction' of central city surgeries is not
sufficient to overcome the 'friction of distance'.the
increased travelling which would be involved to visit
them. Thus, local facilities tend to be used unless a
stimulus for change develops (for example, from some
dissatisfaction with local surgeries). Conversely, a large
degree of what geographers might refer to as a form of
locational inertia is apparent, illustrated by the propor¬
tions of respondents originally from outside the area
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who retain a general practitioner in their previous area

of residence. Of the few people originally from
Blaen-y-Maes and Foresthall who had changed to a

more distant general practitioner, at least two families
had been constrained to look outside the immediate area

following disagreement with local doctors.
In West Cross, the influence of previous residence is

similarly well marked. In the low status site, 17 out of 21
respondents who formerly lived in Swansea itself still
attended Swansea central general practices as opposed
to local West Cross surgeries. Conversely, only one low
status respondent initially from West Cross had
changed surgery to attend a Swansea general prac¬
titioner, whilst no low status site respondent coming
from further afield than central Swansea had retained a

previous general practitioner.
High status attendance patterns also reflected this

influence of previous residence. All of the high status
respondents from the local area were registered with
local surgeries, whilst 60 per cent of respondents orig¬
inally from central Swansea were still attending Swansea
surgeries. All of those respondents coming from outside
the area and 63 per cent of respondents from more

distant parts of Swansea had registered with surgeries in
the West Cross or Mumbles area (Table 5).

This section suggests that historic factors are of great
importance in explaining surgery attendance patterns.
The variable 'place of previous residence' appears to be
highly significant in influencing spatial patterns of
utilization behaviour; in the original research these were
called 'relict patterns of travel' to surgeries. In terms of
geographical central place theory, or in terms of current
health care delivery concepts, many respondents seem to
be out-of-phase with the policy of using nearby 'neigh¬
bourhood' health centres or surgeries.

Conclusions

In an analysis intended to provide empirical data on

current surgery attendance patterns, a number of be¬
havioural variations among groups of respondents have
been highlighted. Certain differences in attendance pat¬
terns between low status and high status respondents
were evident, the former appearing to display, to some

extent, a dual attachment to both nearby and more
distant surgeries. The latter tended to use local surgeries
but not necessarily the nearest, this being, to some

degree, a result of greater personal mobility made
possible by higher rates of ear availability. For low
status respondents, the enabling factor of convenient
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public transportation routes allowed attendance at more
distant surgeries, usually at surgeries in former resi-
dential areas in the city centre.

Neither the age of respondent nor the presence of
young children in households appeared to be system-
atically related to distance travelled to surgery. More
importantly, the question of 'relict patterns of travel'
arose. This is important as it serves to emphasize that, to
date, the selection of a general practice remains a matter
of personal choice. The desire to maintain a link with a
doctor known to the family or respondent for a long
time appears to be stronger than any wish to minimize
the distance travelled to the practice premises. Accessi-
bility to a surgery may be only a secondary consider-
ation to a person who wishes to retain contact with a
previous family doctor.

It is therefore a matter for concern if planning
policies move towards too strict a regulation and desig-
nation of practice catchment areas. It may be felt to be
desirable for a degree of flexibility to be built in to
future policies towards registering with general prac-
titioners in Britain.

Patterns of surgery usage seem, in many cases, to
have developed more or less 'organically', and do not
conform to any planning norms. In the initial research,
in a site not discussed here, relatively little choice of
surgery was available and the lowest overall levels of
satisfaction with general practice services were found
(Phillips, 1979). Provided the more distant patient does
not increase workload and does not feel himself to be a
burden to the family doctor, it can be suggested that
mutual arrangements between doctor and patient, with
regard to retention on lists, should continue to be
permitted, even if practice catchment area delimitation
is further encouraged. Many general practitioners, of
course, are also anxious to retain patients of longstand-
ing on their lists.

So, I suggest that, if reasons for requiring attendance
at local or neighbourhood centres are purely those of
administrative convenience, they may be challenged on
the grounds of current attendance patterns. It is very
desirable that further empirical research be carried out
in this general area, particularly on the net effects of
distance upon surgery attendance and domiciliary visit-
ing rates. In addition, any 'trip suppression' due to
distance should be investigated because, if this were
found to exist, it could be a valid reason for requiring
patients to register with nearby surgeries. Only when
detailed empirical data are collected can policies be
rationally planned and justly implemented.
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