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SUMMARY One important factor affecting access to primary
health care is the location of the general practitioner but it
is often assumed that opportunities to influence the distribu-
tion of general practitioners are minimal owing to their low
propensity to relocate. In this study in an urban area of Man-
chester a relatively high level of turnover over nearly five
years was observed among 488 general practitioners, reflec-
ting factors such as changes of practice within the study
area (6% of general practitioners), movements to new
premises without changing practice (7%), moves into (23%)
and out of (20%) the study area and retirements (13%).
Some characteristics of movers were examined and com-
pared with those of other general practitioners. It is argued
that levels of turnover may be predictable to some extent,
but that family practitioner committees need greater
knowledge of general practitioners' movements in order to
influence the distribution of general practitioner services.

Introduction
THE most significant single factor affecting access to primary

health care is, arguably, the location of the general practi-
tioner. There have been many studies of this over the last 25
years, largely owing to a concern over the unequal distribution
of doctors among the population.' Many North American
studies have examined the distribution of doctors in terms of
the underlying social and economic characteristics of the popula-
tion.78 Other studies have surveyed general practitioners' at-
titudes to location and have sought to identify the factors which
influence their choice of location. Professional, or medical, fac-
tors are often regarded as being of primary importance,9
although lifestyle and personal considerations are also stress-
ed.'0 Factors related to medical facilities and opportunities are
generally considered more important than government influences
in the form of financial inducements."l In the UK, general
practitioner location is constrained by medical practice area
status which seeks to balance ratios of general practitioners to
patients throughout the country. Another influence has been
the development of health centres which has affected the
distribution of doctors, their work patterns and accessibility for
patients. 12
Although general practitioner location has been studied

widely, few researchers have addressed themselves to the ques-
tion of relocation. An exception is the work of Butler and col-
leagues,'3 whose national survey indicated that the level of
mobility is low. Butler and Knight" added that 43% of
respondents to that survey were still working in the same prac-
tice which they had started at, and that while one-third of general
practitioners had worked in two practices, most moves had been
made early in the doctors' careers. Only 6% of general practi-
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tioners sampled were positively thinking of moving during the
next two years, while a further 3% were considering a move
abroad. This work was largely concerned with the effect of
mobility on regional imbalance. Our work, however, examines
local movements in part of a large conurbation.
The question of relocation is important. If health service plan-

ners seek to influence the location and distribution of doctors,
the best opportunity for such influence is presented by the
redirection of doctors who are prepared, or have decided, to
move. Those involved in planning the provision of primary health
care need to be aware of existing patterns of movement.

This paper is a preliminary examination of the pattern of
relocation in the Manchester area based on an aggregate descrip-
tion of a relatively large number of doctors. The aim is to iden-
tify the level and nature of general practitioner relocation and
turnover, and to consider the implications for the planning of
general practitioner services.

Method
The study was based in the Manchester, Salford and Trafford
family practitioner committee areas, all of which are currently
classified as 'intermediate' except for one medical practitioner
committee area in Salford which is 'open', an area in Trafford
which is 'open'. and a teaching health centre in Manchester which
is 'restricted' Included in the study is the Manchester/Salford
inner city partnership area, which is one of the most socially
deprived environments in the country. However, the study area
also covers large, predominantly white-collar suburbs as well as
some areas of relatively high social status. It is an area with a
very large medical school and many teaching hospitals.

Information on all general practitioners in the area was ob-
tained from records kept by the Centre for Primary Care
Research in the Department of General Practice at Manchester
University from February 1981 to November 1985. This infor-
mation was augmented by details from the Medical Register and
family practitioner committee lists. All unrestricted principals
in contract with the Manchester, Salford and Trafford family
practitioner committees during this period have been included
in this analysis. The doctor and practice characteristics analysed
included: the sex, place of training and date of first medical
qualification of the doctors, the size of the original and destina-
tion practice, the distances moved and whether a move was to
a health centre.

Results
The total number of general practitioners practising in the study
area increased slightly from 488 in February 1981 to 499 in
November 1985. As the population of the area is declining, this
represented a slight fall in the average list size from about 1900
to 1850, assuming that cross boundary movements of patients
balance each other out.

Figure 1 summarizes the mobility and turnover pattern dur-
ing the study period. During that time a total of 605 general
practitioners practised in the study area. The picture, at first
sight, appears to be one of stability with 343 (70%) of the 488
general practitioners at the beginning of the study period still
practising in the same location almost five years later. Although
this group of general practitioners is the largest, 96 (20%) of
the original 488 general practitioners ceased to practise in the
area and 117 (23%) of the 499 general practitioners present at
the end of the study had arrived during the study period. In
addition, 29 (6%) of the 488 general practitioners changed prac-

Journal of the Royal College of General Prctitioners, March 1988



A.G. Smith and R. Barr

Figure ?. General practitioner relocation in the Manchester, Salford
and Trafford family practitioner committee areas between February
1981 and November 1985.

tice within the study area during the period and 36 (7%o) re-
mained in the same practice but moved into new premises. There
is thus a 'stability level' of 70%o, a 'turnover' of 23 o, a 'mobility
level' of 6%, and a 'relocation level' of 7 o. These exceed 100!7o
because several doctors fall into more than one category; for
example, 12 general practitioners arrived in the study area and
then changed either premises or practice, and eight doctors ar-
rived in the study area during the study period but left again
shortly afterwards.

Comparison with London area
To assess the representativeness of our study area we compared
the rate of change for the three family practitioner committee
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areas in our study with data available from one London area:
Kensington, Chelsea and Westminster family practitioner com-
mittee (Table 1). This suggests that the levels of relocation and
turnover in the Manchester area are not unusual, indeed there
was relatively more change in the Kensington, Chelsea and
Westminster area.

Turnover
Of the 488 general practitioners present at the beginning of the
study, 96 (20%) had ceased to practise in the area by the end
of 1985. An additional 10 general practitioners arrived in the
area only to leave again before the end of the study period. Of
the 106 leavers 61 retired, 10 died, 20 left general practice and
11 went to practice in another family practitioner area (other
reasons for four doctors). The numbers were almost balanced
by the 117 arrivals, of whom approximately 407o came to work
in practices within the inner city partnership area. As 45% of
existing general practitioners were working in the partnership
area in 1981 this does not indicate an unusually high level of
turnover in the inner city.
The proportion of incoming general practitioners who were

women (36%) was higher than that for all 605 general practi-
tioners in the study (21 ole). Since most retiring general practi-
tioners were men, the proportion of female general practitioners
practising in the study area rose slightly by 4% during the study
period. Most incomers were young, probably first time general
practitioners, since 57lo had less than 10 years medical ex-
perience and only 9% of arrivers had over 20 years experience.
Forty per cent of arrivers had trained in Manchester and the
proportion of locally trained general practitioners rose from
51% to 59% during the study period.

Practice relocation
There were 38 changes of premises by general practitioners, 21
(55%) of which were due to whole practices moving into health
centres. Premises movers tended to be more experienced (44%
had been qualified at least 30 years), and were equally divided
between locally trained general practitioners (32%), general
practitioners trained in the rest of Britain or Ireland (35Oo) and
overseas doctors (327o). Only 17% of premises movers were
female (compared with 21 %O of all doctors in the study).

Table 1. Relocation of general practitioners by family practitioner committee (FPC) area between February 1981 and November 1986:comparison of three Manchester areas with one London area.

Number (%) of general practitioners

Kensington, Chelsea
and Westminster FPC Manchester FPC Salford FPC Trafford FPC

Arriving to practise 65 (25.7) 63 (18.7) 28 (17.6) 26 (19.3)Retiring 27 (10.7) 41 (12.2) 9 (5.7) 1 1 (8.1)Dying in service 13 (5.1) 4 (1.2) 4 (2.5) 2 (1.5)Leaving general practice 13 (5.1) 10 (3.0) 7 (4.4) 3 (2.2)Moving to practices outside area' 3 (1.2) 9 (2.7) 6 (3.8) 3 (2.2)Leaving for other reasons 0 (0.0) 3 (0.9) 0 (0.0) 1 (0.7)Moving to new premises within area 23 (9.1) 24 (7.1) 8 (5.0) 4 (3.0)Moving to new practices within area 5 (2.0) 13 (3.9) 7 (4.4) 2 (1.5)Remaining in same practice 104 (41.1) 170 (50.4) 90 (56.6) 83 (61.5)
Total 253 (100.0) 337 (100.0) 159 (100.0) 135 (100.0)
NB: A number of general practitioners fall into more than one of these categories, thus totals exceed the number of doctors practising in these areas duringthe study period.
alncludes general practitioners moving to other family practitioner committees within the study area, for example from Salford to Manchester.
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Mobility
The term 'mobility' is used here for relocations where doctors
actually change practice. Such moves will usually involve a
change of both colleagues and patients. In this study, 29 general
practitioners moved to new practices within the study area (seven
of these moves were across family practitioner committee boun-
daries within the study area), and a further 11 moved to prac-
tices outside the study area.

Six (21%) of the 29 practice moves resulted in the general prac-
titioner moving into a health centre. Excluding four single-
handed general practitioners who changed practice area, 18 of
the remaining 25 practice moves were to smaller practices, and
only six to larger practices. One move was to a practice of the
same size. Eight of the moves were into one-doctor practices,
10 were into two-doctor practices, and six were into three-doctor
practices. There were only six moves from one-, two-, or three-
doctor practices to larger practices, whereas there were 18 moves
from five-, four-, three-, and two-doctor practices to smaller
practices.
The 29 movers comprised 15 men and 14 women. The high

proportion of women movers (481o) again contrasts with the
relatively low proportion (21070) of female general practitioners
in the area. Furthermore, only four of the movers (14%) were
trained in Manchester, compared with the 35% of all doctors
in the area who were trained locally. In addition, 14 (48%) of
the movers were trained in India or Pakistan, a surprisingly high
figure given that only 20% of all general practitioners in the
area were trained in the sub-continent. Eighteen of the 29 (6207.)
moved between 11 and 20 years of graduating, whereas only 28%o
of all general practitioners fell into this category.
The distances moved in changing practice showed considerable

variation. While nine of the general practitioners moved less than
1 km, 10 moved between 1 and 5 km, and 10 moved 5 km or
further. The range of distances moved was from 0.14 km to 9.3
km with a mean distance of 3.5 km. Few moves were made in
Salford and Trafford, away from the main built-up area, the ma-
jority of practice moves (13) being made within the Manchester
family practitioner committee area. There were seven moves
within Salford and two moves within Trafford. Thus 22 of the
29 moves occurred within the same family practitioner committee
area.

General practitioners' choices of practice area will reflect both
lifestyle factors and professional (sociomedical) preferences. Of
the 14 movers originally practising in the inner city, seven mov-
ed to new inner city practices and seven moved to practices in
the outer area. Of the 15 movers originally practising in the outer
area, four moved into the inner city and 11 remained in the
suburbs. There appeared to be no greater propensity for inner
or outer city general practitioners to change practice. Only 11
of the 29 moves represented individual changes of practice. Other
moves involved practices splitting up with general practitioners
moving to different locations, doctors moving together to a new
practice, different practices coming together, and doctors replac-
ing one another at practices within the study area. Thus a
number of movement 'chains' were identifiable.

Discussion
This study has identified a general practitioner turnover level
in an urban area of 23% in almost five years, together with a
6%7o mobility level and a 7% level of practice relocation.
A mobility level of 6%o over five years may not appear par-

ticularly high, but 29 moves among around 240 practices in the
study area may also be expressed as 12 moves per 100 practices.
Moreover, any move will have implications for two practices and
two practice populations. Some practices were associated with
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more than one move, while others remained stable over the study
period, but if we assume that each of the 29 moves affected two
practices, and if we further assume an average practice popula-
tion of 1950 patients, then some 113 100 patients were affected
by the moves. The rate of change is even greater if practice moves
beyond the study area are included.

Practice relocation was not classified as mobility since such
relocations usually occur over short distances for the purpose
of upgrading premises, rather than involving a new practice area
and practice population. Such moves may, however, involve a
significant change of service to patients, particularly when doc-
tors move into health centres. Changes in premises may be sub-
ject to the influence of local administrators who may regard the
upgrading of premises as an opportunity to influence general
practitioner locations and distributions. Note that changes of
premises may be more noticeable in this study area because large
scale inner city redevelopment has led to the building of more
health centres and new surgery premises.
When interviewed in 1981, 8% of the 396 respondents to a

questionnaire distributed to all doctors in the area stated that
they were likely to move within five years.'4 Assuming these
general practitioners were thinking of moving to new practices,
this figure corresponds well to the observed 6% intra-area
mobility level, particularly when the 11 general practitioners (207.)
who moved to new practices outside the area during the study
period are included. A further 32 (80o) of those surveyed in 1981
anticipated retirement in that time. This figure proved to be an
underestimate since 61 general practitioners (130o) actually
retired.

There may be many reasons for a general practitioner chang-
ing practice and a further study of a small sample of doctors
will be carried out to investigate this. Nevertheless, it is possi-
ble to speculate on the plausible reasons for moving. For exam-
ple, there may be a desire to practise in a different social setting
where patients have different needs; such a move allows for a
complete change of working environment without the doctor
moving home and losing contact with professional colleagues.
It is also likely that personality conflicts and disagreements over
practice organization were responsible for a number of the
observed moves. Whatever the reasons, doctors were most likely
to move in the middle years of their career, between 11 and 20
years of graduating. It is probably true to say that career ad-
vancement in general practice does not depend on changing prac-
tice, although some moves may be seen as a useful career step.
Much emphasis has been placed on the trend from one- and
two-man practices to larger group practices.'5 In fact, excluding
four single-handed general practitioners who changed practice,
the tendency in the other practice moves in our study was towards
smaller practices. By the end of the study period, 590o of general
practitioners in the area had been trained locally. This supports
Butler and colleagues'"3 contention that doctors frequently
practise in the area where they trained and suggests that the
relatively high turnover experienced during the study period will
not be continued into the future as a more stable pattern of pro-
vision, based largely on locally qualified general practitioners
and newer premises, becomes established.
The local family practitioner committees had not previously

measured levels of turnover, mobility and relocation of general
practitioners, and regarded general practitioner distribution as
self-regulating. Discussion with family practitioner committee
administrators revealed some surprise that the natural change
did not lead to imbalances in the inner city, but family practi-
tioner committees had no trouble attracting new doctors to prac-
tise in the inner city when necessary. Any such difficulty would
require the natural pattern of change to be appraised. Wood'4
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also observed that inner city general practitioners in Manchester
were less likely to have moved than doctors in the outer area.
This is interesting in the light of the recent government green
paper,'6 which suggests that financial incentives are needed to
ensure that practising in the inner city offers equivalent attrac-
tions to working elsewhere. The evidence here suggests that in-
ner Manchester is not in need of such measures, perhaps because
the development of primary health care facilities in the form
of health centres has, in certain areas, made general practice as
attractive as it would be in the suburbs. It would appear that
*the general practitioners are keen to practise in a difficult en-
vironment when the working conditions are favourable, and the
green paper itself noted the need to improve the quality of
premises. Perhaps the provision of facilities, and not financial
incentives, is the best way to improve inner city general practice.

There was a belief among the family practitioner committee
administrators that the level of change, although high, was not
of urgent concern because the effect on patients would be slight.
It was argued that patients are largely concerned with the prox-
imity of practices rather than personnel changes or practice
relocations. This may be so, but changes in personnel can af-
fect patient access if practice organization also changes.
Moreover, for certain patients there will be the anxiety caused
by the break-up of the doctor-patient relationship. We would
argue that family practitioner committees ought to be more
aware of, and to record and analyse the levels of change in their
areas. Awareness of manpower distribution and trends could then
be translated into policy, for example in the production of
strategy statements. If administrators seek to achieve a particular
distribution of general practitioners throughout their areas, on
whatever basis, they ought to be aware of natural changes which
they can take advantage of. For example, family practitioner
committees with a high proportion of older doctors on their lists
may need to consider the implications of retirement related tur-
nover. Normal retirements are the most predictable aspects of
change providing the best opportunity for long-term planning
within practices together with an opportunity for administrators
to encourage relocation, particularly where there are large
numbers of older single-handed general practitioners.

Family practitioner committees might wish to look at high
turnover of general practitioners in the light of the increase in
administrative workload, since a good deal of time is spent on
appointments and negotiating contracts. Family practitioner
committees must be able to manage change even if they do not
wish to initiate or direct it. If nothing else, they should be in-
terested in the reasons why general practitioners leave or cease
to practise in their areas.

Additional work is needed to develop better predictive models
of general practitioner turnover which would be valuable for
the monitoring of changes in general practitioner distribution.
Further insights into the nature and impact of change would
be gained from a closer consideration of the impact of turnover
and movement on different social groups in the population, and
from a detailed qualitative study of the reasons for practice
mobility.
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COMPUTER APPRECIATION COURSES
The Information Technology Centre at the RCGP offers a series
of Computer Appreciation Courses for General Practitioners and
their Senior Practice Staff. The courses are aimed at those with
little or no knowledge of computing with particular emphasis
being given to the introduction and management of the new
technology for General Practice.
The cost of the course for Members and their Staff starts

from £175 (inclusive of Friday night accommodation) and £150
without accommodation. For non-members, the prices will be
£200 with accommodation on Friday night and £175 for those
not requiring accommodation. The fee includes the cost of all
meals, refreshments and extensive course notes. Overnight ac-
commodation is available if required at the appropriate College
rates.
Courses are zero-rated under Section 63 and Practice Staff

may be eligible for 70% reimbursement under Paragraph
52.9(b) of the Statement of Fees and Allowances. Staff should
confirm eligibility for this reimbursement with their local FPC.
Course dates include 22-23 April, 13-14 May and 17-18

June 1988.
Further details and an application form are available from:

The Course Administrator, Information Technology Centre, The
Royal College of General Practitioners, 14 Princes Gate, London
5W7 1PU. Telephone: 01-581 3232.
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