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INTRODUCTION

In a National Health Service the responsibility for the proper
distribution of medical and technical manpower lies ultimatelY with the
government. The National Health Service Act of 1846, which gave
legislative embodiment to the British health service, acknowledged this
responsibility by creating a special committee {the Medical Practices
Committee} and giving it the statutory duty of monitoring trends in the
geographical distribution of family doctors, and of restricting the
entry of G.Ps. into areas which are sufficientlY well endowed with
practitioners. In 1966 these powers of negative control were supple-
mented by a positive incentive {in the form of an addition to the basic
practice allowance} to encourage practitioners to settle in areas with
a history of large list sizes. In 1970, following widespread fears
that the geographical imbalance of general practitioners was not only
failing to improve but was actually worsening, the allowance was split
into two levels and its value was increased substantially.

This is the report of a study made by the Health Services Research
Unit at the University of Kent of the geographical distribution of
family doctors in England, of their mobility and settlement patterns,
of the factors influencing their decisions of where to practise, of the
professional, social and environmental differences between areas with
high and low doctor/patient ratios, and of the effectiveness of various
controls and incentives which are built into the administration of the
general practitioner services. It is a study of one aspect of health
service policy. The data on which the study is based are drawn partly
from published and unpublished statistics collected by the Department
of Health and Social Security and the Medical Practices Committee, and
mainly from the results of a postal survey conducted among a sample of
about one in ten general practitioners in England in 1968. Throughout
the report the am has been to concentrate on furthering our understand-
ing of the nature and causes of manpower shortages in certain parts of
the country, and on exploring the range of available policy decisions
which might rectify observed imbalances.

The structure of the report is simple. In the first three
chapters we utilise existing statistics and information to trace the
history of manpower policy in general practice since the beginning of
the second world war, to describe and assess the impact of the range
of controls and incentives which exist to influence the distribution
of G.Ps., and to plot in detail the current dispersion of doctors




throughout the country. Chapter 4 describes the methods used in the
survey of G.Ps., and the following eight chapters present and discuss
the major findings from the survey. We focus first on the mobility
patterns of family doctors and the pressures which bear upon them in
selecting a practice location. We then describe some of the major
characteristics (personal, professional and social) which distinguish
doctors in different kinds of practice areas, and we also present some
case histories of career patterns drawn from tape-recorded interviews.
In the final chapter we draw together various strands of the report
into a discussion of the policy implications of our findings.

Many people have contributed in various ways to the study and
this report, and we gratefully acknowledge their help and assistance.
The study was sponsored and financed by the Department of Health and
Social Security, and several members of the Department's staff have
provided continuous help, advice and encouragement. We wish to thank
Dr. J.E. Struthers, Dr. T.S. Eimerl, Mr. FW. Harris, Dr. A. Bryce
Stewart, pr. G. Sichel, Mr. KM. Francis, Mr. J. Gallehawk and Mr.

C. J. Nickless. In the regional offices we have received much valuable
cooperation from Dr. J. Mackellar, dr. E.D. Robb, Dr. H.A. Tuck, Dr.
GW. Whittall, pr. RW. Bone and Dr. AW. Lilley. Dr. A. Maden and
Mr. L. Fisher of the Medical Practices Committee kindly supplied us
with a lot of background informati.on about the working of the Committee,
and also made valuable criticisms of the early drafts of some chapters.
To the 1,700 general practitioners who took precious time to complete
our questionnaire we are especially gratefUl, but the cloak of
anonymity (as well as the pressure of space) precludes us from naming
them individually. bpr. D.L. Gullick of the B.M.A. gave us much help
in drafting the questionnaire and in commenting on the drafts of parts
of the report. ¢ur colleagues at the University of Kent have contri-
buted in many ways: thanks to Professor M.D. Warren, Dr. K.S. Dawes,
Miss C. Marsh, ¥iss G. Baker, Miss G. Dyche and Miss J. Dobby. We
are, finally, much indebted to many secretaries, typists and willing
helpers who have contributed much to the practical business of doing
research and writing a report: Pat Bevan, Gill Butler (and all the
coders), Denise Matthews, Angela Lane, Kathleen Goldsmith, Jacquie
Aldridge, Janet John, Cindy Rowe and Shirley Brazier. After all this
expert help and advice all errcrs and omissions are our responsibility
alone.

J. R Butler

J. M. Bevan

R. C. TaylOr
Health Services Research Unit
University of Kent at Canterbury



CHAPTER |

THE HISTORY OF THE DESGNATED AREAS

"Neither the B.M.A. nor the Ministry of Health have
ever seriously thought about places which don't attract
enough doctors. They can't have!"

- G.P. in Yorkshire

The Background to the National Health Service Act

One of the prime objectives of the National Health Service Act (1946)
was to achieve a more equitable distribution of medical care resources
throughout the country than had existed under the pre-war system. There is
some disagreement about the real extent of the maldistribution of doctors
(especially general practitioners) in the decade before the war and of the
redistributive impact of the National Health Service,l but most
commentators agree not only that a wide gulf existed between the areas
with the best and the worst provisions, but also that these differences
corresponded roughly with the socio-economic structure of the community.
Titmuss, in his official history of social pOlicy during the second world
war, notes that "a few areas of the country and a small scction of the
people were abundantly served with medical and nursing skills, but in many
places, especiallY in the economically depressed areas, there were wide-
spread shortages The gross overcrowding ef the London specialist
population was also accompanied by an abundance of general practitioners
in the well-to-do and supposedly healthier districts.,2 Eckstein is
more specific. "Places like Harrogate were gorged with them (general
practitioners) while working-ciass areas nearby, in cities like Wakefield,
Leeds and Bradford were comparatively starved for them ™  There is
nothing peculiarly British in this state of affairs. Resort towns like
Harrogate always attract doctors: they abound in upper middle-class
diseases and particularly attract elderly practitioners Who want to com-
bine a small amount of lucrative practice with rest and self-treatment.
Rural areas invariablY suffer from shortages of doctors, despite the
fact that they offer the family doctor a greater intellectual challenge
than the city with its hospitals, clinics and specialt:{es."a

Both Titmuss and Eckstein acknowledge as the source of their
information the P.E.P. Broadsheet of 1344 on the theme of medical care
for citizens.4 This document contains an undated map (probably 1938)
of "the pre-war distribution of family doctors in England and Wales"
which clearly shows that the lowest patient/doctor ratios were in the



South West, the South East and the home counties, whilst the highest
ratios were in the North East, the North West and the Midland regions,
particularly the West Midlands.* The Broadsheet commented that the
distribution of medical resources is "at present haphazard,"” and
"determined primarily by the income level or the rateable capacity of
the locality.” Figures are produced to give support to the claim.

"The number of residents per G.P. (pre-war) was twice as great in
Kensington as in Hampstead; thrice as great in Harrow; four times as
great in Bradford, five times in Wakefield, six times in West Bromwich
and seven times in South Shields." The point was also made that such
figures, dramatic though they undoubtedly are, even tend to under-
estimate the real disparities in distribution, for the under-doctored
districts were usually poor, with high rates of sickness and mortality
and in special need of a good medical service. "The National Health
Insurance scheme does not appear to have influenced the distribution of
doctors since 1911 in more than a minor degree '™ and one of the 1944
White Paper's5 reasons for rejectine a mere extension of health insurance
is that the N.H.l. scheme affords 'no effective means of ensuring a

proper distribution of doctors: .-

One of the few cautionary (if not actually dissenting) opinions
on the pre-war distribution of manpower comes from the Jewkes'.6 They
first clarify the different Senses in which the term "distribution"
might be used (distribution in relation to population, to socio-economic
characteristics of areas, or to medical need) and then point out that to
evaluate distribution solely in terms of relative population sizes is
inadequate, for it assumes that equality of list size is the desirable
optimum. "It is", they write, "only when gross disparities are to be
observed that it can confidently be assumed that something is seriously
wrong,'" but they evidently do not regard the figures contained in the
P.E.P. Broadsheet as indicative of any "gross disparities". Whilst they
are right to draw attention to the hazards of laying too much emphasis
on doctor/population ratios for very small areas, it seems generally
agreed that the situation revealed in the P.E.P. Broadsheet, in which
some counties had fewer than 1,500 patients per G.P. whilst many parts
of the country had average list sizes in excess of 3,000, was indeed
one of "gross disparity”. It is probably safe to conclude that the
concern expressed frcm many quarters during the years leading up to the
National Health Service Act in 1946 about uneven list sizes reflected a

*The mgp is reproduced on page of this report.



situation in which there was not only a substantial and indefensible
geographical maldistribution of doctors, but also where the natural
forces tending towards equalisation were at best very slight.

The increase in the number of doctors per 100,000 population

between 1911 and 1931 was very similar for all counties irrespective of
their doctor/patient ratios in 1911, indicating that the substantial
increase in medical manpower during this period did not result in any
selective improvement in the less well doctored areas.

The establishment of machinery to control the geographical distri-
bution of G.Ps. seems first to have been embcdied in the 1944 White Paper.
In the discussions leading up tc the publication of the Paper two main
alternatives were presented about the possible mode of functioning of the
machinery: it could either exercise control (positive or negative) or
distribute incentives (Willcocks,7 p.74). The choice between the stick
and the carrot was eventually resolved in favour of the stick, although
the controls proposed were of a negative kind. The White Paper envisaged
the establishment of a central executive body, composed mainly of doctors
and to be known as the Central Medical Board. The Board would, amongst
other things, control the entry of doctors into general practice, and
would have powers of negative direction to influence the geographical
dispersion of G.Ps. Shortly after the publication of the White Paper
a detailed questionnaire was sent tc all B.M.A. members, and the results
showed that a majority of the profession as a whole (57 per cent) and
also of G.Ps. (51 per cent) were in favour of the proposed measures of
control; but the poll was repudiated by the B.M.A. leaders on such
grounds that the rank and file had not understood the "hidden impli-
cations" of the scheme, that the Socialist Medical Association had
stuffed the ballot boxes, and that salaried doctors should have been
excluded because of their lack of experience of private practice
(Eckstein, op.cit., p.148, 153).

In the ensuing discussions between the B.M.A. and the Minister of
Health (Mr. Henry Willinck) the profession's negotiators seem to have
persuaded the government to drop the idea of control by the Central
Medical Board (Forsyth,8 p.19). In the revised Ministry plan the very
existence of the Board was challenged, and its powers of direction were
gone. Although the complex question of remuneration was left to a
special committee (Spens, 19469) the Minister did propose for the pro-
fession's consideration a part-salary element in the system of payment
which could be varied to attract doctors to needy arzas (Willcocks,



op.cit., p.Sl). The satisfaction which the B.M.A. leaders doubtless
felt from their success in these negotiations was, however, short-lived,
for in the general election in 1945 the Labour Party was returned to
power, committed in very large measure to the 1944 White Paper and with
a Minister of Health (Mr. Aneurin Bevan) whose ideas and actions were
soon to place him at odds with the B.M.A. The National Health Service
Bill, published in 1946, placed the local control of the general medical
services in the hands of ad hoc Executive Councils, but created a new
central Medical Practices Committee and reverted to the earlier idea of
the 1944 write Paper by giving the Committee the power of negative con-
trol over the residential settlement of G.Ps. The Bill, understandably,
displeased the B.M.A., and yet another plebiscite was organised; but
the cause was hoveless, and after an uneventful passage through
Parliament the Bill became law in November 1946. Section 34 of the Act
required the Minister to constitute the Medical Practices Committee in
accordance with the sixth schedule of the Act, and thus was institu-
tionalised the means of controlling the distribution of family doctors.

1948-1961: Post-war Improvements

Right up to the appointed day in 1948 the B.M.A. continued to
resist any threat to the general freedom of movement of doctors, and the
Medical Practices Committee was constituted in an atmosphere of hostility
and suspicion, even though seven out of its nine members were doctors.
But by the end of 1948 the Association had begun to temper its hostility
in the light of the experience of G.Ps. embarking upon National Health
Service practice. As more and more people registered with their doctors
before and after July 5th, the uneven distribution of family doctors
became increasingly apparent. Some doctors found they had very small
lists of N.H.S. patients, and within the first few months of the new
service many of them were applying to the M.P.C. to have their areas
declared over-doctored and thus closed to new applicants (Stevens,|O
p.8S). Negative direction had begun, and on the initiative of the rank
and file members of the profession; and the Practitioner, reviewing the
first year's work of the new service, was able to say in 1949 that the
M.P.C. had performed satisfactorily, giving no offence to the medical
profession.“ Yet still the BM.A. was leth to endorse the principle
of negative direction. Speaking at the Annual Conference of Local
Medical Committees in 1948 the Chairman of B.M.A. Council (Sir Guy
Dain) noted that doctors throughout the country were asking to have
their areas closed, and he continued that "we are against the principle
of closed areas, and | hope we shall not spoil our position in the
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service by demanding the closure of areas".12 Yet as the M.P.C.'s
classification of practice areas continued to be discussed in the early
years of the service the rigid attitude of the Association gradually
softened, and by 1951 the profession's leaders had completed a fairly
comprehensive turn-about, and were stoutly defending the activities

of the M.P.C. The Chairman of the General Medical Services Committee
(Dr. S. Wand), addressing the Annual Conference that year, expressed the
hope that the job of the M.P.C. would not be made more difficult, and
he remarked that *in the difficult situation in which that Committee
has been placed it has acquitted itself in a way that would be expected
of people nominated by the profession.” 13

The early fears of the BM.A. about the role of the M.P.C. were in
fact to prove groundless. When the Committee circularised the new local
executive councils in 1948 almost all indicated that their G.P. services
were adequate, and in its first report in June 1949 the Committee noted
that the steady expansion in the number of doctors and the introduction
of inducement and extended capitation payments had already begun to
affect the redistribution of doctors. The Committee was not therefore
called upon to take drastic redeployment action, and instead it began to
develop criteria of classifying practice areas (Stevens, op. cit.,
p.223). The classification was based upon data and recommendations from
the local executive councils, and was determined by a flexible standard
of measurement, subject to the changing needs of the service. Four area
grades were originally devised, but following the Danckwerts award in
1952 (one element of which was to discourage large list sizes) the M.P.C.
was asked to revise its classifications, and three grades were defined:
restricted (average list size of less than 1,500), intermediate (1,500 -
2,500), and designated (over 2,500). A fourth grade was re-added in
1962 when part of the intermediate grade was reclassified as open (which
in 1962 included areas with list sizes of 1,900 - 2,500). The current
classification criteria were introduced in 1964 with the raising of the
upper limit in restricted areas from 1,500 to 1,800.

In the designated areas the right of practice was automatically
recognised, and doctors wanting to set up new practices in these areas
were encouraged to do so through a financial grant known originally as
the fixed annual payment, but changed in 1952 to the initial practice
allowance.* The allowance was paid, subject to certain minimum
qualifications, on a reducing four-year scale, and was quite additional
to the usual capitation fees. In open areas admission to the medical
list was usually automatic, but initial practice allowances were not

*See page 37 for an outline of current regulations governing the
payment of this allowance.



paid; in intermediate areas applications for admission might be
refused; and in restricted areas applications were normally refused,
even when they were for replacements of outgoing practitioners.

The combination of negative direction and positive financial
incentives (such as capitation loadings, introduced in 1952, the initial
practice allowance, and certain inducement and hardship payments) worked
well in the early years of the service while the number of incoming
doctors increased. In 1349 the Medical Practices Committee had noted
in its first report that the extended capitation syster was zlready
beginning to affect the distribution of G.Ps., and by 1951 the question
was boing raised of whether tOO many doctors were enteving general
practice. A Lancet editorial in August of that year aSked Whether there
was any justification for maintaining the intake of medical students at
the existing level. The evidence showed that a permanent position -
i.e, as a principal or assistant with a view to partnership - was
difficult to achieve, and the editorial concluded that England and Wales
had an annual sur»lus approaching 2('0 general practitioners. "The
evidence of a continued excess is disturbing.":“‘L Partnerships were
indeed hard to come by, with as many as 100 applicants for eacn vacancy,
but the effect of such competition was to nasten the movement of
practitioners to the most needy places. In its fourth repert, in January
1953, the M.P.C. noted that by 1952 there had been an increase since 1348
of 11 per cent of doctors practising in areas officially classified as
under-doctored and a ccrresponding decrease of almost 10 per cent of
doctors in relatively over-dectored areas. Following the Committee's
revised classification of practice areas in 1952, statistics were
published for the first time showing the numbers of doctors and patients
in different kinds of areas (Tables 1.1 and 1.2). The figures for 1952
do not, as the Ministry's Annual Report for that year pointed out, take
account of all the revisions that followed in the wzke of the reclassi-
fication, but the decade between 1952 and 1961 unquesticnably Saw a
dramatic reduction in the extensiveness of the designated areas in England
and Yales. The percentage of N.H.S. patients in these places fell from
52 to 17 in this period, and the number of principals in them fell from
7,596 in 1952 to 2,888 in 1961 (a decrease Of 62 per cent). The total
net increase to the stock of G.Ps. in England and Wales during this time
was 2,916 (Table 1.3).

By the mid-point of this ten-year perizd (1957) all the statistical
indications were favourable, and there was hardly any public or
professional concern about the distribution «f G.Ps. Indeed, the dominant




concern was with the increasingly large number Of doctors entering
general practice, and with the ccnsequent fear that the market might
soon become over-loaded. In 1954 the Annual Meeting of the B.M.A. had
passed a resolution that "in view of the saturation of certain branches
of the medical profession the Minister should be impressed with the
extreme urgency of the situation,”; and even the Medical Practices
Committee had raised the question of whether an excess of general
practiticners might not be in sight. In the same year (1954) the Cohen

15 suggested that an enquiry should be made

Committee on Generzli Practice
into the need for controlling the intake of medical students, and a
fupther ccmmittee, under the chairmanship of Sir Henry Willinck, was duly
constituted the next year. The Committee reported in 1957 and, after a
very extensive review of all the factors likely to affect the future
demand for doctors (inclUding even the potential demand for medical
missionaires), the majority proposed a 10 per cent decrease in the in-
take of medical students from the earliest possible date. There
appeared at the time to be many cogent reasons for accepting this
recommendation, for all the evidence seemed to point to a tailing off

in the demand for medical manpower, but within a short period of time

it had become clear that the findings of the Committee were unsound,17
and were based on population projections and forecasts which were
seriously inaccurate., In any case the intake of medical students had
been declining in the years leading up to 1957, and the medical schools
made no move to accelerate the rate of decrease. Although the intake of
students continued to drcp until 1961 the direct impact of the Willinck

Report seems to have been slight.

For a few more years the situation continued to improve, and, as
the total number of G.Ps. increased, so the proportion of patients and
principals in the designated areas of England and Wales continued to
fall until 1961-62. Even in 1960 the Pilkington Commission, commenting
on the shortage Of general practitioners in certain places, remarked that
the situation was not suel as to cause any great cisquiet.!B But the
effect of the reduced intake of medical students in the latter half of
the 1950's began to appear in the eariy 1960's in the dwindling output
of British graduates. 19 The nadir was reached in 1963-64, when only
1,511 British students graduated, and at the same time an increasing
proportion of doctors were choosing careers in hospital medicine ( the
number of doctors in the hospital service increased by 25 per cent
between 1957 and 1966).20 Many young doctors, on finding insufficient




opportunities in the hospital specialties for which they were trained,
probably chose to emigrate rather than enter general practice,21 and
doubts were expressed about the quality and experience of those who were
appointed. 22 The outcome of these trends was that the supply of general
practitioners failed to keep pace with population growth, and from 1958
onwards the average number of patients per principal in England and
Wales rose steadily. By 1966 it had passed the high point of 1952, and
by 1969 the average list size for the country as a whole was only 21
short of designation. The trend was also reflected in the spread of the
designated areas: more and more areas of the country were becoming
designated as list sizes crept up everywhere. Between 1961 and 1969

the proportion of patients in these areas increased from 17 per cent

to 37 per cent (Table 1.1), and of principals from 14 per cent to 32

per cent (Table 1.2). The total net increase in the number of designated
doctors during this time was 3,614, compared with an increase of 748
doctors in restricted areas, and a decrease of 52 principals in all areas
of England and Wales (Table 1.3). The increases in list sizes were not,
however, evenly distributed throughout the country, and in fact it was
the restricted areas which experienced the greatest proportional increase
in average list sizes between 1958 and 1969 (17 per cent). In designated
areas and in open and intermediate areas combined the proportional
increase was less than half as great (7 per cent). Thus, although the
designated areas were rapidly becoming more extensive throughout the
1960's, there was some compensatory reduction between the extremes of
well-doctored and poorly-doctored areas, and in fact the range in the
ratios of average list sizes to the national mean (England and Wales =
100) between designated and restricted areas was narrower in 1969 than

it had been in 1952.% These trends, however, are viewed from the
vantage point of the 1970's. In the late 1950's and early 1960's the
distribution of G.Ps. was beginning to worsen from the patient's point

of view, and the medical profession was also becoming increasingly con-
cerned about the situation.

In January 1961 the General Medical Services Committee discussed
a suggestion from the M.P.C. that extra money should be used from a
supplementary fund to attract more doctors to designated areas, for
example by introducing an additional loading in these areas, or by
lowering the starting point for the application of loadings; but the
Committee failed to reach any definite decisions on the proposal. In

*See page for a more detailed discussion of these figures.




February 1962, as noted, the M.P.C. made changes in the classification
of areas, and later that year the distribution of G.Ps. was debated by
Council of the B.M.A, Council noted with concern that the substantial
improvements made between 1348 and 1957 had not been maintained, and
that the situation had actually deteriorated in the previous three years.
The results of an analysis by the M.P.C. of the Provisional Register for
1960 were presented to Council, showing that whilst doctors normally
settled in and about the areas where they had been educated, the areas
with the fewest doctors were not generally within easy reach of medical

23 The same theme was taken up again in 1963 by the

teaching cencres.
Gillie Committee on the Field of Work of the Family Doctor‘,zu which
noted that the post-war improvement in the distribution of general
practitioners had apparently stopped, and expressed the view that "more
should be done to distribute doctors more evenly throughout the country,
not only by the work of the Medical Practices committee, but by greater
financial incentives to practise in under-doctored areas and by the
provision of premises by local housing authorities in those areas"
(para. 120). In the following year (1964) the Working Party on General
Practice25 "
is desirable, and that measures must be considered not only to increase
the relative attractiveness of the under-doctored areas but also to
restrict further the possibility eee of entry into practice in the most
favoured areas" (para. 1.6). The Working Party suggested several
measures, direct and indirect, which might be considered, including a

variety of professional and financial inducements. It was clear that

could not escape the conclusion that further redistribution

the Medical Practices Committee would need to exert a greater pressure
on new gntrants to general practice if the overall position were not to
regress further, and in June 1964 it informed the medical profession
that it proposed to increase the number of restricted and intermediate
areas. %6 The upper limit of restricted areas was increased from 1,500
to 1,800, and of intermediate areas from 1,900 to 2,100. The changes
were designed to strengthen the directive power of the Committee by
diverting new applicants awvay from & greater number of desirable areas.
Admissions of applicants to many of the restricted and intermediate
areas, even as replacements for out-going practiti:mers, were in future
to be the exception, and only areas in which the average list size
exceeded 2,100 would be open to all new applicants.

The reaction of the S.M.S.C. was to reaffirm the profession's
abhorrence of any form of direction ( the restrictions placed on the
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right of G.Ps. to nominate their successors were particularly condemned),
and to argue instead for the selective use of positive financial
incentives to encourage practice in areas with large lists and high
morbidity rates. 27 The threat of even greater control as the situation
worsened spurred the B.M.A.'s advocacy of financial incentives during
the discussions leading up to the rFamily Doctor's Charter in 1965. At
the annual conference of L.M.C. representatives in June 1364 the motion
was carried that "this conference believes <, it is both necessary and
desirable to establish <e» financial inducements, available exclusively
to doctors who practise within such areas" 28 By November the principle
of financial inducements was generally accepted; the debate switched to
the method of payment, Whether it should be a lump sum or recurrent. In
December the G.M.S.C. heard the results of a survey of 2,500 G.Ps. in
Lancashire in which 89 per cent of the sample replied and 82 per cent
were in favour of direct financial inducements to practise in unattrac-
tive areas; and again the main concern was not with the principle of
such a payment, but with whether or not it should come out of the pOol.29

The question was resolved in the Charter for the Family Doctor
Service in Mach 1965, which heralded the most fundamental change in
methods of remuneration and terms of service of general practitioners
since the inception of the National Health Service. Dealing with the
problem of under-doctored areas the Charter stated in paragraph 22(b)
that "it is essential that the Government should provide greater induce-
ments in under-doctored areas and special areas. We favour such a
method rather than any form of direction of doctors".30 The wording of
the paragraph was terse and the intention vague, and when later in the
month the Ministry published its estimate of the increase in remuneration
implicit in the Charter, it was unable to put a specific figure on this
item. The Ministry commented that "the Association gives no indication
of the form they consider the proposed inducements should take", and
went on to remark that if the intention was merely to extend the current
initial practice allowances, then the cost would be quite low. a
Assuming, however, that the proposal was more far-reaching than this,
the Ministry put a tentative figure of £1 million on the item - an
estimate that proved to be very close to the actual cost in the first
full year of the scheme.

The local medical committees and the B.M.A. agreed in March 1965
to accept the Ministry's offer to negotiate on the Charter, and agreed
also that the new contract of service should be priced by the Review
Body. The negotiations Which followed included detailed discussions of
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paragraph 22(b), The first report of the negotiations, in June 1965,
emphasised that repeated references had been made in the discussions
to the problem of under-doctored areas. 32 The report contained
examples of the progressive worsening of the distribution of doctors.
Between 1963 and 1964 the proportion of people living designated areas
rose from 19 per cent to 21 per cent and the number of executive
councils with average list sizes above 2,700 increased from 9 to 15.
All 15 areas were industrial, and all but two were in the Midlands or
the North. The report stated the opinion of the negotiators that
there was no single or simple SOlution, and stressed that the dis-
cussions had ranged over various possible incentives. The use of
financial incentives was the most obvious choice, but the negotiators
were also concerned that doctors in these areas could look forward not
simply to proper financial reward but to "conditions of work which are
professionally satiSfYing both in their own practices and in their
relationships with other services".

The final proposal relating to unattractive areas appeared in Appendix
C(i) of the second report of the joint discussions in October 1965.33
"The basic practice allowance for doctors in areas where there IS a long-
standing shortage of G.Ps. will be increased. This will include all
doctors whose main surgery IS situated in the defined area, and all the
patients on such a doctor's list will be counted in determining
eligibility. The appropriate areas will be those which have been
'‘designated' by the Medical Practices Committee fer a continuous period
of three years up to the date of ?ayment. This criterion will be kept
under review", The report stressed the need for continuous improvement
in the conditions under Which general practice was carried out in these
areas, and stated that the payment could therefore be reconsidered in
the case of doctors who unreasonably refused a, opportunity for such
improvement - for example, a move to suitable premises where they could
practise as members of a group. This Appendix to the second report of
the joint discussions laid down the framework of the "designated areas

scheme" .

Following the negotiations betwesn the B.Il.A. and the Ministry
the new contract was priced by the Review Body in its much-heralded
seventh report in May 1966.34 The additional allowance for practice
in designated areas was covered in paragraph 206. The Review Body
considered the allowance to be a straight inducement payment whi ch,
since it was an entirely new factor in thinking about levels of
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remuneration  could not be fixed precisely. The report acknowledged
ignorance of what figure would act as an inducement, or even of how far a
reluctance to practise in these areas could be overcome by financial pay-
ments; but the Review Body WaS concerned that the level should be
sufficiently low to prevent a catastrophic loss of earnings when an area
ceased to be designated. The proposal by the Health Departments that the
amount of the allowance should vary with the character of the area was
rejected, but the suggestion expressed by the negotiators (in their second
report) that the allowance should not be payzble unless an area had been
continuously designated by the M.P.C. for a period of three years was
accepted. The rate of payment was fixed at £400 per annum.

1966-1969: Dissatisfaction with the Designated Areas Allowance

The prOfession's reaction to the Review Body's report was generally
favourable (most of the dissent centred on the Prime Minister's decision
to phase the new allowances in two stages instead of giving them all at
once), but the introduction of the designated areas allowance waS less well
received. Less than a month later, at the annual meeting of representatives
of L.M.Cs., and in the course of a debate on the motion accepting the report
as the basis of a new contract, four ammendments were proposed relating to
the allowance.?’5 In the discussion that followed, several detailed criti-
cisms and suggestions were made that payment should not be tizd absolutely
to a three-year qualifying period; that G.Ps. in under-doctored areas might
not want to improve the position because it would hasten the day when they
lost their allowance; and that doctors would not be attracted by £400 since
the areas might 103e their designation as soon as they arrived. The
important suggestion was made at this meeting that the critericn for
designation Should extend beyend that cf doctor/patient ratios to include
the existence of social and cultural activities, educational facilities,
physical characteristics, population density, morbidity patterns and the
incidence of chronic occupational disease, and the adequacy of supporting

medical services.

This latter suggestion, which had been of concern to the medical
profession for some years, was later taken up by the G.M.S.C. at meetings
in January and February 1967.36,37 The Committee was considering a complaint
that, whilst the Rhondda Valley was not a designated area, Abingdon
(Berkshire) was designated; and the Glamorgan L.M.C. argued that such
factors as morbidity, educational and cultural facilities, and the number
of items of service rendered per £1,000 paid should be taken into account
in defining an area as designated. The L.M.C. considered that a large
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average list size was the least difficulty in filling vacancies in the
Rhondda: the real deterrents included excessive work loads, high morbidity,
the forbidding nature of the Welsh mining valleys, difficulties in obtaining
building sites, and the absence of cultural and other amenities. The short-
term sOlutions suggested were that Rhondda (and other similar areas) should
have an increase in capitation fees and should count for superannuation pur-
poses as 13 times the service in other areas; but the long-term solution
should be fer medical assessors to visit such areas and assess their true
circumstances and needs in depth.

By June 1967 the Minister had acknowledged that the problems of
chronically designated areas could not adequately be met merely by special
payments for practising in them. As an interim measure he proposed that a
doctor whose main surgery was outside z designated area should receive 5
per cent of the allowance for each 1 per cent of patients over 60 per cent of
his list who lived in a designated area. Thus full payment would be made if
80 per cent or more of the patients of such a doctor lived in a designated
area, with a proportionally smaller payment down to 60 per cent of such
patients, and no payment at all below this figure. 3 The L.M.Cs. approved
the proposal as an interim measure, but stressed once again that an entirely
new scheme should be devised to attract doctors to these areas. A motion
to this effect was carried at the 1967 annual meeting of L.M.C.
representatives, and three weeks later at the annual rerresentative meeting
of the B.M.A. a further motion was carried that "the criteria at present laid
down for inducement payments are wrong, and Should include unattractive
industrial areas where the doctor/patient ratio remains constantly high". 39
The aim of this motion, to substitute work-load and area-unattractiveness
for doctor/patient ratios as criteria deserving of extra payments, again
reflected the profession:s view that the equal provision of general medical
services throughout the population should not be accepted uncritically as
the sole objective of manpower policies. An equally important aim should
be to ensure that the greatest concentration of doctors occurred in areas
where the actual work-load was high, Whether or not they had high doctor/
patient ratios. The repeated reference tOo unattractive areas is less under-
standable. In the second report cf the joint discussions a passing
reference was made about extra payments for doctors practising in
"unattractive" areas, but in the Review Body's report the allowance was
carefUlly restricted. to designated areas only ( which mayor may not be
unattractive). To introduce an extra payment for areas which are socially
or culturally unattractive, regardless of their medical needs or whether
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they are under-doctored, would be akin to a straight compensation payment
of a kind that was not intended by the Review Body at all, and that would
not necessarily improve the distribution of doctors on any criteria that
are relevant to medical care.

Towards the end of 1967 the Review Body receivod a further
memorandum of evidence from the B.M.A., which reflected the profession's
desire to devise a radically new system.m In it, the Association pointed
out that the designated areas allowance was not having the intended effect,
although the B.4.A. did not consider whether sufficient time had elapsed
for such a judgement to be reasonably made. The evidence in the memorandum
showed that the number of chronically designated areas had increased by 13
in the previous year, and that the numter of patients on the lists of
principals in designated areas wes rising at an ever faster rate. Discussions
with the Ministry had not substantially changed the criteria for payment.

The B.M.A. then restated its view that the basis of the allowance should be
"to recompense the doctor for the disadvantage of practising in an
unattractive area", and proposed two interim measures pending a full review
of the entire schema: first, that the allowance should be increased and
payable over a longer period; and secondly that de-designation should not
occur until the awverage list size Of the area fell bdOW 2,500.

Prior to the publication of the Review Body's next report the
G.M.S.C. approved = draft Ministry circular to executive councils early
in 1968 that "for the purpose of determining continuing eligibility for
additional payrnents ... once an area has -een continuously designated for
a period of at least three years, a single break in designation occurring
subsequently and lasting for not more than 12 months will be ignored eorr B1
The B.M.A., in the annual report of Council in April 1968, noted this and
other small changes with approval, but endorsed the general view of the
profession that current rewards were insufficient to improve the manpcwer
situation.42

Review Body would, in response to the growing pressures since 1966,

Council was doubtless hoping that the imminent report of the

substantially increase the amount of the allowance; but this was not to be.
In its ninth repert in May 1468 the Review Budy reo-emphasised the experi-
mental nature of the scheme and restated the case for keesping the level of
the payment low, but it did not alter the amcunt of the payment, and it

43 In fact the

made no proposals to change the eligibility rules for it.
only concessions made in the report with respect to under-doctored areas
were that the three yzar period of qUalification should be kept under

continuous review, and that the Health Departments and tpe profession:s
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representatives might jointly take the initiative in working out arrangements
for an increase in the allowance, and in submitting any such proposals to
the Review Body. It seems, however, that the members were thinking in terms
of fairly small increases, for they specifically comsented that "there

would be no difficulty of justifying an increase of, say, £100 under the
'manpower' criterion of current incomes policy” (paragraph 56).

The reaction of the p"ofession was, expectedly, swift and derogatory.
At a special conference =f representatives of L.M.Cs. in June 1968 the
motion was carried that " this conference is of the opinion that following
receipt of the Review Body's report, under-doctored areas can only look
forward to a further deterioration in manpower, and that further additional
payments shOUId e sought to attract practitioners to these areas. This
should be a realistic inducement to the order of, say, £1,000 per annum
The return of emphasis to the notion of under-doctoring as the major
problem was perhaps an indication of the profession's exhaustion with the
complexities of the issue, and when at the subsequent annual representative
meeting of the BM.A. in June a motion was propcsed that part-payment shOUId
continue for a further three years beyond the point where it at present
ceased, the chairman dealt firmly with it and refused to allow any extensive
discussion. He pointed out that it was a continuing problem, that a
multitude of solutions had been preposed in the previcus few years, and
that negotiations Were under way with the Ministry on the whole future of

the scheme. 45

1969-1970: The Search for Improvements

The outcome of the negotiations was first seen in July of the
following year (1963), when the G.M.S.C. considered a paper by the Health
Departments containing new proposals for a two-tier scheme of payments, but
which did not suggest any alterations to the fundamental principle of
attracting doctors by means of financial inducements.46 The Health
Departments proposed that the existing allowance of £400 per annum should
continue to ke paid to doctors in designated areaS for as long as they
remained in the same practice, or until they became entitled to a new
and higher payment of £550 to designated areas with average lists of
3,000 patients or more. The higher rate would be paid to areas conti.nuously
designated for two years, and would continue for a further two years after
de-designation. A third allowance of £350 was proposed for doctors in
continuously designated areas with list sizes of less than 3,000 who were
not eligible for the full £400. This would include, for example, doctors
who moved into such an area after an agreed date, or who were already in




an area which became designated after that date.

In discussing the paper the Committee again ranged across the whole
question of designated areas payments. Several members pointed out that
the only long-term solution was to increase the number of G.Ps. (one
figure suggested was 3,000), and that the profession ought consequently
to be making the public aware «f the deficiencies of the service rather
than helping the Government to relieve the under-doctored areas. The
principle of designation was also attacked, and the desirability was
stressed of channelling extra resources into areas where work loads and
morbidity rates were high rather than areas which simply had high average
list sizes. The need to improve services and facilities in these areas
was also emphasised as a more important goal than the payment of extra
allowances, but the Committee nevertheless approved the Health Departments'
proposal for a two-tier system of payment, with the reservations that
doctors in the same areas should not receive differential allowances; that
there should be a reductior. in the interval between the date on which an
area became designated, or super-designated, and the date on which the
allowances became payable; and that payments should continue for a longer
period after de-designation. SignificantlY, the Committee rejected the
Health Departments: argument that improvements in the organization of
general practice had increased the number of patients who could be cared

for without imposing an undue work-load on the doctor.

Eventually a "limited agreement was reached between the Health
Departments and the professicni s representatives, and the proposal was
put to the Review Body in October 1969 ror a two-tier system of payments.w"1t8
The first allowance would 2 for doctors in designated areas with average
list sizes of b:tween 2,500 and 2,959 patients, payable after the area had
been continuously designated for three years and continuing for three years
after de-designation. The higher allowance would be payable to areas which
had been continuously designated for one year with average list sizes of
3,000 or more, and would continue for two years after the list fell below
3,000 when the lower rate would be payable in the normal way. This
proposal sprang from the declared mutual belief that the existing arrange-
ments had served a useful purpose, but that modifications were needed to
offer an even greater inducement to doctors to move into the most Seriously
under-doctored areas, where there was most risk of retirements or deaths.
There was, however, no agreement between the two sides on the levels of
the allowances. The profession claimed that the new system would come into

effect four years after the inception of the scheme (that is, at 1st April
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1970), and that the payments should therefore be increased to £500 and
£700 if they were to continue to serve as material inducements. The
Health Departments, on the other hand, took the view that the designated
area payments had already proved effective, and that the need to persuade
doctors to move to areas with lists just above 2,500 was comparatively
less than it had been. Whilst the Departments accepted the profession's
argument that any decrease in the existing allowance of £400 (as proposed
originally) would have a disccuraging effect on doctors in designated
areas, they nevertheless felt that the sum of £400 should be retained at
the lower rate, and that £550 should be payable as the higher rate. Two
factors which the Departments considered to be important in fixing the
allowances at a lcwer rate than that suggested by the profession were the
need to prevent z sudden outflow of doctors from areas which were
currently far from being over-doctored, and the undesirability of large

reductions in income for doctors who ceased to be eligible.

The twelfth report of the Review Body‘Jrg was published in June 1970
together with the Departments' response to it, and immediately another
medico-political storm Whipped up. The Review Body had recommended
across-the-board increases of 30 per cent for the whole profession; the
government agreed to pay the full amount only to the junior hospital
doctors, and in the case of other grades to pay half the increase (15
per cent) immediately and to refer the other half to the National Board
for Prices and Incomes. The members of the Review Body instantly resigned
en bloc. The fury of the B.M.A. was probably even greater than in the
earlier comparable situation in 1966, and a British Medical Journal
leader commented that "the doctors are more angry at the treatment of
the Review Body than those with long memories can remember them ever
being over any ether issue before.,50 But the focus ef the storm, as
the B.M.A. leaders repeatedly stressed, was on the principle of the
government:s action rather than the detailed policies or payments con-
tained in the report. This is, for our purposes, a matter of regret, for
there is virtually no evidence at all of how the profession reacted to
the substantial increases recommended to tne designated areas allowance.
The Review Body', in considering the question of the designated areas,
first summarised the agreement reached between the B.M.A. and the Health
Departments on the need fs5r a two-tier system of payment, and then set
out the arguments which each side had presented to justify the levels at
which the payments should be made. But the members must have concluded
that even the B.M.A. had under-stated its case, for they finally

recommended that "the upper level of the allowance be fixed at £849 and
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that the 1ower level should be increased to £519" (paragraph 150).

These were indeed substantial increases on the existing flat-rate level
of £400, and they represcnted the first ever recommended increase in the
level of the allowance. The rencrt argued that the upper level was
justified by virtue of the very high list sizes in some areas ("where
average lists are 3,000 or more, the average is as high as 3,500'"%), and
the old argument that too high a level would cause substantial losses
when it ceased to be payable was rebutted on the grounds that, as the
prospect Of the withdrawal of designation from such areas was remote,
"we need not be seriously concerned about the financial consequences of
such withdrawal, or cf a reduction from the upper to the lower level,
for the doctors involved" {(paragraph 150).

Events moved swiftly following the publication of the report. The

remuneration of doctors was an important element in the general election
campaign currently under way, and in the election itself a new government
was returned to power, In July the new Secretary of State for Social
Services (3ir Keith Joseph) infcrmed the B.M.A. that, in return for full
cooperation by doctors in fulfilling their N.H.S. contracts, the
government Was prepared tOo withdraw the refersnce to the N.B.P.I. ;51
but, for "compelling reasons”, only a further 5 per cent increase would
be payed to general practiticmers (amounting to 20 per cent altogether),
and would stand for one year only. Under the new regulations a type 1
allowance (:f £490 per annum) was payable from 1st April 1970 under the
same conditions that governed the payment of the old allowance. In
addition, a new type 2 allowance (Of £750 per annum) was paid to
practitioners whose surgeries were iN areas continuously designated for
one year With average lists of 5,000 ¢r more patients. The allowance
was paid as long as thz area maintained a list size as large as this,
and it continued thereafter for a concessionary pericd of two years.
No doctor could be in receipt of both allowances at once, but a type 1
allowance could be paid as soon as the concessionary period for a type
2 allowance had ceased, provided of course that the area fulfilled the
necessary conditions for type 1.

The Closing scenes of the battle of the twelfth Review Body report
came early in September 1970, when it waS reported to a meeting of Council
of the B.11.A. that "both the Centrai Committee for Hospital Hedical
Services and the General Medical Services Committee had authorised their
representatives tO agree to the appropriate increase in salary scales
and fees dld allowallces consequent on the gcvzrnmentes decision on the

*# The actual figure in 1969 was 3,461.
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twelfth report”.52 Thus, for a while, the storm abated and the anger

of the B.IM.A. calmed; and this brings the story up to date. It will not
end here, and the designated areas scheme will not cease to be the
subject of much debate; but it is at this point in history that our
research is set - research that may itself be instrumental in determining
the future course of events - and it is here that our historical review

finishes.
Conclusions

There are many implications of this historical background for the
present concern about the designated areas. !Many of them will be taken
up at various points in the report and in the concluding chapter, but
some are worth stating at this initial stage of the report, before the
research findings are presented.

The first conclusion is that because the assumptions and objectives
underlying policies concerning the distribution of G.Ps. hzve not always
been stated clearly, there has been some confusion and misunderstanding
about the purpose and administration of the designated areas allowance.
The scheme that eventually emerged from the negotiations in 1965-66
explicitly rewarded general practitioners in areas which were under-
doctored solely in terms of doctor/patient ratios, and the revisions in
1970 did not depart from this basic principle. Certain assumptions are
inherent in the scheme, even though they are not necessarily held by
those responsible for implementing it. The first general assumption is
that "very large lists are undesirable", or, more specifically, that a
list of about 2,500 roughly represents the maximum number of patients for
which a G.P. can reasonably care (because the allowance would cease to be
paid entirely if all practitioners had lists below this figure).
Secondly, the scheme assumes that the average list size of an area is a
necessary and adequate indicztor Of the work-load of doctors in it.

There would be no point in trying to attract more doctors to areas with
high average lists unless it was also assumed that the large lists were
indicators of a high work-load and hence of the need for extra manpower;
and, although practitioners and planners are well aware that many other
factors (in addition to the number Of patients) contribute to the work-
load of an area, the administration of the allowance takes no account

of these additional considerations. An area attracts the allowance almost
exclusively on its doctor/patient ratio, and other attributes of the
area, its doctors, or its patients are, as far as we can tell, ignored in
the act of designation.* Thirdly, the scheme aSSumes that by paying the

*There are other items in the remuneration of general practitioners which
take account of additional factors likely to influence work-load, e.g.
the higher capitation fee for patients over 65.




- 20 -

allowance according to the average list size of an area, G.Ps. will be
treated more or less fairly with respect to their own individual lists.
It is, in other words, expected that most individual G.Ps. with large
lists will be eligible for the payment, and that most doctors with
smaller lists will not. Finally, it is assumed that the medical practice
area IS the most suitable unit on which to base eligibility.

All these a.ssumptions seem to us to be inherent in the designated
areas scheme, but there appears to have been very little attempt to
assess their validity. The historical review in this chapter highlights
the conflict and misunderstanding resulting from the failure to justify
these basic assumptions. For example, the assumption that a list of
about 2,500 roughly represents the maximum nwnber of patients for which
a G.P. can reasonably care has been perpetuated almost unchallenged
since at least the early days of the N.H.S. The designated areas
allowance is paid to areas where the average list size is a little above
2,500, and this figure has remained as the threshold of designation from
the time it was first laid down by the Medical Practices Committee. Yet
the organisation and technology of medical care has changed so much in
the last two decades that it is far from obvious that this figure should
remain a valid criterion (if it ever was), or that it should be applied
uniformly to all areas regardless of their size, population density,
demographic or epidemiological characteristics, etc. Moreover, the
isolated argument that each area must have sufficient G.Ps. to ensure an
average list of under 2,500, even if technically sound, is of little value
for planning purposes because it ignores the economic constraints in the
situation.53 Resources are always scarce and needs are always infinite,
and the pla'mer must constantly weigh up the cost of meeting specified
targets (measured in such terms as resources foregone by other parts of
the system) against the benfits of doing so. As Beckerman puts it, "it
is really pointless to argue the pros and cons of some target for, say,
education or health, in the absence of a complete picture of the economy
within which the opportunity costs of alternative targets can be
assessed”. >
of the impact on other parts of the system is to contribute little to the

To argue that certain ratios must be achieved regardless

debate.

The assumption that the average list size of an area is a necessary
and sufficient indication of the work-load of doctors in it can likewise
be challenged, but the problem in this case probably lies more in
operational difficulties than in the failure to recognise its weaknesses.
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There is, obviously, some association between list size and work load,
but it would presumably be agreed that many other factors, varying in
nature and intensity from place to place, also affect the demands made
upon the G.P. That these factors have not so far been incorporated into
the definition of a designated area is an indication of the difficulty
involved in identifying, measuring and monitoring them throughout the
country, but there is abundant evidence from our research (discussed
mainly in Chapter 12) that the failure of G.Ps. to accept the assumption
has resulted in fairly widespread scepticism about the allowance. Doctors
in non-designated areas pointed out, for example, that they were as hard
pressed as their colleagues in designated areas sometimes only a hundred
yards down the road, or that their localities were just as deprived and
unattractive as those which qualified for the payment - often more so.
This is indeed true, and it helps little to point out to such doctors
that what their areas lack, and what precludes them from receiving the
allowance,is a high average list size.

A similar resentment among the G.Ps. in our survey occurred over
the discrepancy between individual and area list sizes. Mawy doctors
accepted that list size was the most practicable indicator of workload,
but complained that, although their personal lists exceeded 2,500, they
were ineligible for the allowance because their areas were not designated.
The assumption that most doctors in designated areas will have large
personal lists, and conversely that those in non-designated areas will
generally have smaller lists, is perhaps less valid than policy-makers
have assumed. We show in Chapter 10, for example, that the allowance in
1968 was paid to some 800 doctors whose personal lists were below 2,500
and withheld from some 5,500 G.Ps. with lists above this size. It is not
known whether these figures have ever been drawn to the attention of those
involved in policy processes, but it is clear that they cast a considerable
doubt upon the effectiveness of the scheme relative to its aim. Similarly,
the assumption that the medical practice area is the most appropriate unit
of administration in the scheme has apparently never been explicitly
justified. It would be difficult to do so, at least while the boundaries
of these areas continue to be drawn on ad hoc and arbitrary lines. The
difficulty was understood with remarkable foresight by the Working Party
on General Practice in 1364 55 Which, anticipating the possibility of a
separate allowance for practitioners in designated areas, commented that
"it would probably be necessary to base a scheme on areas other than those
separately classified by the Medical Practices Committee.. We return to
the theme at several points in the report, but an illustration of the




argument is appropriate here. o0n the one hand several large cities,
containing 100,000 or more people, are single medical practice areas;

on the other hand small housing estates, with perhaps only a few hundred
people, are also single areas. With such gross disparities of size it
is possible to increase or decrease the number of such areas at will
simply be redrawing their boundaries; but such an exercise would obviously
have little value for planning purposes. It is pointless and positively
misleading to enlarge or reduce the dimensions of a problem by juggling
with definitions which are themselves arbitrary, yet this is precisely
what happens, and it is upon the results of such juggling that crucial
decisions are based. The strange results produced are typified by the
case of Manchester and Liverpool, two nearby and in mayy ways similar
cities which in 1969 had identical average list sizes and which needed
the same number of additional G.Ps. to reduce their average lists to
2,500. Yet whereas Manchester had 45 per cent of all its doctors in
designated areas Liverpool had none!*

Our first conclusion, therefore, from this historical review is
that the confusion and disagreement over the basis on which an optimum
distribution of family doctors should be sought, and the associated
failure to critically examine and justify the assumptions, methods and
Objectives of the designated areas allowance has hindered the development
of the best possible policy. The second conclusion is that in the post-
war years there has been a close relationship between the national
average list size and the spread of designated areas. During the first
decade of the National Health Service the annual additions to the total
stock of G.Ps. in England and Waes more than offset the rate of popu-
lation growth, and average list sizes consequently fell - both in the
country as a whole and, particularly, in the designated areas. But the
size of the annual increment of family doctors was steadily diminishing
(Table 1.3), and by 1958-59, the year in which a large number of G.Ps.
retired with fUll superannuation after ten years in the service, it had
dwindled to a mere 60. Net recruitment picked up again in the next two
or three years, but by then the effects were beginning to be felt of the
reduced student intake to the medical schools in the mid-1950's, and the
first half of the 1960's saw very substantial overall losses of G.Ps.,

*These are the official figures supplied by the Department of Health
and Social Security. There may be special arrangements between the
Medical Practices Committee and the local executive councils and
medical committees which account for the extreme disparity between the
two cities.
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with an inereasing average age of those still in practice. It is true
that steps were taken in the early 1960's to halt and then reverse the
Willinck policy of a reduced intake of medical students,56 but such is
the time lag in the production of G.Ps. that the effects were only just
beginning to appear by the end of the decade. These trends were
inevitably reflected in the national average list size, which took an
upward turn in 1958-59 (Table 1.1) and has been climbing ever since;

and they were also reflected, after 2 delay of a few years as the effects
spread through the system, in the spread of designated areas.

The relationship between an increasing national average list size
and the spread of designated areas is illustrated by the turn of events
in the 1950's, for as the total number of G.Ps. rcse so the competition
for vacancies became more intense, and doctors who wished to establish
themselves as principals could not afford to be fussy about where they
went. Even assistantships without view were hard to come by, and posts
were accepted in designated areas with a sense of relief that at |ast
a living had been obtained. Hundreds of doctors in cur survey who were
either entering general practice for the first time or seeking a
partnership in the 1950's recounted stories of trecking from practice to
practice in the hope of being successful, and many told of vacancies for
which 80 or even 100 doctors had applied. Altogether almost a quarter
of the survey respondents who were practising in designated areas at the
time of receiving the questionnaires gave as their reason for choosing
the area that they had "little or no choice in the matter" - or a reply
to that effect. The proportion was obviously lower among doctors in
other types of practice areas, but even in the restircted areas 13 per
cent of the doctors gave this as a reason.*

The fierce competition for vacancies continued through to the early
1960's, and then, as the pressure gradually eased, incoming doctors could
once again afford to be selective about their choice of practice area,
and about the terms under which they became partners. May older doctors
told uS ruefully of young men coming into general practice nowadays on
terms which it took them perhaps ten years to achieve, and fewer doctors
are now willing to accept assistantships. The trend is well illustrated
in recently-published figures from the Kent Executive council,57 and
whilst we do not know how representative they are of the country as a
whole we may aSSume that what is happening in a reasonably attractive
county represents the more favourable end of the spectrum (Table 1.4).

In 1955 five advertisements for 8ingle-handed practices attracted a total

* See Chapter 12 for illustrations of the difficulty of obtaining posts
at this time.
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of 432 applicants; two years later four such vacancies drew 226
applications; in 1960 the number of applicants for four single-handed
vacancies was down to 186; by 1963 it had fallen still further to 63;
and in the first half of 1970 two such advertisements attracted only
28 candidates. Doubtless the trend is accentuated by the decreasing
popularity of single-handed practice over the past fifteen years,but
the figure revealed each year by the Medical Practices Committee of
applicants for E.C. vacancies substantiates the impression that the
competition for vacant posts during the 1960's became much less fierce.
In 1968 there were, on average, 9 applicants for every vacancy
considered by the Committee, compared with an average 24 applicants
ten years earlier and 43 in 1956.*

Historically, then, we can identify the process by which the growing
ratio of patients to doctors throughout the country has resulted in the
growth and spread of designated areas. A similar relationship would be
expected on theoretical grounds, for in order to prevent an extension of
the designated areas during a period when the national average list size
is steadily increasing the whole system must become ever more efficient
and egalitarian; yet until the introduction of the designated areas
allowance in 1966 there were no substantial pOlicies other than the
initial practice allowance to ensure that this would happen. Naturally,
as long as the national average list size does not actually exceed
2,500 it is theoretically possible for all medical practice areas to be
non-designated, although the nearer the national list approaches to
this criterion the more finely distributed the doctors must be in relation
to popUlation, until the point would eventually be reached where every
single area had an average list of exactly 2,500. In practice, such a
situation could never be achieved unless there was a policy of absolute
central direction of labour; and thus, however elaborate a system of
incentives might be constructed, there will always be a residual imbalance
in the system. If it is accepted that the imbalance which currently
exists in England is as small as can reasonably be achieved, then it
follows that there will be no improvement in the position of the
designated areas until the overall patient/doctor ratio falls.

Our third conclusion from the historical review is that political
considerations have sometimes tended to obscure a rational debate of the
problem, and that consequently the form of agreement eventually agreed
upon (a uniform cash payment) was by no means the most imaginative or
flexible of several that were suggested. Various proposals have been put

*Since 1968 the average nUlllber of applications per vacancy has shown
a steady increase to 10.5 in 1969 and 13.9 in 1970. The latest
figure (for the quarter ended 31st March, 1971) is 16.1.
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forward in B.M.A. committees and meetings to attract doctors by meanS
of improved practice facilities, and the Gillie Report in 1963 had
recommended several nen-financial measures to improve the distribution
of family doctors, including the provision of premises, the careful
siting of new centres of training, and the provision of opportunities
for hospital practice, public health work and medical administration.

In 1964 the Working Party on General Practice had discussed the
possibility of attachment schemes for health visitors and district
nurses in under-doctored areas, the systematic dissemination of advice
and information about such places, the provision of purpose-built
practice premises, and the provision of adequate living accommodation
for married junior hospital doctors in under-doctored areas in the hope
of encouraging them to settle and to seek openings in general practice
in them. Yet all these suggestions, and others relating to financial
incentives, were eventually disregarded in favour of a simple, flat-
rate allowance. The paradox is that although the profession's leaders
have been well aware that a simple cash incentive of a size tiat is
politically feasible does not do much to relieve the gross deprivation
of medical manpower in certain areas, they have nevertheless been
obliged continually to press for an increase in the allowance to as high
a level as they can get. It is a legitimate function for trades unions
to get as much money as they can into the pockets of their members, and
from this point of view the B.M.A. must consider the designated areas
allowance as one of the most highly successful innovations for many
years - especially following the Review Body's partial acceptance in its
twelfth report of the argument that more money should mean more doctors
in the most deprived areas. Yet although its role (though not its legal
status) as a trade union will obligate the B.M.A. to support this kind
of argument (as it has done in the past) there is clear evidence,
presented in this chapter, of an awareness in the Association that such
reasoning is suspect. It is not simply that cash incentives have
inherent limitations (for that is only partially true) or that tiue
payment of a realistic amount would be politically and economically
improbable (as the most recent award indicates), but also that the
administration of this particular scheme involves increasing disincentives
as the value of the allowance rises.
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TABLE 1.1: DISTRIBUTION OF NATIONAL HEALTH SERVICE PATIENTS

AND AVERAGE LIST SIZES, BY TYPE OF PRACTICE AREA, 1952 - 1969

(England and Wales)

Source: Annual Reports, Ministry of Health

Percentage of patients in areas: Average number of patients per principal
in areas:

Y ear _ Open and _ _ Open and _ All

Designated  Inter- Restricted Designated Inter- Restricted Areas

mediate mediate

1952 51.5 44.1 4.4 2,851 2,184 1,581 2,436
1953 38.9 56.4 4.5 2,726 2,183 1,594 2,324
1954 27.3 67.5 5.2 2,741 2,228 1,546 2,293
1955 23.4 72.0 4.6 2,736 2,229 1,554 2,283
1956 21.7 73.4 4.9 2,711 2,234 1,548 2,272
1957 19.4 75.6 5.1 2,659 2,264 1,517 2,273
1958 18.6 76.4 5.0 2,627 2,247 1,594 2,267
1959 19.9 74.9 5.2 2,745 2,251 1,575 2,282
1960 20.1 74.5 5.4 2,723 2,257 1,603 2,287
1961 17.1 78.3 4.6 2,742 2,272 1,563 2,292
1962 17.6 76.4 6.0 2,744 2,297 1,608 2,304
1963 19.2 74.6 6.2 2,748 2,313 1,652 2,326
1964 20.9 70.6 8.5 2,768 2,359 1,747 2,362
1965 24.7 67.0 8.3 2,826 2,393 1,758 2,412
1966 29.7 62.2 8.1 2,845 2,407 1,807 2,453
1967 33.7 58.0 8.3 2,840 2,410 1,837 2,472
1968 37.9 54.6 7.4 2,819 2,395 1,811 2,477
1969 36.7 55.5 7.8 2,817 2,401 1,865 2,479

Note: the upper limit of restricted areas was raised in 1964 from 1,500 to 1,800.
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TABLE 1.2: DISTRIBUTION OF PRINCIPALS PROVIDING UNRESTRICTED

SERVICES BY TYPE OF PRACTICE AREA, 1952 - 1969

(England and Wales)

Source: Annual Reports, Ministry of Health

IYear I

—

I 1952 I

| 1053
| 1954
1955
1956
1957
1958
1959
1960
1961
1962
1963
1964
1965
1966
1967
1968
1969

Designated In?eprernne?jr}%te Restricted All Areas

NoO. % No. % No. % No. %
-
7.596 44,0 8,496 48,2 1,180 6.8 17,272 100
5,083 33.2 10,861 60.1 1,200 6.7 18,044 100
4,224 22.8 12,863 69.5 1,426 7.7 18,513 100
3,671 19.5 13,862 73.7 1,284 6.8 18,817 100
3,484 18.2 14,323 74,7 1,373 7.1 19,180 100
3,218 16.6 14,748 75.9 1,471 7.5 19,437 100
3,101 15.7 15,181 77.1 1,403 7.2 19,685 100
3,269 16.6 14,988  75.9 1,488 7.5 19,745 100
3,340 16.8 15,049 755 1,539 7.7 19,928 100
2,888 1u.3 15,946  79.0 1,354 6.7 20,188 100
2,997 14,7 15,571 76.6 1,757 8.6 20,325 100
3,305 16.2 15,268 75.0 1,776 8.7 20,349 100
3,619 17.9 14,130 70.7 2,317 11.4 20,246 100
4,225 21.1 13,510 67.5 2,292 11.4 20,027 100
5,078 25.6 12,578 63.4 2,188 11.0 19,844 100
5,829 29.u 11,808 59.5 2,212 11.1 19,849 100
6,656 33.3 11,284 56.5 2,030 10.2 19,970 100
6,498 32.3 11,532 57.3 2,102 10.4 20,133 100

Note: the upper limit of restricted areas was raised in 1964 from 1,500 to 1,800.
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TABLE 1.3: ANNUAL NET VARIATIONS IN THE NUMBERS OF PRINCIPALS

PROVIDING UNRESTRICTED SERVICES BY TYPE OF PRACTICE AREA, 1952 - 1969

(England and Wales)

Source: Annual Reports, Ministry of Health

Y ear Designated In?eﬁe%?ite Restricted All Areas
1952-53 -1,613 +2,365 + 20 + 772
1953-54 -1,759 +2,002 +226 + 469
1954-55 553 + 999 =142 + 304
1955-56 - 187 + 4631 - 89 + 363
1956-57 266 + 425 + 98 + 257
1957-58 117 + 433 - 68 + 248
1958-59 + 168 193 + 85 + 60
1959-60 + 71 + 61 + 51 + 183
1960-61 - 452 + 897 -185 + 260
1961-62 + 109 375 +403 + 137
1962-63 + 308 303 + 19 + 24
1963-6Y4 + 31y 958 +541 103
1961+-65 + 609 800 - 25 219
1965-66 + 853 - 932 -104 183
1966-67 + 751 770 + 24 + 5
1967-68 + 827 524 -182 + 121
1968-69 157 + 248 + 72 + 163
1969-70* + 225
Sub-totals: |
1952-61 -4 ,708 +7,450 +174 +2,916
1961-69 +3,614 -4 41y +748 52

*Estimate by the Under-Secretary, Department of Health and Social Security, in a
written reply on January 14th, 1971. (Source: The Times, January 15th, 1971).
The figures for each type of area are not known for this year.
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TABLE 1.4:

APPLICATIONS FOR ADVERTISED VACANCIES (SINGLE HANDED PRACTICES

ONLY) IN THE SOUTH EAST LONDON AND KENT EXECUTIVE COUNCIL

Source: Pulse, (1970) Vol. 21, No. 17, p.3

Y ear Number of Number of
Vacancies Applicants
1955 5 432
1956 4 348
1957 4 226
1958 4 157
1959 6 107
1960 4 186
1961 9 190
1962 5 113
1963 4 63
1964 2 23
1965 10 9%
1966 12 84
1967 11 42
1968 9 45
1969 5 42
1970* 2 28

*Up to July 3rd.




e e A smg

CHAPTER 2

CONTROLS AND INCENTIVES*

"£400 wouldn't lure me to Gateshead. By the time they've
knocked off &/34. in the pound, what's left isn't worth
two hoots."

- G.P. in Derbyshire

A number of different processes in the primary medical care system
may affect the distribution of family doctors. Gross gains to the total
stock of principals in England may be received from various other stocks.
These include: (1) established practitioners in other branches of the
medical profession in England, such as hospital doctors or those engaged
in public health; (2) younger doctors, including those in pre-registration
and junior hospital posts, who are either preparing for a career in general
practice or who must shortly make a career decision; (3) established
doctors in areas outside England, including N.H.S. principals elsewhere in
the United Kingdom as well as doctors in foreign countries; and (4)
doctors holding assistantships in general practice in England who aspire
to principal status. In 1967-68 a total of 1,063 doctors were adnitted as
principals to the Medical List in England and Wales,| of whom 384 entered
from source (4) above. Gross additions to the number of principals in any
sub-area of England derive from the same sources as for the whole country,
as well as from the inflow of principals from other parts of the country.
Depletions to the stock of principals in England may result from losses to
(1), (3) and, exceptionally, (4) above, and also from deaths and retirements.
Losses from sub-areas of the country may also occur to each of these
destinations, as well as to other parts of the country. In 1967-68 a total
of 975 withdrawals from the Medical List were recorded.?

The net result of these gains and losses determines the number Of
principals in the country as a whole and in defined sub-areas of it. The
failure of certain areas to achieve or maintain a mnimum number Of
principals, relative to population size, is therefore to be found in the
inter-play of these processes; and, likewise, the solution to the maldistri-
bution of practitioners must be sought in the selective manipUlation of
one or more of them. The post-war history of manpower policy suggests that
greater effort has been expended, at national and regional level, on

*All regulations, fees, allowances etc. quoted in this chapter are correct
at 31st March 1971.
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stimulating the gains rather than controlling the losses. Nationally it
has been found easier to increase the output of the medical schools3 and
to adJust the quota o F'immigrant doctors® than to restriGt emfEpa=ion,5
and at the local level the designated areas and initial practice allow-
ances were justified originally as incentives for encouraging movement
into under-doctored areas rather than motivating doctors to remain in
them. Some of the components of loss (notably death, but also retirement)
are either impossible or very difficult to control, but it seems that the
potential benefits to be derived from restricting rather than encouraging
mobility have not received the consideration they merit. The desired
doctor/population ratio can be maintained in any area either by having a
relatively static group of principals with low rates of input and output,
or by accepting a relatively mobile population of doctors and maintaining
the level by a higher rate of input to balance the correspondingly high
losses, Quite apart from the medical and social consequences of the latter
solution, there are general grounds for considering that such a system of
high mobility is potentially liable to instability and may be costly to
monitor and correct. It follows also that, if it is regarded undesirable
for doctors to be highly mobile, we cannot look to internal migration of
principals within England to provide rapid corrections for deviations
from desired area levels. The failure to achieve or maintain the desired
stock of principals in any area may thus lie as much in the inability to
retain those who once practise there as in the incapacity of the area to
attract principals in the first place, and there are consequently good
grounds for encouraging existing principals and assitants within an under-
stocked area (as defined) to remain there. That this is the case in many
parts of England is demonstrated in Chapter Six, where it is shown that
all the standard regions and geographical counties in the country have in
the past attracted enough doctors to ensure current average lists of less
than 2,500 if they had only been able to retain a sufficiently large
proportion of them.

This chapter is concerned with the mechanisms of intervention,
available either to central government or to a specially constituted body,
which may be used to stimulate the supply and to control the losses of
practitioners at the local level, and with the extent to which these have
succeeded in effecting a desired redistribution of family doctors,

The Mechanisms of Intervention Currently in Use

The entry of doctors into general practice in any area is under the
statutory control of the local executive council (which usually work in
these matters in close cOllaboration with the local medical committee) and
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the Medical Practices Committee, and may take one of several forms
depending upon the situation. In the case of the death or resignation

of a practitioner the executive council must immediately inform the
M.P.C. of the vacancy, and report on the need for filling it. If the
council considers that a successor is not needed the report may recommend
that the practice should be dispersed (in the case of a single-handed
practice) or that the remaining partners should succeed to the practice
(in the case of partnerships). If, however, the council feels that the
vacancy should be filled, then either the existing partners appoint a
successor to the vacant partnership, or, in the case of a single-handed
practice, the Medical Practices Committee appoints a successor after
receiving the views of the executive council and the local medical
committee. The M.P.C. retains control over the admission of new partners
to the medical list in restricted and intermediate areas, but provided
the proposed partner is fUlly qualified the Committee would never
influence existing partners in their choice of a new colleague.

Another type of entry into general practice is created when an
executive council, in consultation with the L.M.C., considers that another
doctor is needed in the area. The procedure for giving public notice of
the vacancy and for the selection of candidates is the same as that for
the replacement of single-handed practitioners, with the M.P.C. making
the final selection of the doctor appointed. In addition, a doctor may
himself apply for admission to the medical list of an executive council,
and in such cases the council, again in consultation with the L.M.C.,
considers the application and recommends to the M.P.C. whether or not it
should be allowed. The Committee is not bound to accept the council's
recommendation, but the only statutory ground for refusing is that it
considers that the area already has an adequate number of doctors - that
is, when the area is classified as restricted or intermediate.

The power of the Medical Practices Committee to refuse the admission
of new (and sometimes replacement) doctors in any area has, from time to
time, been the cause of disquiet among the medical profession, especially
when the criteria defining the different types of practice areas have
been changed to increase the number of areas over which the Committee has
some control. 1t was shovm in Chapter One how the British Medical
Association took some time to become reconciled to the existence of the
Committee in the early years of the N.H.S., and even in 1970 the same
concern has been expressed.6 In fact the legal powers of the
Committee have not changed since its inception in 1948, but
as the number of restricted areas has increased during the last
two decades so its effective territory of control has widened.
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Yet it is, of course, only in this way that the M.P.C. can exert an
influence on the dispersion of doctors, and it will be shown later in
this chapter that, if anything, the Committee has probably not been
rigorous enough in its application of negative control.

Turning from the controls to the incentives, the most important
inducement which is employed to stimulate doctors into moving to the
areas with the greatast manpower difficulties is the designated areas
allowance, and in Chapter One we traced the background history of events
which culminated in the introduction of the allowance following the
Family Doctor Charter of 1965. The allowance was priced at £400 by the
Review Body in May 1966, and was paid from 1st October of that year,
albeit at a reduced rate of £200 for the first six months. The full
rate of £400 was paid from 1st April 1967, and three years later the new
two-tier system came into effect, with amounts of £480 and £750 per
annum. A doctor qualifies for the allowance if he is eligible for a
basic practice allowance, and if he practises from a main surgery in an
area that has been continuously designated for at least three years (or
one year in the case of the higher - type 2 - allowance). Special
regulations introduced since 1966 enable the allowance to be paid ia
full to a doctor whose main surgery is outside a designated area but who
has at least 80 per cent of his patients living within such an area,
and the allowance is scaled down pro rata to a minimum of 60 per cent.
The payment continues for a concessionary period of three years after
an area ceases to be designated (two years in case of a type 2 allowance,
after which doctors may continue to be eligible for the lower rate), and,
once an area has qualified for the payment, a single break in the
relevant form of designation for a period of not more than 12 months will
be disregarded for the purposes of continuing eligibility. As a result
of these rather complex conditions of payment it is, at anyone time,
possible for some designated areas to be ineligible for the allowance
and, conversely, for doctors in some non-designated areas to be in
receipt of it. These discrepancies are quantified later in the chapter.
They are important in assessing the effect of the payment upon the distri-
bution of doctors, for it can have had only a slight effect upon areas
which did not immediately qualify for the allowance, and virtually none
upon those which had only just qualified three years after its
introduction.

An area is designated almost entirely on its average list size -
that is, when the overspill of patients above an average of 2,500 per
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doctor in the area exceeds 2,500 {which is the point at which one
incoming doctor could set up a new practice).* It is not, of course,
known how individual decisions are taken, but the official reports give
the impression that the M.P.C. in England and Wales is somewhat |less
inclined to take account of the total situation than its counterpart in
Scotland.7 In deciding whether or not to designate a district, the
Scottish M.P.C. considers many factors which vary from district to
district. There is no rigid formula, and each case is considered on its
merits. As in England, the basic factor in deciding whether or not to
designate a Scottish district is the average number of patients per
principal in the district, but an adjustment is made for travelling
time, and other factors which the committee takes into consideration
include the number of maternity cases dealt with, the number of temporary
residents treated, the size of the partnerships, and the amount of time
spent on work other than general practice.

In addition to the designated areas allowance, a further financial
inducement exists for doctors to move to designated areas - the initial
practice ailowance, which is payable whether or not the area also
attracts the designated areas allowance. Four types of initial practice
allowances are paid. Type A is available to doctors who set up a new
practice or fill a vacancy in a small single-handed practice; type B is
available only for the setting up of a new practice in an area where
average lists exceed 3,000; type Cis available to a doctor' who joins
as an extra member of an existing partnership whose average list before
his arrival was at least 3,000, and all of whose members qualify for a
full basic allowance; and type D is paid only in specific areas, selected
by the Department of Health and the Medical Practices Committee, in which
rapid development is expected with a considerable influx of popUlation.

The basic purpose of these allowances is to provide an income
,cushion: (for a period of between two and four years, depending upon
the type of allowance) for doctors establishing themselves in a
designated area, but although the amount of the allowance varies in a
complex way from type to type, all except type D are based upon a
"reckonable income" of at most £4,000 per aonum. The number of doctors
in England and 'ales in receipt of an initial practice allowance is smalL

*Although an area is classified almost entirely on list size, The Medical
Practices Committee will consider the effect of other relevant factors
when these differ significantly from average, and when the classification
is borderline on the basic criterion. When considering an individual
case the Committee invariably takes account of a wide range of
qualitative factors, thereby modifying to some extent the rigidity of
the classification, (Personal communication from the Secretary of
the Medical Practices Committee.)




In October 1969, for example, only 30 G.Ps. were receiving type A
allowances, 2 were in receipt of type B allowances, 150 were receiving
type C allowance, and type Dwas paid to only three G.Ps. Only 35
doctors altogether were thus getting an extra allowance for setting up
new practices in designated areas (i.e. types A, B and D combined), and
in 1969 the total cost of paying the allowances in England and Wales was
only £219,000 - little more than one tenth the cost of the designated
areas allowance. The effect of the I.P.A. on the overall distribution of
doctors is consequently probably quite small, although a survey conducted
by the Health Departments indicates that the type A allowance (which is
of much longer standing than the others) has been effective in
establishing a number of practitioners in single-handed practice in
designated areas.9 It is possible that in future the allowance, taken

in conjunction with the new levels of the designated areas allowance,
will be a realistic inducement to young doctors who wish to establish
themselves; but as the B.M.A. pointed out in its Memorandum of Evidence
to the Review Body in 1969 the levels of payment are sufficiently low to
constitute a considerable risk, and the ;'reckonable income" of £2,785

(as in types A and B) is considerably less than the average net income

of a general practitioner in the N.H.S.IO

Ccriteria for Evaluating the Succes:s of the Mechanisms of Intervention

In the previous section we have outlined the existing administrative
and financial devices through which some degree of control can be exerted
over the geographical distribution of G.Ps. In the remaining part of
this chapter we shall attempt to shew how effective they have been in
bringing about the desired kind of redistribution.* First, however, we
must briefly consider what might be meant by an 'improvement’ or a
'worsening' in the distribution of family doctors, and what indices might
be used to see whether any such changes have in fact been taking place.
(It was suggested in Chapter One that virtually no work had been under-
taken on the impact which the National Health Service has had on the
geographical distribution of medical manpower.)

Even if it could be shown that regional inequalities in
geographical distribution are smaller now than they were before the war,
it would not necessarily follow that the change was due to the service
itself. We do not know what would have happened if the old system had
continued. People are more mobile now than they were 30 or 40 years ago,

*The data presented in this chapter are aggregates for the country as a
whole. In Chapter Three the analysis is continued for sub-areas of the
country.
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and it is arguable that some spontaneous improvement would have occurred
even if the various controls and incentives had not been introduced.
However, by a combination of the analysis of available evidence and common
sense judgements on matters where there is an absence of information, it
IS possible to form some impression of how well the mechanisms have been
working. One way of doing this is by looking at the selected indices of
distribution for each year since 1948, to see whether any long-term
trend towards the equalisation of list sizes is apparent. |If such trends
can be seen this would be consistent with the proposition that some forms
of intervention are at least doing no harm and are probably contributing
to the trends. Our belief in the validity of this would be further
strengthened if, on examining other professions not subject to the same
incentives (e.g. teachers, dentists or hospital doctors), we observed
that the equalisation of the ratio of patients to family doctors had
proceeded at a greater rate than comparable ratios in these other pro-
fessions. Another way of assessing the effectiveness of the controls
and incentives is by looking in some detail at the changes which have
followed the introduction or modification of a particular administrative
device, and comparing them with the situation in the period leading up
to its introduction. |If some significant changes are then observed from
about the time of the introduction or modification we could conclude
that the innovation itself had probably been instrumental in bringing
them about, although once again this could never be proved in any
rigorous way. Both of these methods of assessment are used in this
chapter, the latter in attempting to trace the effect of the introduction
of the designated areas allowance in 1966.

The question of how one can actually gauge the shift in the
distribution of doctors is more complex, and it is apparent that by
using different methods one can reach different conclusions about what is
happening. For even within the very broad am of securing an equal
distribution of doctors in relation to the population (without looking at
other factors which may affect workload) there are two major interpre-
tations of what an "equitable distribution” may be, each implying different
goals and using different criteria of success. In the first case the goal
would be to secure a distribution in which the largest possible number of
patients was on lists of less than 2,500. A policy of this kind would
am to limit the extent or spread of the designated areas to as small an
area as possible, and hence the evidence for its success would be a decline
in the number of such areas, and in the proportions of doctors and
patients in them. Even when the ratio of doctors to patients remains
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constant throughout the country there iS some risk, in pursuing this goal,
that the list sizes in those areas that remain designated would increase;
and the risk is greater still if, as has been the case in recent years,
the national average list size is growing. There IS, in other words, a
danger that a reduction in the extent of the problem will result in an
increase in the depth or intensity of it in the remaining under-manned

areas.

In the second interpretation of an "equitable distribution” the goal
would therefore be to reduce the range in average list sizes between the
best and the worst areas to the smallest possible distance, regardless
of the extra number of patients which such a pOlicy would bring within
designated arecas. The criterion used to judge the success of this policy
would be a statistical measure of arca variability in average list sizes,
ignoring for this purpose the total number of designated areas and the
proportions of prinoipals and patients in them.

An ideal pOlicy would seek to eliminate inequalities in both the
extent and depth of distribution, hut this is only feasible when the
national average list size is considerably less than the threshold of
designation. If, as in recent years, the national average is hovering
just below the threshold, then one's evaluation of the problem of mal-
distribution may vary quite considerably depending upon which of the two
alternative interpretations of an equitable distribution one adopts. The
following examples illustrate the point.

Assume first a patient population of 43 million, served by 19,000
doctors. The mean list size would be 2,579. In this situation the am
of the first approach would be to reduce the proportion of patients on
lists of 2,500+ to as low as possible, whilst accepting very large lists
as the probable price in those areas which are designated. On the other
hand, it is arguable that a fairer distribution would be one in which all
medical practice areas had an equal list size of 2,579 (or as near to
this target as possible), even though it would mean that every practice
area was designated and that all patients were on lists above 2,500.

The problem would then be extensive throughout the entire country, but
no deeper in ome areas than in others. 1t would be theoretically
possible, for example, to satisfy the first aim (i.e. to reduce the
extent of the problem) by having 95 per cent of the population on an
average list size of 2,475 and the remaining 5 per cent on an average
list of 12,760. At the other extreme, each medical practice area could
have an equal list size of 2,579. By rearranging the existing resources
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in these ways either 5 per cent or 100 per cent of the population would
be in designated areas; or any number Of mid-way points could be specified.

In this example we have taken an overall average list size in excess
of 2,500. If, as actually exists, the average list for the nation is less
than this figure, then We could in principle distribute the doctors
throughout the country in such a way that all patients would be on lists
below 2,500, and that all areas would be non-designated. As long as the
national average list size remains below the threshold of designation
then the goal of equalisation of list sizes can theoretically be achieved
without threatening an increase in the extent of the under-doctored areas.
However, the nearer the national average list is to the specified
threshold, the more perfectly distributed the doctors must be in order to
achieve this balance, and in practice a perfect distribution would not
occur unless the government assumed totalitarian powers of direction.
Since such an acquisition of power is out of the question there will always
remain a certain imbalance, and hence the two alternative interpretations
of an equitable distribution become relevant. For example, at a time when
the national average list sizc is rising (but assuming that it still
remains below the threshold) a reduction in the proportion of principals
in designated areas (a desirable goal relative to the first policy) may
only be achieved at the cost of increasing the disparity between list
sizes in the remaining designated areas and those elsewhere in the
country (an undesirable outcome relative to the second policy).

The interest in relating resources to population in this way is not
merely academic, for different interpretations of a desirable distri-
bution lead to different conclusions about the existing state of affairs,
and it is easy to confuse the two alternatives. As but one example,
the B.M.A. has consistently interpreted the increasing number of patients
in designated areas as evidence of the failure of the allowance, but in
fact it is evidence only of the failure to control the extent of the
problem, which, as we have seen, may not be the best am at a time when
list sizes are increasing across the country as a whole. The Review
Body, on the other hand, were clearly concerned in their most recent
(twelfth) report with the depth of the problem, and indeed the intro-
duction of a two-tier level of payment can only be justified in terms
of this particular interpretation of the nature of the problem.* Y et
the effect of reducing the number of areas with very high average lists

*There are other disincentives involved in the allowance which may in
practice frustrate the aims. See Chapter 12, page
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may, in certain circwnstances, be to increase the overall number of
designated and open areas. Here, then, is the dilemma. Of the two
extreme situations illustrated in the first example above it would
presumably be preferable for all patients to be on lists of 2,579 (i.e.
for all areas to be designated) than for 9 per cent to be on average
lists of 2,475 and the remaining 5 per cent on lists of 12,760. These
are, Of course, the extreme cases, but they illustrate the point that
an increase in the number of patients in designated areas at a time
when the national average list size is rising is not necessarily
evidence of a worsening distribution of manpower.

These alternatives can now be applied to the actual situation in
England. The extent of the problem of designated areas can be measul'ed
simply by counting the numbers of such aress at different dates, and
also the numbers of doctors and patients in them. Such a count, however,
reveals nothing about the relative depth of the problem in different
areas, for some areas require proportionally more doctors than others
in order to become de-designated. For example, at 31st March 1967*
there were 286 designated areas in England, and we have caloulated, for
each one, the number of extra principals required per million patients
in order to reduce the average list size for each area to 2,500. (By
expressing the number of extra principals as a rate per million patients
the problem of the differential sizc of the areas is overcome.) The
range was very wide - from 2.2 ner million patients in Ilkeston,
Derbyshire to 198.7 in Stockbridge, Yorkshire, confirming that the
general assignation "designated area’ conceals substantial quantitative
variations from one area to another. If We then take the "worst" 20
per cent of these designated areas (i.e. the 57 areas with the largest
shortfalls of doctors per million patients) we find that, at the time
in question, they contained a total of 1.7 million patients and required
an extra 156 principals to bring the average list in each area down to
2,500. The "best" 20 per cent of the areas (those with the smallest
shortfalls per million patieuts) contained 4.2 million patients and
required an extra 8 doctors. |If, therefore, these additional 89 doctors
had been optimally distributed throughout these "best" areas the effect
would have been to remove 4.2 million patients from the total number of
those living in designated areas. However, the same number of doctors
(89) optimally distributed throughout the "worst" areas would have
similarly affected only 1 million patients - less than a quarter as many -

#*This is the most recent date for which figures relating to individual
practice areas are available. Although the actual figures have
undoubtedly changed since then the principle which they are illustrating
remains wholly valid.
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although they would have helped to reduce the very large lists in these

places. Would the additional doctors be preferred in the former areas
(aiming to control the extensiveness of the designated areas) or in the
latter places (aiming to reduce the depth of the problem over a much
smaller geographical area)? Should a redistributive policy seek to

reduce the burden in those areas with the largest lists, or to ensure that the
greatest possible number of patients is on the lists of doctors in non-
designated areas? Is the success of redistribution to be measured in
terms of what happens to the "worst" 20 per cent of areas, or to the
designated areas as a whole? There are, obviously, no right or wrong
answers to these questions; the answer one gives depends upon one's
interpretation of an "equitable distribution™. The purpose of this section
has been to clarify alternative possible interpretations, and to show the
differential outcomes of each.

The Extensiveness of the Designated Areas

Tables 1.1 and 1.2 showed that from 1952 onwards the numbers and
proportions of patients and principals in designated areas in England and
Waes fell steadily each year, until by 1961-62 fewer than a fifth of
G.Ps. and patients were in these areas. That year, however, represented
the turning-point, and from then onwards the extent of the problem spread

rapidly, until by 1968-69 it was more extensive than in any year since
1952. The introduction of the designated areas allowance in 1966 had no
immediate affect upon the trend, for between 1966 and 1969 the number of
principals in these areas increased by 1,421 (28 per cent) and the number
of patients increased by 3.9 million (27 per cent). Neither figure is
consistent with an effective control over the extent of the problem, but
there are signs within the last year that the trend may have been halted
if not actuallY reversed, for between 1968 and 1969 the numbers and pro-
portions of principals and patients in designated areas actually fell for
the first time for eight years. It is, of course, unwise to place too
much emphasis upon a single year's figures, and in any case the decrease
is only of a small order (about 2 per cent), but it nevertheless represents
a disruption of what had been up to that point a regular and steady upward
trend for several years.

The same conclusion can be drawn from a simple count of the number of
designated areas. Table 2.1 shows the classification of practice areas in
England at the start of each year between 1966 and 1970. The total number
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of practice areas decreased from year to year due to the amalgamation of
several areas into larger units, but notwithstanding this fact the number
of designated areas rose from 241 in 1966 tc 323 in 1970, and from 1% per
cent to 20 per cent of the total number of medical practice areas. The
increase is not related to changes in the threshold of designation since
none have been made. As before, however, a halt in the upward trend is
clearly seen over the last year of the table (1969-1970), during which the
number Of designated areas decreased, even though the proportion remained
constant at 20 per cent. All the signs therefore point to a recent pause
in the expansion Of the designated areas, although whether or not it will
prove to be permanent cannot be determined at this stage.

The figures in Table 2.1 show net annual changes, and give no
indication of the gross changes of classification from one year to the next.
It is consistent with these figures, for example, for a large number of
designated areas to attract sufficient doctors to become de-designated, but
for a greater number Of open areas to lose doctors and become designated.
The problem might then be one of retaining doctors in marginal areas, and
different policies might be appropriate. Table 2.2 shows how the English
practice areas changed classifications oVer the period from 1st January
1968 to 1st Januvary 1969. The figures in the table are confined to those
areas which could be commonly identified at both dates, and the number Of

areas in the table is therefore less than the actual number of practice
areas in either year. Altogether 249 areaS (16 per cent) changed their
classification during the year, but twice as manwy open areas became
designated as vice-versa. There was thus a slight interchange between open
and designated areas, but there is no evidence in the table of substantial
numbers Of designated areas becoming de-designated, only to be replaced by
newly designated areas. Indeed, of the 289 designated areas at the
beginning of 1968, 262 (91 per cent) were still designated by 1969, whereas
of the 324 designated areas at 1st January 1969, 62 (19 per cent) had
become designated during the course of the year.

The steady annual accumulation of designated areas has meant that
areas which were designated when the allowance started in 1966 have generally
remained designated, with an increasing proportion becoming eligible for
the payment. Table 2.3 shows the classification at 1st January 1970 of
areas which were designated at 1st October 1966.* A distinction is made

*|st January 1967 in the case of those areas which were not eligible for
the allowance. - =
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between those which were and were not eligible for the allowance at each
date, and again the figures are limited to areas of England which could
be commonly identified at both dates. Of the 242 designated areas at the
start of the scheme which could be traced in 1970, a total of 193 (80 per
cent) were sStill designated some three years later; 45 (19 per cent) had
become open areas; three were classified as intermediate, and one as

restricted. A higher proportion oOf areas qualifying for immediate payment
of the allowance in 1966 had remained designated than those not qualifying
(88 per cent against 74 per cent), but this does not necessarily reflect
badly upon the allowance itself. It is probable that areas which were
immediately eligible in 1966 presented more chronic and intransigent
problems than the remainder, and would therefore not be expected to show
the same degree Of improvement in the following years. ¥hether or not
even the 12 per cent of these areas which subsequently became de-designated
would have done so in the absence of the allowance is a point upon which
we can only speculate, but what does not seem to be in dispute is the

fact that over the past four years as a whole the designated areas allow-
ance has had little apparent success in controlling the extent of the
maldistribution of family doctors.

The Depth of the Problem

In spite of the general and substantial increase since 1966 in the
numbers Of doctors and patients in designated areas, (which we have inter-
preted as a failure tO control the spread of the problem), it nevertheless
remains possible for an effective degree of redistribution to have taken
place if there is evidence of a trend towards the equalisation of list
sizes between different areas. It may be held, in other werds, that to
stress the extent of the problem iS inappropriate at a time when list sizes
are creeping Up everywhere, and that a more suitable approach would be to
examine variations in its depth. In a situation where more and more patients
and doectors each year are finding themselves in designated areas it would
be an indication of some form Of redistribution that the gap between the
very best and the very worst areas was narrowing. Unfortunately, the best
data are not available to test this. Ideally one would need the range of
list sizes for each type of practice area each year, but whereas these
figures are available for the country as a whole, it is only the average
(mean) list sizes which are known for each class of area. It is, however,
possible to use these data to construct a reasonably good picture of what
has been happening cver the past twenty years.

The general movement in average list sizes since 1952 has been discussed
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in Chapter 1, and the full figures are set out in Table 1.1. These show
that over the country as a whole (England and Wales) the average list
size fell until 1958, and has since been rising; but in the designated
areas the trend is different, for in the last four years the average list
size in these areas has been falling. This finding may at first seem
inconsistent with the earlier discovery that these areas became much more
extensive throughout the country during this period, but it well
illustrates the two alternati'le definitions of an "equitable distribution™.
Whilst the extent of the problem has worseneJ considerably over the last
few years, the situation in those areas which are designated has improved
somewhat. The reduction of the average list size in such places is
evidence of this improvement, and, although the figures are not available,
We would expect to find a reduction also in the proportion of principals
with very large lists (say above 3,000). An indication of the trend is
to be seen by comparing 1953 and 1969 in Table 1.1. In the earlier year
the average list size in England and Wales was 2,324, and 38.9 per cent
of the population were in designated areas. By 1969 the national average
list size had increased by 155, yet the proportion of patients in
designated areas had fallen to 36.7 per cent. At a time when the increase
in general practitioners fails to keep pace with popUlation growth this
kind of improvement is valid evidence of a movement towards a more equal
distribution of available manpower.

An alternative way of plotting the trend towards the equalisation of
list sizes is to express the average list sizes in the different types of
practice areas as a ratio of the national size (England and Wales —100),
and this is done in Table 2.4 for the years between 1952 and 1969. From
about 1953-54 onwards the ratios remained more or less constant for a
period of seven or eight years, even though during this period the percentages
of doctors and patients in the designated arcas were steadily falling. Thus
although the extent of the problem was gradually shrinking, the difficulty
of large list sizes in those areas which remained designated was not eased.
Fewer patients were on large lists, but where such lists continued to exist
they were, relatively, as large as ever. In recent years, however, the
trend towards equalisation is seen in Table 2.4 as a reduction in the range
between the designated and restricted areas. Between 1961 and 1969 the
ratio in designated areas fell from 120 to 114, and there was a correspond-
ing increase in the ratio for restricted areas from 68 to 75. In this
latter case, however, it must be remembered that in 1964 the Medical
Practices Committee changed the upper limit of a restricted area from
1,500 to 1,800 and this fact alone probably accounts for the big jump
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between 1963 and 1964 in the ratio for these areas. Nevertheless the
trend in the designated areas alone (which have not been affected by
changes of definition) is sufficient indication that a gradual movement
towards the equalisation of list sizes between different types of practice
areas has been underway since about 1961. In that year, for instance,
the average list size in designated areas was 75 per cent greater than

in the restricted areas, but by 1969 the excess had fallen to 51 per cent.
Over the same period the average list size increased by 3 per cent in

the designated areas, but by 19 per cent in restricted areas. This trend,
which has intensified in the last two years, has now been going for long
enough to encourage the hope that it is not a short-lived phenomenon, and
that a real process of change is under way to bring about a more equal
distribution of family doctors even at a time when there is a national
shortage.

The Impact of the Designated Areas Allcwance

Our conclusion from the preceding analysis is that although some
improvement in the distribution of doctors has occurred since the early
1960s, it is only the changes in the last year which might possibly be
attributed to the introduction of the designated areas allowance in 1966.
The current movement towards the equalisation of list sizes between
practice areas, which started in about 1961, was not noticeablY disturbed
in 1966, and the spread of the designated areas continued unabated until
1969-70. Even then, we cannot be sure whether the improvement noted in
1969 was due in any way to the allowance, or whether it resulted entirely
from the net increase in the number of G.Ps. in 1968 and 1969. There
remains, however, the important question of whether the allowance had been
in existence for long enough to have any effect upon the most recent
figures quoted in this section. Is it too early in 1970 to make a
realistic assessment of the impact of the scheme?

We can answer the question by considering what has happened to the
areas which were designated at the start of the scheme. Of the 274
designated areas at 1st January 1967, 105 (38 per cent) qualified for
the allowance. The figures in Table 2.3 showed that 83 per cent of
these areas which could still be traced three years later continued to
be designated, and the conclusion is consequently drawn that the effect
of the payment was insufficient to actually de-designate any more than
a very small proportion of them. However, these areas are by definition
chronically under-doctored, and even with the allowance they are unlikely
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to become de-designated within a short time. They are for this reason a
very Stringent measure of success. Wha of the 169 designated areas in
1967 which did not attract the allowance, and on which the payment could
therefore have exerted little influence? Of those which were still
designated two years later (i.e. at 1st January 1969) 63 per cent had
become eligible for the allowance, and three years later (Ist January
1970) the proportion had risen to 89 per cent. |If, therefore, we assume
that it will in any case take a few years for the inducement to affect
the mobility patterns of a significant number of doctors, it is clear
that even by 1970 the full impact of the allowance had yet to be felt.
It is estimated that only a little over half (55 pexr cent) of all the
designated areas in the country were eligible to receive the allowance
in 1970 (Table 2.5), and whilst this is a higher proportion than in 1967
it nevertheless means that for a large number of designated areas the
allowance has not yet had time to act as an effect!ve inducement.

Entrance into General Practice

So far in this chapter we have tried to assess the effect on the
distribution of G.Ps. of the various forms of control and encouragement
which are built into the administration of the National Health Service.
This has been done by plotting the changes in the extensiveness and
intensiveness of the designated areas since 1952, and also by studying in
detail what has happened to these arcas since 1966, when the allowance
was first introduced. We conclude this chapter by examining the entry of
doctors into general practice, and the negative control exercised in this
matter by the Medical Practices Committee. How is this control actually
exercised, and is it used to the fullest extent to divert incoming
doctors away from the restricted and intermediate areas?

A first glance at the number of principals admitted to the Medical
List each year might give the impression that the wnole problem could in
principle be solved by channelling all of one year's intake into the
designated areas. During the year ending 30th September 1968, for example,
1,063 principals were admitted to the List in England and Wales,11 and
this compares with the figure of 623 extra doctors needed at that time
to bring the average list size of all executive councils in England down
to 2,500 (see Chapter 3, page ). However, many of these new principals
were in any case going into designated areas as replacements for doctors
who had died or retired, and cannot therefore be included as part of the
potential "pool” from which these areas could be stocked. May more were
going as replacements into open areas, and it would have been pointless
if the channelling of these doctors into the designated areas had merely
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resulted in many of the open areas themselves becoming designated.

Table 2.6 shows the breakdown of these new admissions in 1967-68
by types of practice (new/replacement) and classification of area. The
figures are drawn from the 1967-68 report of the Medical Practices
Committee, and they include first admissions and re-admissions of
restricted and unrestricted princi pals.* A total of 403 doctors (38 per
cent of all admissions) were admitted to designated areas, almost all of
them as replacements for outgoing practitioners. A further 458 (43 per
cent) were admitted to open areas, most of them also as replacements.
Assuming that a failure to replace doctors in open areas would have
resulted in their becoming designated, thereby defeating the object of
the exercise, there were at most 201 extra doctors available to go into
the designated areas (that is, all those who in fact went into inter-
mediate and restricted areas). The M.P.C.'s control over admissions to
these areas may have meant that each admission was justified on the
circumstances of the case, and it is therefore possible that a more
effective distribution of new principals could not have been achieved
by the use of this particular device.** Evidence of the Committee's
deliberate bias in favour of the designated areas is to be seen in the
greater proportion of admissions to these areas (relative to the total
stock of principals) and in the refusal to sanction any new practices in
the restricted areas. Yet it is worth noting that if the Committee had
refused to accept any replacements in intermediate and restricted areas
the effect would have been to redistribute up to 200 doctors from these
areas to the designated or open areas, which is precisely the aim behind

the designated areas payments. The failure to replace doctors in
restricted and intermediate areas would mean either that the practices
must be dispersed,or that the remaining partners must take on the extra
patients, or that some internal mobility must take place within the areas.
In each case the average list sizes of the areas would increase, but this
is an inevitable consequence of any redistribution of doctors from
restricted and intermediate areas to open and designated areas.

Naturally, the designated areas would not have disappeared overnight

even if all 201 admissions had been diverted into them, but it would
obviously have made a significant contribution to the problem, and it seems
possible that the control over admissions of new principals to restricted
and intermediate areas could be exercised with greater rigour.

*Of the total of 1,063 admissions, 997 were first admissions, mostly of
doctors who were formerly in hospital or assistant posts; and 965 of
the admissions were of unrestricted principals.

*%#For example, failure to replace these doctors in intermediate and
restricted areas might have resulted in their becoming designated or
open (for example, in areas with only two or three doctors), in which
case the right to the admission of a replacement would be assumed.
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A second route into general practice is as an assistant, but this
route is not directly controlled by the Medical Practices Committee: a
doctor wishing to employ an assistant for more than three months merely
requires the approval of his executive council, although he may subse-
quently appeal to the M.P.C. if his request is refused.* The salaries
of assistants are paid directly by the principals who employ them, and
an allowance of £640 is paid (as from 1st April 1970) to principals
employing full-time assistants who have list sizes above 3,000. The
allowance is raised to £895 if the principal is also receiving a desig-
nated areas allowance. Although fewer doctors nowadays are prepared to
accept positions as an assistant because of the ease with which ordinary
and salaried partnerships can now be obtained, an assistantship remains
the route of entry into general practice for a significant number of
doctors. In most cases, however, it is now a short-term appointment
before entering the Medical List. No figures are available of the average
length of time spent as an assistant, but between October 1967 and
October 1968**395 doctors became assistants and 209 assistants became
principals out of a total number of 758 assistants in October 1967.
Although this total contained an equal number of men and women, the male
assistants who became principals during the year outnumbered the females
by three to one, and it would therefore be safe to assume that at |east
for men aiming to make a full-time career as a principal the average
time spent as an assistant is quite short.

The normal approval of the executive council and, where necessary,
the Medical Practices Committee, must be obtained before an assistant
can be admitted to the Medical List, and by this means an indirect entry
to practice in well doctored areas 1= avoided. Nevertheless, it seems
that the geographical distribution of assistants might be an important
link with the ultimate distribution of principals entering the List. In
1967-68, for example, just over a third of tie doctors who became
assistants were under 30 years of age and almost two-thirds were under 35.
These younger doctors have a greater potential for geographical mobility
than older established doctors (Chapter 5), and if they can be encouraged
to move to assistantships in the less well doctored arcas the prospects

% Paragraph 8(4)(b) of the Tems »f Service (Schedule | to SI 1210),
1966. It is understood that this appeals procedure is rarely used
(personal communication from the Department of Health and Social
Security) .

#%Information for the year 1968-69 was not included in the Annual Report
of the Department of Health for 1969.
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of their becoming principals in those areas seem good. Whatever one may
feel about an area before living in it, most people seem to be reasonably
attached to their localities after living there for a while. 13 In 1967-
68 almost 400 doctors became assistants, and whilst this number alone
would not completely eliminate the designated areas it would make a sub-
stantial improvement if they were all eventually to become principals

in designated areas. Where, then, are the assistants practising?

Figures are not available of the distribution of assistants by type
of practice area, or of the executive council areas into which they move,
but the total number of assistants in practice each year is analysed in
this way. Table 2.7 shows the distribution by standard regions of the
657 assistants employed in England at 1st October 1969, including the 17
who were also practising as principals. Over half of all the assistants
were in the South Eastern region and 93 of them were in Inner London - an
Executive Council which in 1969 contained no designated areas. South
East London, South West London and Middlesex together accounted for a
further 135 assistants in the South Eastern region, and these three
Councils each had a lower than average proportion of principals in
designated areas in 1969. By contrast the West Midlands, which in 1969
had the highest proportion of principals in designated areas, contained
only 50 assistants, and the two "worst” counties of the region,
Staffordshire and Warwickshire, between them had only 29 assistants. A
similar picture obtained in other regions and counties with heavy concen-
trations of doctors in designated areas. The East Midlands had 35
assistants, of whom only 9 were in Leicestershire, 5 in Northamptonshire,
and 6 in Derbyshire; the Northern region had 38 assistants, of whom only
16 were in Durham; and Yorkshire /Humberside had 50 assistants. East
Anglia contained few assistants, but the South West, which has no regional
manpower problems, had as many assistants as any region except the South
East. When the assistants are expressed as a percentage of all principals
in each region (last column, Table 2.7) the three Southern regions are
seen to have had the highest proportions, eVen though they each had
regional list sizes below 2,500 in that year. These figures probably
reflect the greater difficulty of moving from assistant to principal in
the South of England, and the consequent tendency for doctors to spend
more time as assistants in these regions. This would explain the grzater
number of assistants at any moment in time, but it reinforces the fact
that these doctors tend to be located in regions which have the least
need for them, and which offer fewest opportunities for promotion.
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The significance of the geographical distribution of assistants is
two-fold. In the short-term, assistants provide an extra pair of hands
and ease the workload of principals. In the longer term, assistants
become principals themselves in a fairly short time, and, as we have
suggested, the more assistants that can be employed in the chronicallY
under-doctored areas the more are likely to become principals there.

On both counts the geographical distribution of assistants is seriously
discrepant with an optimum distribution. In general, regions and counties
with the greatest shortages of doctors have the lowest numbers of
assistants, and conversely areas with the most assistants (particularly
the South East) are relatively well supplied with doctors. Unlike the
admissions to the Medical List, we have no clear idea of the general
grounds on which an executive council (and, on appeal, the Medical
Practices Committee) decides either to accept or reject an application
to employ an assistant, and since the distribution of assistants by type
of practice area is not published we do not even know whether any
serious attempt is made to control the number of assistants going into
restricted or intermediate areas. In the absence of such knowledge it
would be unwise to place too much emphasis on the possible benefits
which might result from a more rigorous control by the M.P.C. over the
location of assistants, but the situation outlined in this section at
least gives rise to the question of whether decisions about the employ-
ment of assistants take sufficient account of national manpower
requirements.

Summay

A number of different processes in the primary medical care system
may affect the distribution of family doctors. Changes in the number of
doctors in any defined area are the net result of gains and losses to
and from various other sources (including other areas of the country),
but current manpower policy aims more to stimulate the gains than to
control the losses. In fact, however, the failure to achieve or maintain
the desired number of pr:rncipals in «n area may lie as much in the
inability to retain those who once practise there as in the incapacity to
attract new principals in the first place, and there are general grounds
for holding that an equal distribution is more likely to be achieved if
mobility is kept at a low level.

The movement and settlement of doctors is thought to be influenced
in part by the controls and incentives manipulated either by government
or by specially established bodies. The element of control is exercised
by the Medical Practices Committee, whose members have the statutory




power to refuse doctors' applications for admission to the Medical List
in areas which, in the Committee's opinion, already have a sufficient
number of doctors. The incentives take two main forms: the first, an
Initial Practice Allowance to provide an income "cushion" for doctors
setting up practice in designated areas, and the second, the Designated
Areas Allowance, first introduced at a flat rate in 1966, and amended in
1970 to a twa-tier payment providing an increased incentive in areas
characterised by very high average list sizes. In assessing the impact
of these controls and incentives on the distributicn of medical manpower,
two methodological problems must be noted. First. there is the diffi-
culty of deciding whether any observed changes in the distribution of
doctors can really be attributed to these measures, or whether the changes
would have happened in any case. The question can never fully be resolved,
but some insight can be gained by tracing area trends since the inception
of the National Health Service, and also by examining in detail the rate
of the designated areas following the introduction of the allowance. The
second difficulty concerns the measures used to plot changes in the
distribution of doctors, and the different perspectives created by
different measures. A distinction is drawn between the extensiveness of
the designated areas (measured by such indices as the number of these
areas and the proportions of principals and patients in them) and the
intensiveness or depth of the problem (measured by the range between the
highest and the lowest average list sizes). It is possible for the
spread or extensiveness of the designated areas to be confined to quite

a small area whilst accepting some extremely large list sizes as the
price in those places which are designated; and conversely, the price of
eliminating these very high list sizes at a time when the popUlation is
growing at a faster rate than the total stock of doctors may be an
increase in the number of designated areas and of patients and doctors in
them (depending upon the average list size fer the country as a whole).

Using these two alternative definitions of an "equitable
distribution”, the evidence shows that the extent and coverage of
designated areas diminished each year between 1952 and about 1961, but
that there has since been a reversal of the trend, with fairly large
annual accretions to the total number of designated areas, and to the
proportions of doctors and patients contained in them. There are,
however, some recent signs (first glimpsed in 1968 and repeated in 1969)
that this upward trend may have been arrested, although it will be
several years before any permanent change can confidently be assumed. The
introduction of the designated areas allowance in 1966 does not seem to




have had much effect upon the extent of the problem, for almost nine

out of every ten areas which attracted the allowance in 1966 were still
designated at the beginning of 1970. The slight improvement since 1968
may have been due in part to the effects of the allowance, but it is
impossible to say with any certainty how much is also due to the net
increase in general practitioners during the last two years. It is, in
any case, too soon after the introduction of the allowance to expect any
dramatic improvements, not only because the situation is too complex to
be changed overnight, but also because even by 1970 the fUIl impact of
the allowance had yet to be felt. Because an area must be continuously
designated for three years before becoming eligible for the allowance
there has always been a gap between the total number of areas and those
eligible for the allowance, and even by 1970 only a little over half

(55 per cent) of all the designated areas in England were attracting the

allowance.

In spite of the substantial increase in the numbers of doctors and
patients in designated areas since about 1962 (which We have interpreted
as a failure to control the spread of the problem), there has neverthe-
less been a slight improvement in the depth of the problem during this
period. In other words, although a greater area of the country is now
designated than in 1962, the range between the average list sizes in
designated and restricted areas has narrowed over this period, having
remained more or less constant during the previous decade. Indeed, the
average list size in des:gnated areas has actually been falling in the
last four years, in contrast to an above-average rate of increase in
restricted areas. The reclassification of restricted areas in 1964
doubtless added a spurious semblance of acceleration to the process, but
the trend has now been going for long enough to encourage the hope that
it is not a short-lived phenomenon, and that a real process of change is
under way to bring about a more equal distribution of family doctors
even at a time when there is a national shortage.

Finally, there is some evidence that doctors entering general
practice, whether as new principals or as assistants, could make a
significant contribution to the under-doctored arcas if they could be
persuaded to practise in them, In the case of admissions to the Medical
List, we merely point to the apparent lack of consistency between the
pOlicies of the Department of Health and the practices of the M.P.C. in
this respect. In the case of assistants entering general practice, the
evidence suggests that more could be done to help the under-doctored



areas by encouraging new assistants to go to them. This would not only
provide immediate relief to the doctors in such areas, but might also
encourage more assistants to become principals in them. At present a
doctor who wishes to employ an assistant for more than three months
does not require the consent of the M.P.C. (which only acts as a court
of appeal), but the only direct financial inducement for doctors in
designated areas to take an assistant is an extra £255 on the assistant's
allowance. There seems to be a good case for fupther encouraging G.Ps.
in designated areas to employ assistants, both by increasing the
allowance in those areas, and by tightening the control of the Medical
Practices Committee over the location of assistants.
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TABLE 2.1:
CLASSIFICATION OF PRACTICE AREAS AT 1st JANUARY 1966-1970
(England)

Source: Medical Practices Committee Lists

' TYPE OF AREA: '
Y ear Designated Open Intermediate Restricted All Areas
No. % No. % No. % No. % No. %
| 1966 241 14 662 38 253 15 572 33 1,728 100
" 1967 274 16 612 36 278 16 557 33 1,721 100
1968 318 19 534 32 289 17 517 32 1,658 100
1969 32 20 467 29 329 20 493 31 1,621 100
I 1970 323 20 425 27 330 21 508 32 1,586 100
TABLE 2.2:
COMPARATIVE CLASSIFICATION OF PRACTICE AREAS AT 1st JANUARY 1968 AND 1969
(England)
Source: Medical Practices Committee Lists
Classification CLASSIFICATION AT 1st JANUARY 1969:

at 1st January : - . All
1968 Designated Open Intermediate Restricted Areas

Designated 262 26 1 - 289

Open 57 394 58 1 510

Intermediate 5 40 222 13 280

Restricted - 4 U4 463 511
J All Areas 324 464 325 477 1,590

Note: the figures in this table are confined to areas which could be commonly

identified at both dates.
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TABLE 2.3:
CLASSIHICATION AT 1st JANUARY 1970 OF ALL DESIGNATED AREAS
AT 1st OCTOBER 1966
(England)

Source: Medical Practices Committee Lists

CLASSIFICATION AT 1st JANUARY 1970:
Areas Designated Open Inter- Restricted All Areas
Designated at L . mediate
1st October EI;glbIe Ntﬁt elig-
1966 or Ible for
Allowance Allowance
No. % No. % No. % No. % No. % No. %
Eligible for 80 86 2 2 10 11 1 1 93 100
allowance
"Not eligible N 66 12 8 35 23 2 2 1 1 149 100
for allowance
All designated 179 74 14 6 45 19 3 1 1 242 100
areas

Note: the figures in this table are confined to areas which could be commonly identified
at both dates-

. As at 1st January 1967
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TABLE 2.4:

AVERAGE LIST SIZE BY TYPE OF PRACTICE AREA AS A RATIO

OF THE NATIONAL SIZE, 1952-1969

(England and Wales = 100)

Source: Annual Reports, #Ministry of Health

Year Designated | n?gre::] eadr}gt e Restricted
1952 117 90 65
1953 117 94 69
1954 120 97 67
1955 120 93 68
1956 119 98 68
1957 117 100 67
1958 116 9 69
1959 120 99 69
1960 119 99 70
1961 120 9 68
1962 119 100 70
1963 118 9 71
1964 117 100 74
1965 117 9 73
1966 116 98 74
1967 115 97 74
1968 114 97 73
1969 114 97 75




DESGNATED AREAS ELIGIBLE FOR THE ALLOWANCE, 1967-1970

Source:

(England)

Medical Practices Committee Lists

Total Number of

Areas Qualifying

Date Designated Areas For Allowance

No. %

1st January 1967 274 105 38

1st January 1968 318 125 39

1st January 1969 332 18y 55

1st January 1970 323 | 178 55
TABLE 2.6

_‘

ADMISSON OF PRINCIPALS TO

HE MEDICAL LIST BY

NEW/REPLACEMENT PRACTICES AND TYPE OF PRACTICE AREA, 1967-68

(England and Wales)

Source: Annua Report of Medical Practices Committee, 1967-68
i TYPE OF PRACTICE |
Admissions as

Pr a?t/PgeOL rea Pr al\clz?/ivces Replacements Total Pelg;‘?ﬂ 2?331 :(s) fa"? !

1st October. 1969
Designated 27 376 ‘403 6.1%
Open 2 436 458 5.7%
Intermediate | 5 117 122 3.7%
Restricted - 79 79 3.9%
Total 1,008 1,062{c 5.3%

I 5S4

*The total number is given as 1,063 in the annual report of the Department of
Health (1968).
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TABLE 2.7:

NUMBER OF ASSISTANTS AT 1st OCTOBER 1969 BY STANDARD REGIONS

(England)

Source: Unpublished data. Department of Health and Social Security

Standard Region ANS(;SiStangS Ra't?essl;gtré'?:lzuasznd
' ! Principals
North 33 6 29.0
Y orkshire/Humberside 50 8 26.1
East Midlands 35 5 26.5
East Anglia 21 3 ’ 30.1
South East 334 51 45.4
South West 66 10 38.6
West Hidlands 50 8 25.4
North West 63 9 24.1

Total. England I 657 100 | 34.8
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CHAPTER 3

THE DISTRIBUTION OF PRINCIPALS

"Where are the designated areas? | just
always think of Birmingham."

- G.P. in Wiltshire
"Lord knows. In Wigan, | suppose.”

- G.P. in Sussex

In the previous chapter we attempted to operationalise the concept
of lithe distribution of doctors" by describing alternative ways of
defining inequalities of distribution.* on the one hand we may be con-
cerned with the geographical spread of designated areas and seek to
contain them to as limited an zrea as possible; on the other hand we may
regard the depth of the problem in some areas as being the more salient,
in which case the primary aim would be to reduce the very high list
sizes in them. Ideally both types of maldistribution should be eliminated,
but as long as the national average list size remains close to 2,500 (and
as long as this continues to be regarded as the maximum list "‘hich a
doctor can adequately handle) then the effect of securing an improvement
along one dimension may be to worsen the other dimension. A very broad
summary of the trends examined in the previous chapter is that when the
total stock of principals in England started to fall in the early 1960's
a reduction in the number of areas with very high list sizes was only
achieved at the expense of a rapid increase in the total number of
designated areas., Conversely, had it been possible to control this
increase, the probable outcome would have been very high list sizes in
those places which did remain designated.

The next step must now be taken of applying the analysis to sub-
areas of the country, to show exactly where G.Ps. are¢ practising and
where the shortages are most acutely felt. At 1st January 1970, a fifth
of all medical practice areas were designated, and they contained some
six and a half thousand doctors and over eighteen million patients.
Where were these arecas located, and which ones suffered the greatest
shortage of doctors?

A — e ——_———

*The context of the rescarch obliges us to cast the definition in terms
of the numerical relationship between doctors and patients, although the
point was made in Chapter 1 that this is merely one of several possible
definitions, and may not be the most realistice
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Before starting the analysis some attention must be given to the
question of methods. The twe alternative ways of defining inequalities
of distribution may yield conflicting conclusions with respect to any
area or group Of areas, for places which have quite large concentrations
of doctors in designated areas are not always those with the greatest
shortage.* The reasons for this paradox will emerge later, but its truth
can be illustrated through the case of the North Riding of Yorkshire,
which, in spite of having an average list size of only 2,443 in 1969 (and
therefore no overall shortage of doctors), nevertheless had half of all
the principals in the county working in designated arcas. Conversely,
the Southend Executive Council had a short-fall of 16.6 doctors per
million population in 1969, cven though none of the doctors contracted
with the Council were in designated areas. There is thus no single
answer to the question of where the under-doctored areas are located, and
in this chapter four different approaches will be used, based upon the
concepts of extent and depth on the one hand, and absolute numbers
against rates on the other:

Absolute

Nubers ~  HoreS
Extent of problem 1
Depth of problem 3 4

The concepts of extent and depth have already been discussed at
considerable length. In applying them tc the geographical location of
under-doctored areas we may either count the number of doctors (or
patients) in designated areas in each standard region, geographical
county, executive council, or Whatever area unit is chosen (which is a
measure of extent); or we may calculate the short-fall of doctors in the
different places (which is a measure of depth). Both methods are valid
indicators of a shortage of doctors, but each reveals a different aspect
of the problem.

The need to distinguish between absolute numbers and rates is
simply to overcome the problem that established and recognised area units
(such as standard regions, executive councils etc.) vary enormously in

*Throughout this chapter the phrase "shortage (or short-fall) of doctors"
is used to denote the number of extra doctors required in any unit to
bring the average list size down to 2,560, The number may be expressed
raw, or as a rate per million patients in the unit. Conversely, the
"surplus" of doctors in an area is defined as the excess above the
number required to achieve an average list of 2,500. The surplus may
also be expressed raw or as a rate per million patients.
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size, and that direct comparisons cannot therefore be made between them
in terms of, say, the number of doctors practising in designated areas.
In 1969, for instance, Lancashire had 909 doctors in designated areas
and Cambridgeshire had only 11. These absolute numbers may be relevant
for analyses at the national level, for they show that, however large a
proportion this might represent of all doctors in Cambridgeshire, the
contribution of the county to the national situation was negligible. If,
however, we wished to know whether the spread of the designated areas
was relatively more extensive in the one county than in the other, their
differences in size must be controlled by expressing the number of
doctors in designated areas as a proportion of all doctors in each county.
Similarly, the shortfall (or surplus) of doctors in each area unit might
be expressed as a raw number or as = rate per million patients in the

umits.

Tho first and most simple method of measuring inequalities in the
distribution of G.Ps. is to count the number of doctors in designated
areas, and to group the figures by standard regions, geographical
counties, executive councils, and, in some cases, medical practice areas
(cell 1 in the figure). The method shows, with increasing precision as
the units get smaller, exactly where these doctors are practising, and
is important in relating regional and area analyses to the total
national situation. The second method of measuring inequalities in the
distribution of family doctors is to express the number of doctors in
designated areas as a percentage of all doctors in the unit (cell 2 in
the figure). The reasons for doing this have already been discussed.
These first two methods, based upon a simple count of the number of
doctors in designated areaS (whether or not they are receiving the allow-
ance) in whatever geographical units are chosen, describe the extent of
the problem throughout the country. Fom the national perspective they
yield critically important indicators of the location of under-doctored
areas. But although they faithfully reflect the dimension of extent or
spread, they give no clear indication of the depth of the problem in any
individual locality, because, as we have already seen, units which con-
tain even quite large proportions of doctors in designated areas do not
necessarily have a greater short-fall of doctors than other places with
lower proportions. The reason for this apparent illogicality is that
whereas the administrative distinction between a designated and a non-
designated area is clear and usually unambiguous, the average list size
within a designated area may range anywhere from just over 2,500 to
4,000 and beyond. It is thus possible for a unit composed of several
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medical practice areas (such as a geographical county) to have quite a
large proportion of doctors in areas which are "only just” designated
(that is, with average list sizes only a little above 2,500) and which
consequently require relatively few extra doctors to become de-designated;
and for another unit to have a much smaller proportion of doctors in
"heavily" designated areas which would need many more additional doctors
to become de-designated. In short, even within the designated areas,
which are administriltively indivisible units, there is a very wide range
in the shortage of G.Ps.

The third method of measuring inequalities in the distribution of
G.Ps. overcomes this difficulty by stating the number of extra doctors
needed in a unit to reduce its average list size to 2,500 (cell 3 in the
figure). This is obviously a very different kind of measurement from
the first two, and the results which it produces are consequently
different. It is a good measurement for policy purposes because it indi-
cates how many doctors must be attracted to particular areas of the
country in order to eliminate the designated areas in them, and from this
point of view it is more valuable than a simple count of the number of
doctors in designated areas.

Two important considerations stem from this approach. Firstly, by
calculating the shortfall of doctors it is possible to distinguish units
requiring extra doctors in order to eliminate the designated areas in
them from those which could achieve the same result merely by redistri-
buting the existing doctors within the unit. Whenever there is a
surplus in any unit it would be possible in principle to eliminate all
the designated areas in that unit merely by rearranging the existing
doctors; and this can always be done regardless of the actual proportion
of doctors in designated areas. The extreme example is the case of
England as one single unit. In 1969 the average list size for the whole
country was 2,495 and hence there was a very small surplus of G.Ps. (35).
It would therefore have been possible in principle to eliminate all
designated areas without the addition of one single doctor! Such a
redistribution would be quite impossible in practice at this level, but
the smaller the unit the greater may be the likelihood of achieving a
redistribution of existing doctors.

The second consideration, as we have seen, is that even among units
which do actually need extra doctors, some need a good deal more than
others. This can be put the other way round by saying that for the
addition of a given number of doctors, many more people might be brought
within list sizes of under 2,500 in one unit than in another, and it




raises again the question of whether a redistributive policy (assuming

It were effective) should aim primarily at reducing the burden in the
smaller number of heavily under-doctored areas, or at securing the great-
est possible number of patients on lists below 2,500. Examples of how
this choice works in practice will be discussed later in the chapter, but
immediately the problem arises of comparing the relative depth of the
problem between units. The shortfall of 107 doctors in Lancashire cannot
be compared directly with the three in Huntingdonshire (1969 figures)
because the sizes of the two counties are so very different.

As before, the solution is to standardise, this time for population
size, by expressing the shortfall of doctors as a rate per million
patients. This constitutes the fourth method of measuring inequalities
in the distribution of G.Ps. (cell 4 in figure). Units which have the
highest rates are those in which the smallest number of patients would be
brought within an average list size of 2,500 or less by the addition of
a given number of doctors. In the example just quoted, Lancashire had a
shortage of 20 doctors per million patients in 1969 while the shortage
in Huntingdonshire was Il per million.

The Choice of Area Units

Already the reply to the question 'where are the under-doctored
areas?" is more complex than might at first have appeared. The analysis
in this chapter will use four differing ways of answering the question,
each presenting a different aspect of the pattern of under-doctored areas.
One further complication must first be considered - the choice of appro-
priate geographical units. The reply to the question 'where are the under-
doctored areas?" might make reference tO standard regions, geographical
counties, executive councils, or even medical practice areas. There are
other possibilities, but the diversity is limited for practical purposes
by the form in which vital information is made available.

There is a clear advantage in first presenting the material on a
broad regional scale and then investigating more detailed sub-regional
patterns, and this method of attack is adopted here; but it must be under-
stood that the four measures used are not all cumulative between each
stage. A simple count of the number of doctors in designated areas (method
one) is cumulative. Thus the number of designated doctors in the Northern
region is the cumulative total of all such doctors in the five counties of
the region, and the county totals are in turn the sum of all the doctors
within each executive council. Figures of the shortfall of doctors in
each unit (method three) are not cumulative, howaver, because the larger
units often conceal wide and significant differences between their
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constituent parts. In the Northern region, for example, the average list
size for the region as a whole in 1969 was 2,529 and the absolute short-
fall of doctors was 15. One or two of the counties in the region, however,
had quite large shortfalls, and the total number of extra doctors required
in the region in order to bring the average list size for each county down
to 2,500 was 55 - assuming, of course, that there was no movement of
doctors from one oounty of the region to another. When the analysis is
further broken down into executive councils the total shortfall was even
higher (73), and although the figures for 1969 are not available it is
probable that the summation by medical practice areaS would have revealed
an even higher total.

As this example demonstrates, the smaller the unit chosen, the
greater appears to be the national shortfall of doctors. When the largest
possible unit is taken - that is, England as a whole - the shortfall in
1969 was zero, because the national average list in that year was 2,495.
By standard regions the shortfall was 356; by geographical counties it
was 544 and by executive council areas it totalled 660. The elimination
of designated areas at a time when the national average list size is only
a little below 2,500 thus depends to some extent upon the maximum area
within which doctors are prepared to move and settle. |If most doctors
were willing to settle in any part of England then the problem would be
simplified, for at the national level there are (just) enough doctors to
eliminate all designated areas. Most doctors are evidently not as mobile
as this, but it may be the case that, with an appropriate structure of
incentives, they are prepared to consider most places within any region.
If such potential could be realised then it will be seen that some regions
could eliminate their designated areas by an internal redistribution,
without recourse to the influx of extra manpower. |If, however, the county
is the largest target area for doctors choosing a practice location then
the relationship between redistribution and new resources shifts again.
The ultimate question raised by this line of thought is: what geographical
areas must achieve list sizes below 2,500 in order to be considered
adequately stocked? Current policy identifies the medical practice area
as the critical unit, but the boundaries of these areas are arbitrarily
determined (they are not deliberately planned, for example, to delineate
the optimum range of G.Ps.), and it may transpire that they are entirely
inappropriate units by which to judge the adequacy of staffing. In short,
it is not merely for convenience in presenting data that the analysis
will range over different types of geographical units. The different
patterns revealed at each successive stage will be of central importance
in drawing implications from the survey d~ta about future policy.
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The figures in this chapter are drawn frcm three main sources, each
of which is correct to a different date. Figures of the numbers of
doctors in each type of medical practice area, by executive councils,
are supplied by the Department of Health and Social Security. They are
correct at 1st October 1969, and can be used in conjunction with population
data to produce the four measures of under-doctoring for executive councils,
geographical counti.es, and standard regions. Secondly, a separate list
has been made available by the Medical Practices Committee of the classifi-
cation of each practice area in the country. This list is correct at 1st
January 1970, but it contains no information at all about the number of
doctors or patients in each area. The most recent available analysis of
this information by medical practice areas was made by the M.P.C. in March
1967, and is the third SOurce of information relating to individual
practice areas. It is probable that these figures correspond poorly with
the actual situation in 1969, partly because some of the figures were out-
of-date even in 1967, and partly because the situation is known to have
changed considerably in the intervening years; but they are the best that
are available. They will be used sparingly, and with the reservation
that they may not provide a very good indication of the current situation.

The Analysis by Standard Regions

Table 3.1 groups the information by the eight standard regions of
England.* The first column shows the total number of principals in each
region at 1st October 1969, and the second column contains the number of
principals within each region who were practising in designated areas at
that time (whether or not they were receiving the allowance). Almost a
quarter of all the G.Ps. in designated areas were in the large South
Eastern region (24 per cent), a fifth were in the West ilidlands (20 per
cent), and 17 per cent were in the North West. By contrast, the South
West contained only 2 per cent of these doctors and East Anglia had fewer
than 1 per cent.

When the doctors in designated areas are expressed as a percentage
of all principals in the regions the perspective changes (column 3). The
South West and East Anglia still had very low prcportions (7 per cent and
5 per cent respectively), but the West Midlands stood out clearly as the
region with the highest prcportion of doctors in designated areas (65 per

*For the purposes of this section the whole of Derbyshire had been
included in the East Midland region, and Poole (Dcrset) has been
included in the South Western region. Otherwise the regional boundaries
used in this analysis correspond exactly with the official definitions
(See: Abstract of Rerional Statistics, No. 6, Appendix I, H.H.S.O. 1970).
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cent), followed by the East Midlands (57 per cent), the North (53 per
cent), Yorkshire/Humberside (48 per cent) and the North West (42 per cent).
The South East, in spite of having the greatest absolute number of

doctors in designated areas, had a proportion well below the national
average ~ only one doctor in five (21 per cent) in the South East was
practising in a designated area in 1969. The overall position is seen at
a glance from Mg 3.1. Immediately the North/South split is apparent.
Relative to the number of principals in each region the South of England
had many fewer designated doctors than the North, which in turn was
slightly better off than the Midlands. The widespread prevalence of
designated areas in the West Midlands is particUlarly noticeable. In all,
more than half (52 per cent) of all doctors to the North of a line from
the Wash to the Severn were in designated areas in 1969 compared with only
18 per cent to the South, and it can be seen from previous reports of the
Department that the gap has been steadily widening over the past few years.

The fifth column of Table 3.1 gives the average number of patients
per principal in each region, and the last tw» columns show the surplus(+)
or shortfall (-) of doctors in each region relative to a regional average
list size of 2.500 (that is, assuming there was no inter-regional move-
ment of G.Ps.). The absolute surplus or shortfall of doctors for each
region is shown in column 6, and column 7 expresses the figures as a rate
per million patients in the region. The three Southern regions each had
a surplus of practitioners in 1969, which means that all the designated
areas within them could have been eliminated by an optimum internal
redistribution. The other five regions each had average list sizes above
2,500 in 1969, and between them they would have needed an extra 356
doctors to reduce the regional averages to that figure. By definition,
none of these extra doctors could have been found from within the regions,
although it is also seen that the reauisite number of doctors could have
been drawn from among the three Southern regions without raising list
sizes there above the threshold of designation. The West Midlands had
the greatest absolute shortfall in 1969 (-113 doctors), followed by the
North West (-108}), the East Midlands (-74), Yorkshire/Humberside (-46),
and the North (-15).

When the surpluses and shortfalls are expressed as rates per million
patients the two Midland regions stood out dramatically with very high
shortfalls indeed. The visual impact of Mag 3.2 is strong, confirming
that at the regional level the Midlands suffered the most intense depri-
vations of manpower. Not only Were designated areas very prevalent, but
list sizes were also very high in comparison with the rest of the country.




- 70 -

The North West had the next highest standardised shortége of doctors
(-15.9 per million patients), and then came Y orkshire/Humberside (-9.4)
and the Nortk (-4.5). Of the three Southern regions, the South East had
a more modest proportional surplus (+9.9) than either East Anglia (+30.2)
or the South West (+47.0). The overall national picture (Mg 3.2) is
consequently one of an increasing shortage of G.Ps. as one moves from the
Scottish border to the Hidlands, with a relative abundance to the South
of the Wash-Severn line. At this regional level, therefore, it can be
seen that the depth of the problem of under-doctored areas varies between
different parts of the country even when the extent of it appears to be
similar. It is seen from Table 3.1, for instance, that 57 per cent of
principals in the East “idlands were in designated areas in 1969 compared
with 50 per cent in the North and Yorkshire/Humberside combined; yet
whereas 74 extra doctors in the former region would have brought some three
and a half million patients within a regional average list of 2,500, 61
extra G.Ps. in the latter regions would have done the same for more than
eight million patients. It is a question of policy whether, given the
option, a hundred new doctors would have been preferred in the East
Midlands (which would have eased the intensity of the problem over a
smallish area) or in the North and Y orkshire/Humberside (which would have
affected patients over a much wider area).

The Analysis by Geographical Counties

We now move from the broad overview of the regional analysis to the
finer and more detailed patterns revealed by individual counties. The
effect is analogous to that. in microscopy, when the fccus control is
turned further round and new shades and contours spring into view where
formerly there had been only an arza of apparent uniformity. Table 3.2
sets out exactly the same information as Table 3.1, but this time broken
down by geographical counties to reveal the sub-regional patterns.*

The figures help to clarify the components of the gross regional
patterns. The South Eastern region was shown to have the largest absolute

number of doctors in designated areas in 1969, but several counties in the
region had very few. There were no designated doctors at all in Sussex
and Inner London, and Oxfordshire (16) and Hiddlesex (38) each made

%411 county boroughs have been included with the counties in whose
boundaries they lie; the Isle of Wight had been included with Hampshire
and the Isles of Scilly with Cornwall; and, because oOf its size, the
geographical county of Yorkshire has been treated as three separate
Ridings. In London the boundaries of the metropolitan executive
councils have been followed to yield the five "counties" of Inner London
North East London, Middiesex, S.E. London and Kent, and SW. London and
Surrey.
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negligible contributions to the regional picture. The other counties of

the region, by contrast, each had quite large numbers of designated
doctors, particularly those in the Eastern part of the region: Essex
(174), North East London (254) and South East London and Kent (284)
between them contained almost half (47 per cent) of all designated
doctors in the region. Of the five counties in the Hest Midlands,

Herefordshire and Shropshire between them contained only 19 doctors in
designated areas in 1969, and Worcestershire had 117. About nine out of
every ten designated doctors in the region were thus practising in the
two counties making up the bulk of the Birmingham conurbation - Warwick-
shire (621) and Staffordshire (531). In the North West, Lancashire had
909 doctors in designated areas and Cheshire had 194, Of the East Midland
counties, Derbyshire (207) and Leicestershire (204) contained the largest
numbers of designated G.Ps. but the remaining three counties in the region

alse had significant numbers - Nottinghamshire (177), Lincolnshire (147}
and Northampshire (103). The West Riding Of Yorkshire accounted for over
three-guarters (78 per cent) of all the doctors in designated areas in
the Yorkshire /Humberside region; and in the Northern region Durham (422},
Northumberland (110) and the Korthk Riding (138) were almost the only
scorers. Cumberland and Westmorland between them contained only 31 of

these doctors.

Within regions there were thus considerable local concentrations of
designated areas, and every region except the East Midlands and Yorkshire/
Humberside had at least one county with nO designated arecas at all.
Looking at the country as a whole six counties or clusters of counties
seem to have had particularly heavy concentrations of designated areas,
together accounting for three-quarters (76 per cent) of all principals in
the designated arcas of England in 1969. The first cluster centred on
the Birmingham conurbation, where the counties of Staffordshire and
Warwickshire between them contained almost a fifth (18 per cent) of all
designated doctors in England. To the Nerth and East, the counties of
Derbyshire, Leicestershire and Nottinghamshire had a combined total of
588 principals in desighated arcas, making up a second distinct cluster.
The third group of counties is located at the Northern and Eastern
boundaries of London, where the home counties of Essex, Bedfordshire,
Herefordshire, North East London and South East London accounted for a
further 16 per cent of all =.Ps, in designated areas in England. LancaShire
and the West Riding of Yorkshire each stand alone, by ‘rirtue mainly of
their size, as two further areas with obvious concentrations of designated
areas: and a final cluster isS made un of Durhom and the urban areas of
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Northumberland, which together contained about 8 per cent of all
designated principals in 1969.

With this distribution in mind the inter-county contrasts can now
be madge. Map 3.3 shows the percentage of doctors in designated areas in
each geographical county, and it is based on column 3 of Table 3.2. In
general, the counties with the highest percentages tended to be among those
making up the six sub-regional clusters just described, and conversely
most counties with very few principals in designated areas also had very
low percentages. The reazon is that as the units of analysis get smaller
so there is a tendency towards a greater homogeneity of population size.
Durham stood out as the most heavily designated county in England in 1969,
with 82 per cent of its principals practising in these areas. The two
heavily designated counties around the Birmingham conurbation also had
very high percentages (75 per cent in Warwickshire and 80 per cent in
Staffordshire), and in the East Midland cluster Leicestershire (68 per
cent) and Derbyshire (60 per cent) were well above the overall nation?.!
figure. In the home counties, Bedfordshire (79 per cent) had an excep-
tionally high proportion of principals in designatec areas, and although
none of the other home counties approached this figure, the percentage
was nevertheless high in North East London (54 pexr cent) and Hertfordshire
(43 per cent). Other individual counties with fairly high percentages
included Northampshire (58 per cent), Worcestershire (45 per cent) and
the East and North Ridings (52 per cent and 49 per cent respectively).
Lancashire's enormous size reduces the significance of the fact that it
had more doctors in designated areas than any other single county, for
although the percentage Was quite high (45 per cent) it was by no means
among the worst counties. Similarly in the West Riding, which had the
second largest number of designated doctors, the percentage was only 48.
At the other end of the scale, 13 counties had fewer than one in ten of
their doctors in designated arcas, and of these only Westmorland and
Herefordshire lay to the North of a line from the Wash to the Severn.

The remainder were located in the South West, East Anglia, and in the
Southern home counties.

In all, 25 of the 42 counties of England had average list sizes
below 2,500 in 1969, which means that all the designated areas within them
could in principle have been eliminated by =n internal redistribution of
manpower. If the surplus of G.Ps. in each county had in fact been
perfectly redistributed, then the overall number of designated principals
in England would have fallen by as much as a fifth, for in spite of
having list sizes below 2,500 some of these 25 counties contained quite
large nurrbers of doctors in designated areas. Cheshire, for example,
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had 134 such doctors, Lincolnshire 147, South West London 146, Hampshire
139, and the North Riding 138. The 17 counties with average list sizes
above 2,500 would have needed an extra sus doctors between them to
reduce the county averages to that figure. By definition, none of these
extra doctors could have been found from within the 17 counties them-
selves, although they could theoretically have been drawn from the other
counties without raising the average list in any county above 2,500,
Moreover , Seven of these 17 counties were in standard regions with an
overall surplus of doctors, which means that an internal redistribution

within the regions would hnve sufficed to 'ldedesignate:t those counties.

The greatest absolute shortfall of doctors was in Lancashire (107)
followed by Staffordshire (7u4), the ¥est Riding (58), Durham (55) and
Warwickshire (51). These five counties, which are all situated in the
"black® clusters, accounted for aimest two-thirds (63 per cent) of all
the extra doctors needed at the county level, confirming that they were
indeed among the most under-doctored places in England. It is noticeable
that although many of the counties around London contained quite high
numbers and percentages of doctors in designated areas, their shortfalls
of doctors were generally quite modest. This indicates that the
moderately high number of large practices in the South Eastern region as
a whole and in some of its constituent counties was offset by other much
smaller practices. Thus, Bedfordshire, Hertfordshire, North East London,
Buckinghamshire, Essex and South East London together would have needed
only about the same number of extra doctors in 1969 as Lancashire alone,
and they could all have been sunplied from other parts of the region.

When the shortfall of doctors in the counties is expressed as a
rate per million patients, ~ slightly different picture emerges.
Staffordshire and Durham continued to have high rates (of 4G.0 and 38.4
per mMillion patients respectively), and Warwickshire was also quite high
(23.1); but the smaller county of Bedfordshire had moved to the top rank
(43.8), whilst the large counties of Lancashire and¢ the West Riding had
lower rates than most counties. Once again wc can see the dilemma (this
time at the county level) of highlighting extent or depth as the mors=
serious type of inequ2lity. As an example, an extra 21 doctors in
Bedfordshire in 1969 would have brought =lmost hzlf a million patients
within a county average list size of 2,500, whereas five times that
number of doctors in Lancashire would have similarly affected eleven times
the number of patients. In general, however, there is a fairly high
degree Of overlap between counties with large concentrations of designated
areas and those with high average list sizes, as a visual comparison of
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Maps 3.3 and 3.4 clearly shows. In both senses of the term, counties
with the greatest manpower problems were concentrated mainly along a
line drawn from Kent to Lancashire, with an intensification in the
Hidland counties and. away from the line, in the North East. Counties
to the West of a line from about Eastbourne to Chester had problems
neither of depth nor of extensiveness (with the exception of Worcester-
shire), and the same can be said of East Anglia and the Northernmost
counties of the country (with the exception of Durham). Counties such
as Lincolnshire and the North and East Ridings, which combined fairly
high percentages of principals in designated areas with below-average
list sizes are uncommon, although they well illustrate the important
fact that these two different aspects of under-doctoring do not
necessarily coincide.

The Analysis by Executive Councils and Medical Practice Areas

The COUllty figures modifY the gross regional patterns in certain
important respects, and help to clarify the location of under-doctored
areaS. Continuing with the earlier analogy, we can now focus the micro-
scope even more finely by examining the situation within the counties
themselves, namely in executive council and medical practice areas.
Executive council boundaries are almost always co-terminous with those
of the county boroughs ansd county councils (although not every C.B. has
a corresponding executive council) and hence they provide a very rough
division between large urban areas and the rest of the country. Table
3.3 presents the data for each executive council, this being the smallest
unit for which national figures are regularly available. It is clear,
however, that even within executive councils the availability of doctors
may vary considerably between mecdical practice areas, and it is for this
reascon that the Medical Practices Committee's figures (1967) are used Iin
the analysis.* A good illustration is afforded by the situation in
Manchester, where 45 per cent of principals were in designated areas in
1969, yet only three extre doctors were needed to reduce the average
list size for the city as a whole to 2,500. These figures indicate that
the doctors were unevenly distributed throughout the city, and that the
effect on the city's average list size of the large proportion
practising in designated areaS Was offset by others with relatively
small lists. It was therefore possible for Manchester to maintain an
overall average list size of 2,527, even though 110 of the 247
principals in the city were in designated areas. In such cases it is

*In cases where executive councils are also single medical Dractice
areas (as is the case in mawy large cities) there are no figures
available to show variations within the councils' boundaries.
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obviously helpful to have the figures broken dewn into medical practice
areas t» show which parts of an executive CQuncil are experiencing the
worst deprivations.

The regional and county data highlighted sSix clusterings of
counties with 1arge numbers and percental,es of doctors in designated
areas, and with substantial shortfalls of doctors. The analysis for
executive councils and medical practice areas will be limited to these
clusters, for it is in them that the national problem is most acutely
represented.

These two geographical counties together comprise ten executive
councils (the two administrative councils and eight county boroughs)
having a total of 1,152 doctors in designated arzas in 1969 (which equals
77 per cent of all the principals in the two counties) and a shortfall
of 125 G.Ps. at the county level. Over three quarters of the 1,152
designated doctors in the cluster were in fact practising in the eight
county boroughs, and only 23 per cent were in the two administrative
counties. The problem was thus concentrated mainly in the dense urban
areas, with Birmingham (357 doctors in designated areas), Coventry (133)
Stoke (107) an¢ Wolverhampton (97) prominent ameng them. These four
cities together contained more than half (54 per cent) of all principals
in designated areas in the entire West Midland region. Walsall (64) and
West Bromwich (61) came next, and the two smaller county boroughs of
Burton and Warley had much lower numbers (24 and 21 respectively). Of
the two administrative counties Warwickshire had 131 doctors in
designated areas and Staffordshire had 139. wost of the executive
councils were wholly designated. With the reservation in mind about the
1967 figures, it is noted that in Birmingham the greatest concentration
of doctors in designated areas azppearcd to be in the Bootle, Longbridge,
Oscott, Washwood Heath, Sparkbrook and Deritend areas; in Warwickshire
the designated doctors were particularly bunched in Solihull, Rugby,
Nuneaton and Sutton Coldfield; and in StaffordShire the greatest concen-
trations appeared to be in Newcastle and Cannock.

The E.C. in the cluster with the largest absolute shortfall of
doctors in 1969 was Staffordshire (26), Birmingham was 22 doctors short,
and most of the other county boroughs required between 10 an¢ 15 extra
doctors. Warwickshire needed zn extra 18 G.Ps. Within Birmingham
itself the practice areas with the largest shortages in 1967 were Oscott,
Brandwood, Rotten Park, Doddeston, Erdington, and Deritend: in
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Warwickshire they were Sutton Coldfield, Nuneaton, Kenilworth and
Kingsbury; and in Staffordshire, Cannock, Tamworth and the Lichfield
rural district. When standardised for population size. \/alsall had by
far the highest shortage in 1969 (76 doctors per million patients), and
Staffordshire, Wolverhampton and West Bromwich were also high. In many
of the executive council areas, however, the rate was much lower. In
Birmingham, for instance, it was only 19, and Warwickshire, Coventry,
Burton and Warley all had rates below thirty.

Cluster 2 - The East Midlands (Derbyshire, Leicestershire & Nottinghamshire )

This second cluster contains five executive councils (one for each
administrative county and one each for Derby and Leicester#®), having a
total of 588 principals in designated areas in 1969 (which equals 59 per
cent of all the principals in the three counties) and a shortfall of 69
G.Ps. at the county level. Unlike the first cluster, where more thal)
three quarters of all the designated doctors were practising in the county
borOUghS, only a third (35 per cent) of the designated doctors in this
case were in the two county boroughs (although the failure to isolate
Nottingham city as a separate executive council ensures that this figure
is artificially low). We estimate that if Nottingham city were taken as
a separate executive council then the proportion of doctors in designated
areas practising in the county bhoroughs would increase to 58 per cent -
still less than in Warwickshire and Staffordshire. The E.Cs. with the
greatest absolute numbers of designated doctors were Nottinghamshire
(177 - of which about 135 were in the city of Nottingham), Leicester
(120) and Derbyshire (119). These three executive councils together
contained 55 per cent of all designated principals in the entire East
Midland region. Looking in greater detail at the medical practice areas
in the three administrative counties, the designated doctors in Derby-
shire seemed to be particularly concentrated in Chesterfield, Alfreton
and Long Eaton in 1967 in Leicestershire they were prominent in
Loughborough and North West Liicester; and in Nottinghamshire in the
city of Nottingham, Sutton-in-Ashfield, Worksop, Arnold and Kirkby-in-
Ashfield.

The E.C. in the cluster with the largest absolute shortfall of
doctors in 1969 was Nottinghamshire (33), followed by Derbyshire (13)
and Leicester (10). Within Nottinghamshire the practice areas needing
the greatest number of extra doctors in 1967 were Nottingham South,

———— - . . D T U g S S —

*In Notting.l:amshire the county and the City of Nottingham are
covered by one single executive council.
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Wottingham North East, Worksop and Warsop; and in Derbyshire,
Chesterfield Borough and Rural District, Long Eaton and Glossop. When
standardised for population size the county boroughs immediately stand
out with high rates: Derby (29 per million patients), Leicester (31)

and Nottinghamshire (34, due mainly to the effect of the city of
Nottingham). Even these rates, however are not as high as in such
cities in the Warwickshire/Staffordshire cluster as Walsall, Wolverhampton
and West Bromwich, and this is consistent with the general conclusion
that manpower problems are more acute in the West than in the East
Hidlands.

Cluster 3 - The South East (Essex, Bedfordshire, Hertfordshire, North

East and Soul

These counties together contained a total of 1,025 designated
doctors in 1969, or almost half (45 per cent) of all principals. The
shortfall at the county level was 100. Since there is only one county
borough among these counties with a separate executive council (Southend),
the breakdown by executive councils adds virtually nothing to the county
analysis. It is necessary therefore to pass immediately to the 1967
figures for the medical practice areas, which show that a mere handful
of areas accounted for over a third of all the designated doctors in the
cluster. They were: Ilford (64), Hopnchurch (47), Luton (57), Romford
(43) ., Wathamstow (42), East Han (38), Dagenham and Thurrock (37 each),
Watford and Bexley (33 each) and Basildon (31). Southend contained no
designated areas in 1967. These figures must be treated with extreme
caution, for it is known that the situation (especiallv in South East
London) has changed considerably since they were compiled. Nevertheless
they indicate one belt of designated areas stretching out from London
through Essex, another around the Luton-Watford area, and a third (not
covered in the figures mentioned above) in the Medway towns. Mos of
Kent was free from designated areas apart from the Medway towns, but in
Hertfordshire the dzsimnated doctors appeared to be distributed through-
out most of the county, with a big bunching in Watford.

The shortfalls of doctors in 1967 followed a similar pattern. Luton
and Hornchurch would each have needed seven extra doctors to become
de-designated; Rochester, Dagenham and East Han would each have needed
five; and in Bexley and Chatham the figure was four. ¥When the shortages
are expressed as a rate per miilion patients some extremely high
proportions result, though many of them in areas with very low absolute
numbers (i.e. areas with small populations). Rochester (92 doctors per
million patients), Chatham (85) and Dunstable (80) had the highest rates,
and Basildon (70}, Hertford (72), Elstree (74} and Waltham Cross (79)
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also had problems in depth.

Cluster 4 - Lancashire

O ————

The fourth cluster consists of the administrative county and 17
county boroughs, each representing a separate executive council. In 1969
Lancashire had 909 doctors in designated areas (45 per cent of all
principals) and a county shortfall of 107 G.Ps. Just over half (52 per
cent) of all the designated doctors were practising in the 17 boroughs,
and since these boroughs also contained 59 per cent of all principals
in Lancashire there was no tendency for the designated areas to be unduly
concentrated within the large towns. Not surprisingly, the administrative
county contained the largest absolute number of G.Ps. in designated areas
in 1969 (437) followed by Manchester (110) and nine towns cr cities with
fewer than a hundred such doctors. It is interesting that in 1969 seven
of the Lancshire boroughs contained no designated areas at all whilst
neighbouring towns, apparently of similar size and composition, had quite
lapge concentrations. In Manchester, for example, 45 per cent of princi-
pals were iNn desimated areas and in the nearby towns of Bolton, Bury .,
Oldham and Rochdale the percentage waS virtually 100. Yet in Salford,
which literally begins in the centre of Manchester, there were no
designated areas at all, and the second major Lancashire city (Liverpool)
was also free of such aress.

This odd situation can be explained in part by the distinction
between extent ancd depth, for it is clear that although the designated
areas were fairly extensively spread throughout the county, many were
"only just" designated and would have required relatively few additional
doctors to become de-designated. Thus although the designated/non-
designated split reflects a very clear and sharp administrative division,
it tends to exaggerate the fairly small differences in average list size
which cccur between different areas. The tendency is increased when the
practice areas involved differ substantially in size, for we have already
seen that larger areas often conceal local pockets of deprivation. This
can be seen in the case of Manchester and Liverpool, for although the two
cities had very different proportions of doctors in designated areas (45
per cent and zero respectively), they had identical average list sizes in
1969 (2,527 and 2,529 respectively) and an equal shortfall of doctors (3).
The total number of G.Ps. in both cities relative to population size was
thus identical . but the practice areas in Manchester happen to be drawn
in such a way that local pockets of need showed un.#

"The "black" areas of Manchester in 1967 were Neorthenden, Ancoats, Miles
Platting, Collyhurst. and Harpurhey. In the administrative county they
were Ashton. Widnes. Leigh, Middleton, Huyton and Accrington.
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In Liverpool there was presumably a much smaller variation between the
different areas of the city, but it would in principle have been
possible to redraw the area boundaries in a way that included a large
proportion of doctors in areas with high average list sizes. These
deprived areas would naturally have been offset by much lower list sizes
in the remaining areas. This explanation, however, does not entirely
account for the marked unevenness in the distribution of G.Ps. throughout
Lancashire as a whole, for some of the boroughs had exceptionally large
average list sizes and very high rates of shortfall. West noticeable
among these were Blackburn, Bolton, oldham, Rochdale and St. Helens.

The shortfall of doctors at the executive council level "ras 129, of
which 77 were in the administrative county. The practice areas with the
greatest absolute shortfalls in 1967 were Ashton, Widnes, Worsley,
Chadderton, Leigh and Darwen. None of the boroughs had high shortfalls
in comparison (Blackburn, Bolton and St. Helens were the highest with
eight each), and in five of the boroughs there was a surplus. When the
executive councils are standardised for population size, St. Helens,
Rochdale and Blackburn each ha¢ r?tes above 50, and Bolton, Bury and
Oldham were also quite high. Among the practice areas in the ?dmini-
strative county some extremely high rates were recorded in 1967, although
the fact that they were generally in areas with an absolute shortage of
only one or two doctors sets them in a proper perspective. It is inter-
esting to note, however, th?t the shortage of doctors per million
patients was 107 in Droylsden, 112 in Damwen, 138 in Chadderton, and
153 in Horwich.

Cluster 5 - The West Riding of Yorkshire

In this ‘county' 429 out of the 719 doctors in design?ted areas
(60 per cent) were practising in the eleven county boroughs in 19609.
Since these boroughs also contained 56 per cent of all the principals in
the West Riding there was (as in Lancashire) no tendency for the designated
areas to be unduly concentrated within the large urban areas. The
administrative county contained the largest absolute number of G.Ps. in
designated areas (290), followed by Sheffield (102), Bradford (92),
Leeds (75) and five towns with fewer than forty such doctors. In 1969
three of the boroughs in the Riding had no designated areas at all,
although in the caSe of Dewsbury and Huddersfield, which are also single
medical practice areas, the average list sizes were 2,621 and 2,565
respectively. The 1967 data show that the practice areas within the
administrative county with the preatest numbers of doctors in designated
areas were Hemsworth, Batley, Morley, Castleford and the Rotherham rural
district.




The shortfall of doctors at the executive council level was 62,
of which 29 were in the administrative county. Sheffield (11 short) and
Bradford (8) were the only boroughs with fairly large deficits, and five
towns lacked no more than one doctor. Ameng these, Leeds, in spite of
having a third of its doctors in designated areas in 1969, nevertheless
maintained an average list size of less than 2,500. The practice arces
in the county with the greatest shortfalls in 1967 were Castleford,
Bentley, Batley, Conisborough and Dearne. When the E.Cs. are standar-
dised for population size Barnesley had the highest rate (2 deficit of
39 doctors per million population), then Doncaster (38) and the
administrative county (37); but in all other boroughs the rates were
under 30. among the individual practice areas some extremely high rates
were recorded in 1967: the standardised rate in Stockbridge was 199, in
Conisborough 153, in Rossington 138, and in Dearne 124. on this criterion
these towns have the distinction of being the most heavily under-doctored
practice areas in the country, but the dangers of applying the criterion
too literally have already been stressed.

Cluster 6 - The North East (Durham and Northumberland)

[P . - I

These two counties together contain nine executive councils (the
two administrative counties and seven county boroughs), having a total of
532 G.Ps. in designated areas in 1969 (which equals 62 per cent of all
the principals), and a shortfall of 55 doctors at the county level. The
breakdown of these figures by executive councils shows that just over
half (52 per cent) of 532 designated docters were practising in the seven
boroughs, and since these towns contained only 41 per cent of all
principals in the cluster there was a slight tendency for the designated
areas to be over-represented in the large urban centres of the Nerth East.
The administrative county of Durham contained 201 designated principals
and Northumberland had¢ 52. Of the boroughs, Sunderland, with 76 doctors
in designated areas in 1969, had the greatest number, followed by Gates-
head (42), South Shields (39), Newcastle (35), and Hartlepool (34).
Focussing still further on the medical practice areas in the two admini-
strative councils, the designated doctors in Durham seemed to be
particularly bunched in Stockton and Easington in 1967, and in North-
umberland, in Wallsend, ¥hitley Bay and Blyth.

The greatest absolute shortfalls of doctors were in Sunderland and
Durham county, which between them would have needed an extra 39 doctors
in 1969 to reduce their average list sizes to 2,500. By contrast, the
shortfall was zero in Newcastle, Gateshead and Northumberland county, and
quite low in the remaining E.Cs. Within Durham county itself, the
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practice areas with the largest shortfalls in 1967 were Easington,
Consett, Stanley and Billingham. When standardised for population size
some of the executive councils in Durham had among the highest rates in
the country, although in the administrative county itself the rate was
moderately low - only 38 doctors per million patients. In Darlington,
however, the rate was 66, in Hartlepcol it was 51, and in Sunderland it
was 55.

The Concentration of Designated Areas in Urban Areas

By showing how the designated doctors were distributed between
county boroughs and administrative counties, Table 3.3 provided a rough
index of the extent to which the designated areas were concentrated in
the large towns. Table 3.4 summarises this situation by showing, fer
each geographical county, the proportion of all principals and
designated principals practising in county boroughs in 1969.*

More than half (58 per cent) of all designated doctors in England
were working in county boroughs (as defined) in 1969, but there were wide
variations between the counties. In 19 of the 42 counties the proportion
was zero, either because the counties did not contain separate boroughs,
or because the boroughs did not include any designated areaS. At the
other extreme, the designated doctors in Cumberland, Norfolk, the East
Riding and the "counties” in the G.L.C. area were all practising
exclusively in the boroughs. Between these extremes four counties had
fewer than half of their desigznated doctors in boroughs, seven had between
50 per cent and 60 per cent, and the remaining five counties had between
60 per cent and 99 per cent.

It seems, then, that designated G.Ps. were divided fairly equally
between the large urban sectors, represented by county boroughs, and the
small-town and rural areas contained within the administrative counties.
But before we can finally draw such a conclusion we must consider the
distribution of all orincipals, since the real question is whether the
boroughs contained a higher proportion of designated doctors than of all
G.Ps. The answer, contained in Table 3.4, isS that whereas the boroughs
had 58 per cent of the designated doctors in 1969, they had only 52 per
cent of all the G.Ps., indicating a slight tendency for the designated
doctors to be over-concentrated in them. This difference is by no means
large enough to conclude that the problem of under-doctered areas IS

*This does not apply in the few caSeS where a county borough does not
have a separate corresponding executive council area. The five
"counties" in the G.L.C. area have each been treated as though they
Were single county boroughs. To do otherwise would have grossly dis-
torted the proportion of G.Ps. in large urban arcase




overwhelmingly one of the large towns and cities. However, the Greater
London area has an important distorting effect, for if the figures are
re-worked to exclude the five London counties we find the boroughs con-
taining 52 per cent of the designated doctors but only 37 per cent of
all principals.

Outside the capital, therefore, the under-doctored areas were
more heavily concentrated in the large towns than would be expected on
a purely random basis; and the Annual Reports of the Ministry of Health,
which until 1962 contained the distribution of list sizes for counties
and county boroughs, suggest that this has been the case since at least
1954. We can, moreover, see in Table 3.4 those counties for which this
was particularly true. Cumberland, Lincolnshire, Norfolk, Wercestershire
and the East Riding had more than twice the expected proportion of
designated doctors in the boroughs, and the proportion was at least one-
and-a-half times greater in Derbyshire, Hampshire, L eicestershire,
Northamptonshire, and the North Riding. By contrast, the counties of
Devonshire, Essex, Inner London, Semersct, Suffolk and Sussex had no
designated doctors at all in county boroughs, even though in most of these
counties at least a quarter Of all the doctors were practising there.
In sum, then, the extent to which the under-doctored areas are concentrated
in a predominantly urban environment depends not only upon the way in
which an areca is defined, but also unon the part of the country in
question. Over the country as a whole there is a very slight tendency
for the designated doctors to be over-represented in the county boroughs,
but outside London the tendency becomes a very markcd one indeed.

The Persistence of Under-doctored Areas

There IS a moderately large annual shift in the classification of
practice areas, and evidence was presented in Chapter 2 of the extent
of these changes since the introduction of the designated areas allow-
ance in 1965. A longer term question is whether areas which were under-
manned in 1969 have always been short of doctors, or whether their
problems have only developed since the general decline in the supply of
G.Ps. towards the end of the 1950s. The answer is of considerable
importance for future policy: if it is shown thet these areas have per-
sistently experienced difficulties and shortages then the problem is
clearly more than a transitory phenomenon or a passing combination of
circumstances, and may consequently require more than a small monetary
payment to resclve,

On a long-term perspective, we can first sec how the situation in
1969 compared with the pre-N.H.S. distribution of G.Ps. Reference was




mede in Chapter 1 to the P.E.P. Broadsheet, published in 1944, which
included an undated mgp of the pre-war distribution of family doctors.
From various clues in the Broadsheet we would nut its dats at about 1938.
It is reproduced as Map 3.5 showing doctor/patient rc.tios for each
geographical county.*

The overall visual impression in comparing the pre-war and the
1969 maps is that the basic patterns have remained virtually unaltered
over the past 30 years. In 1938, just as in 1969, there was a marked
lack of doctors in the Midlands, Lancashire and Durham, with a relative
abundance elsewhere, particularly in the South West. But in some detailed
respects the emphasis has changed somewhat over this period. In 1938,
for example, Warwickshire seemed to have a lower average list size than
the other counties in the East and West Midl2nds, altilOUgh it is difficult
from the original mgp to make an accurate allowance for Birmingh?JD, which
even then had a very high patient/doctor ratio. The Northern home
counties also seemed to be rather better off pre-war than they are today,
for there is no sign in the 1938 magp of the serious shortage of doctors
which now besets Bedfordshire and Hertfordshire and to a lesser extent
Buckinghamshire and Essex. Then, as now, South East London and Kent
had = slightly greater shortfall than most of the Southern counties; and
it is clear that Sussex, like Westmorland, has never had any difficulty
in attracting and retaining an adequate supply of family doctors. In
general, we conclude that the geographical patterning of under-doctored
areas has not changed very much over the past 30 years, and that most of
the counties currently facing serious manpower shortages have had
similar problems for at least that length of time, and probably longer.
To this extent, the National Health Service has not brought about anu
dramatic shift in the location of family doctors, and the apparent
chronicity of the problem further suggests that easy or quick solutions
are unlikely to be found.

Next, we can follow tho trends in individual executive councils
since the inception of the H.H.S. The annual reports of the !linistry of
Health between 1954 and 1962 contained figures for each executive council
of the proportion of patients on lists of diffcrent sizes, and it is

*The map has been adapted from the original by merging the county
boroughs into the geographical counties. No direct comparisons can
be made with the 1969 maps because none of the latter is based
specifically on doctor/patient ratios. For example, the cross-
hatched shading on the 1938 map does not correspond with the same
shading on any of the 1969 maps. Nevertheless, the pre-war mg is
reasonably close to Map 3.4, and if we make the assumption that the
darker the shading the greater the shortage of doctors, then the two
maps can usefully be contrasted.
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possible from these reports to identify councils with the largest
proportions of patients on lists of, say, more than 3,000. In 1963
there was a change in the method of presentation of the figures, and from
then onwards the average list size for each executive council has been
known. It has therefore been possible during this period to identify
E.Cs. with average list sizes above the figure for the country as a
whole.

The councils fall into three categories: those which have
persistently satisfied the criteria of being short of doctors since 1954,
those which have never been so classified, and those which have sometimes
been short. In the first category are the administrative counties of
Bedfordshire, Derbyshire, Durham, Essex, Lancashire, Lincolnshire,
Staffordshire, Nottinghamshire and Warwickshire; and the county boroughs
of Barnsley, Coventry, Dudley, St. Helens, Sunderland, West Bromwich
and Wolverhampton. Almost a11 of these executive councils had high
proportions of doctors in designated areas and large shortfalls of
practitioners in 1969, and most of them were in one of the six clusters
of heavily under-doctored counties. In particular, the appearance in
the list of six executive councils in or around the Birmingham conur-
bation strongly suggests a histery of under-doctoring in the area,
although it is interesting to note that Birmingham itself has not
appeared consistently among the list of councils with the 1argest list

sizes.

Among the second categery of councils (those which have never
satisfied the ecriteria Of being under-doctored) are the administrative
counties of Cambridgeshire, Cornwall, Cumberiand, Devon, Dorset,
Gloucestershire, HampShire, Herefordshire, Norfolk, Oxfordshire, Somerset,
SUffolk, Surrey, Sussex, Westmorland and tho North Riding of Yorkshire.
All of these counties had a surplus of family doctors in 1969, and most
of them had no designr.ted areas, and again this suggests that councils
with few problems in 1969 have probably aiwavs been able tO ~ttract
sufficient doctors to keep the average list sizes below the figure for
the country as a whole.

The third category of councils (those which have sometimes been
short of doctors during the period under review) is in many ways the most
interesting of the three, for it shows how individual counties have fared
in relation to national trends. In some of them the shortage is of quite
recent origin and probably attributable more to the movement of

popUlation than of doctors. Berkshire, for example, did not appear in
the list until 1964, and Hertfordshire, LeicesterShire, Cheshire and




Wiltshire were all absent until 1958. Other counties have a less
consistent history, being in the list some years and out of it in others.
They include Huntingdonshire, S.¥, London, Northamptonshire, "liddlesex
and Worcestershire. Of the county boroughs, Gateshead, Great Yarmouth,
Norwich, South,unpton, Wigan, York and Birkenhead all had fairly large
lists until about 1963 and then appeared to reduce them, whilst Burton,
Dewsbury, Hartlepool, Tynemouth, Stoke, Walsall, Worcester, Blackburn,
0lgham and Hull have only eppeared in the 1list since that date.

It must be emphasised that this analysis gives no more than a very
rough picture of the trend during the past fifteen years in the pattern
of under-doctored areas., NoO figures are available of the number of
doctors in designated areas or Of the shortfall of doctors for each
executive council in previous years, and these should really be used for
a complete picture. Nevertheless, the analysis based on average list
sizes has clearly shown a tendency for executive councils to be consistent
in their status, especially those with very large and very small average
lists. The serious shortage of doctors in certain parts of the country
does not appear to be a transitory phenomenon, for many of these areas
have been relatively under-staffed even during periods when the overall
number of doctors in the country was increasing.

Finally, what has been happening regionally since the introduction
of the designated areas allowance in 1966? It was Seen in Chapter 1 that
over the last four years the average list size in the designated arcas
has decreased, and that in tho last year the number and percentage of
principals in designated areas fell. Has this improvement been felt
equally in all parts of the country, or have 0me regions benefitted at
the expense of others? Table 3.5 shows the percentage Of principals in
designated areas for each standard region at 1st October 1967, 1968 and
1868, and also the percentage change between 1967-69 and 1968-69.*

Over the country as a whole the number of principals in designated arecas
increased by 21 per cent between 1967 and 1969, and decreased by 2 per
cent between 1968 and 1969, but this movement was far from uniform across
the regions. East Anglia and the South East experienced a slight per-
centage decrease over the two year period, and a much larger one in the
single year 1968-69, and the Northern and East Midland regions also
showed a small percentage decrease in that year. The remaining regions
each had increases during both periods under review, and it is

*The table covers England only, and for this reason the total figures
differ slightly from those in Table 1.2, which also includes Wales.




consequently difficult to escape the conclusion that the apparent arrest
in the spread of designated areas has been confined mainly to the South
Eastern corner of England, with little or no change in the cther parts
of the country.

Summa

In plotting the geographical location of under-doctored areas four
different methods are used. A distinction is first made between measures
of extent and depth, which were discussed at 1length in Chapter 2. The
former includes the number and percentage Of principals in each area unit
who are practising in designated areas, and the latter is based upon the
number of extra doctors needed in order to bring the average list size
down to 2,500. These two facets of the problem of under-doctored arcas
may yield very different results in the same unit. For each method a
further distinction is made between raw scores and rates to get around
the problem that area units are of unequal size. Thus, the number of
designated doctors in a unit is expressed as a percentage of all
doctors, and the shortfall of principnls IS also given as a ratio per
million patients.

The selection of area units is also important, and this chapter
analyses the available data in terms of standard regions, geographical
counties, executive councils and medical practice areas, These units
are chosen partly because of their official status, partly because of
the convenience in presenting data on a broad level first and then on
a smaller and more detailed scale, and partly because of the methodo-
logical advantages of showing the relationship between new resources
and redistribution zt each level of the analysis.

Looking first at the standard regions, the South East had the
greatest number of designated doctors in 1969 (1,518), followed by the
West Midlands (1,288), the North West (1.103) and Y orkshire/Humberside
(917). East fnglia (35) and the South West (116) had the fewest. When
the designated doctors are expressed as a percentage of all principals
in the region, the West and East Midlands stood out with the highest
percentages (65 per cent and 57 per cent respectively), followed by the
North (53 per cent), Yorkshire/Humberside (48 per cent) and the North
West (42 per cent). More than half (52 per cent) of all principals to
the North of a line from the Wash to the Severn were in designated
areas in 1969 compared with only 18 per cent to the South. The three
Southern regions, having average list sizes below 2,500, also enjoyed
a 'surplus’ of doctors and the designated arcas in these regions could
theoretically have been eliminated purely through an internal
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redistributi,)n of G.Ps. Of the other five regions, the West Midlands
needed an extra 113 doctors, the North West 108, the East Midlands 74,
Yorkshire/Humberside 46, and the North 15. WWhen the shortfall of
doctors is expressed as a rate per million patients, the two Midland
regions again stood out with the highest rates, and the overall picture
is one of an increasing shortage of G.Ps. as one moves from the Scottish
border t~ the Wash-Severn line with a relative abundance t> the South
of it.

The next level of analvsis, by geograrhical counties, shows with
greater precision where the desimated doctors were located. About three-
quarters of them were concentrated in six arbitrarily defined clusters:
Staffordshire and Warwickshire together contained 18 per cent of all the
designated doctors in England in 1969; the East Midland counties of
Derbyshire, Leicestershire and Nottinghamshire c~ntained 9 per cent;
Essex, Bedfordshire, Hertfordshire and North East and South East London
had a further 16 per cent; Lancashire and the West Riding contained 14
per cent and 11 per cent of the designated doctors respectively; and a
further 8 per cent were in Durham and Northumberland. In most of these
counties the designated doctors also represented a high proportion of
all principals. The percentages were highest in Durham (where 82 per
cent of all the G.Ps. were in designated areas in 1969), Staffordshire
(80 per cent), Bedfordshire (79 per cent) and Warwickshire (75 per
cent). Thirteen counties had fewer than 10 per cent of their doctors in
designated areas, and of these only Westmorland and Herefordshire lay to
the North of the Wash-Severn line. In all, 25 of the 42 counties had
average list sizes below 2,500, which means that all the designated
areas in them could in principle have been eliminated by an internal
redistribution of doctors. Had this been done, the total number oOf
designated principals in England would have been cut by as much as a
fifth. Of the counties with a shortage of ©.Ps,, Lancashire led the
list (with a shortfall of 107 in 1969), followed by Staffordshire (74),
the West Riding (58), Durham (55), and Warwickshire (51). These five
counties together accounted for almost two-thirds of all the extra
doctors needed at the county level. When the shortfall is expressed as
a rate per million patients Staffordshire and Durham continued to have
high rates, as did Warwickshire: but the smaller county of Bedfordshire
moved to the top rank and the larger counties of Lancashire and the West
Riding had lower rates than most counties. In sum, the counties with
the most pressing manpower problems tended to be concentrated around a
line drawn from Kent to Lancashire, with an intensification of the
situation in the Midland counties and, avay from the line, in the North




East. Counties to the West of a line from about Eastbourne to Chester
had problems neither of depth nor extensiveness. and the same was also
true of East Anplia and most of the Northern counties except Durham.

At the next level of analysis, by executive councils and medical
practice areas. the fipures are less reliable partly because the area
units are much smaller, and partly because the data for practice areas
are older (1967). But some broad patterns can be observed. In the
Warwickshire/Staffordshire cluster most of the designated doctors were
concentrated in the county boroughs in 1969, especially in Birmingham,
Coventry , Stoke and Wolverhampton. The shortfall of doctors per million
patients was quite low in Birminsham, but high in ,lolverhampton,
Walsall and West Bromwich. In the East Midland cluster the greatest
absolute numbers of designated doctors were in the three administrative
counties (Leicestershire , Nottinghamshire and Derbyshire) and so too
were the largest absolute shortfalls. However, the two county boroughs
in this cluster (Leicester and Derby) were both wholly designated, and
the standardised shortfalls there were considerably higher than in the
surrounding counties. In the South Eastern cluster the data indicate
one belt of designated areas stretching from London into the Southern
part of Essex, another in the Lutnn/Watford area, and a third arcund
the Medway towns of Kent. In Lancashire the administrative county con-
tained the largest absolute numbers of designated doctors (expectedly,
because of its size), followed by tanchester and nine other boroughs.
Liverpool had no desipnated areas at all in 1969, nor did six other
boroughs in Lancashire. Most prominent among the boroughs with serious
manpower difficulties were Blackburn, Bolton, Oldhum, ROchdale and St.
Helens. In the West Ridingz the administrative county contained the
largest absolute number of designated G.Ps. followed by Sheffield,
Bradford and Leeds. Five boroughs were wholly designated, and three had
no such areas at 211. Apart from the administrative county, Sheffield
and Bradford were the only E.Cs. with a moderate shortage of doctors, and
five towns (including Leeds) lacked no more than one: but when standar-
dised for population size Barnsley and Doncaster recorded the highest
rates, along with the administrative county. In the sixth cluster
(Durham and Northumberland) there was a slight tendency for the
designated areas to be over-concentrated in the larpe urban centres,
particularly in Sunderland, and all the borecurhs except Newcastle were
wholly designated in 1969. The rreatest absolute shortfalls were in
Sunderland and Durham county. When standarcdised for population size
some of the Durham boroughs had among the highest rates in the country,
notably Darlington, Hartlepool ané¢ Sunderland.
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INn England as a whole more than half (58 per cent) of all
cesignated doctors in 1969 were working in county boroughs (as defined) ,
although there were wide variations between individual counties.
However, the borcughs also contained 52 per cent of all prinecipals in
the country, so that the gesignated areas were only slightly over-
represented iN them. London had an encrmous effect on these overall
firzures, and outside the capital the under-doctored areas were concen-
trated in the large towns much more than would be expected on a purely
random basis. This tendency was particularly marked in geographical
counties with one single boraugh, especially where the borough was a single

medical practice area,

Finally, the areas which werce under-dectored in 1969 tend to have
a tradition of large list sizes and of difficulties in attracting enocugh
practitioners. The peographical patterning of areas which are short of
family doctors does not Seem to have changed much between 1938 and 1969.
Then, as now, there was a marked lack of doctors in the Midlands,
Lancashire and burham, with a relative abuncance elsewhere, particularly
in the South West. The counties in which the greatest deterioraticn
seems to have taken place are those around London, particularly
Bedfordshire end Hertfordshire, and to a lesser extent Buckinghamshire
and Essex also, probably due mainly to the rapid pepulation growth in
these counties in regcent years. Similarly., within the lifetime of the
N.H.S. there has been little change in the manpower sSituation in the
executive councils. Several E.CS., particularly those located in one of
the six clusters of under-doctored areas, have persistently satisfied the
criteria of bein[ short of doctors from 1954 onwards. They include the
counties of Bedfordshire, Derbyshire, Durham, ESseX, Lancashire,
Lincolnshire, staffordshire, Nottinghamshire and Warwickshire, and the
berouchs of Barnsley,; Coventrv, Dudley, St. Helens, Sunderland, West
Bromwich, and Wolverhampten. Among the E.Cs. which have never appeared
in the annual list of areas which are particularly short of G.Ps. are
Cambridgeshire, Cornwall, Cumberland, Devon, Dorset, Gloucestershire,
Hampshire, Herefordshire, Norfolk, Oxfordshire, Somerset, Suffolk, Surrey,
Sussex, Westmorland and the Nerth Ridins, Of the remaining E.Cs., some
have been periodically in and out of the annual list ~f highly under-
doctored areas, Whilst others have appeared quite recently for the first
time and have since stayed. These latter include Berkshire, Burton,
Dewsbury, Hartlepool, Tynemouth, Stoke, Walsall, Worcester, Blackburn,
Oldham and Hull. Finally, there is some evidence that recent successes
in containing the spread of desipnated areas have occurred almost
entirely in the South Eastern part of England, with little cr no change
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in the rest =f the country. In sum, we conclude from these analyses
that the bread patterns Of need have chansed little over the last 20 or
30 years. Areas which are currently facing the most serious shortages
Seem to have a fairly long history of manpOWer difficulties, whilst
those which are today relatively well supplied with family doctors seem
to have had no difficulty in past years in attracting an adequate
number of doctors. This conclusion suggests that there can be no easy
solution to the problem of the unequal distribution of general
practitioners' but we must now begin to consider mobility patterns and
motivations in more detail.
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TABLE 3,1: THE GEOGRAPHICAL DISTRIBUTION OF PRINCIPALS IN DESGNATED AREAS
AND THE SHORTFALL OF PRINCIPALS BY STANDARD REGIONS AT 1st OCTOBER 1969

(Eng1and)
Source:  Unpublished data, Depatment of Hedth and Socid Securlty

(1} @) (3) (4) (5) 1)
it | T o o | Peopter | Ja e | e | st O
Principa of Doctors
No, $ No, Iml,:{atlfatri)gwts
North 1311 701 53 3,315,504 2529 -15 -4.5
Yorkshl rel 1914 917 48 4,899,630 2,560 -46 -94
Humberside
Eagt M dlands 1,319 7 57 3,481,496 2,639 -74 -21.3
East Angla 697 b 5 1,621,063 2,326 +49 +30,2
South East 7,362 1,518 21 18,000,936 2445 +162 +9,0
South #est 1712 116 7 3,830,544 2,237 +180 +47,0
¥est Midlands 1970 1,288 65 5,207,581 2,643 -113 -21.7
North Hest 2,616 1,103 42 6,809, 141 2503 -108 -15.9
Total, Engl and 18,901 6,435 34 | 147,165895 2,495 +35 +0,17
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TABLE 3.2: THE GEOGRAPKICAL DISTRIBUTIOK OF PRINCIPALS IN DESGNATED AREAS
AND THE SHORTFALL OF PRINCIPALS, 8Y GEOGRAPHICAL COUNTIES AT 1st OCTOBER 1969

(End and)

Source:  Unpublished data, Depart.ent of Hedth and Socld Securlty

(1) @ ® 4) ©) © (7)
Geographical Tetal Mo, of Princlpals in Tota No. A;;fgitsNollDerOf | S;Jgilus(_)(%fogoii;g::-
County Princlpals Ded gnated Aress | of Patlents Principa " Rate per
No: 4 ' 10. Patients
8edfordshl re 171 135 79 479,900 2,806 21 -43.8
8akdhl re 265 70 26 659,536 2489 +1 +15
8ucki nghamshl re 220 84 33 572,782 2,604 -9 -15.7
Cambri dgeshl re 130 1 12 299,145 2,301 +10 +33.4
Cheshire 612 1% 2 1,531,846 2503 - -
Cornwall 181 - - 374,174 2,067 +31 +82.8
Cumberl and 130 3 24 300,395 2311 +10 +334
Derbyshire 34 y 207 60 909,020 2,643 -20 -22.0
Devon 418 - - 885,666 2119 +H4 +72.3
Dorsst 159 - - 347,037 2,183 +20 +57.6
Durham 517 422 82 1,429,510 2,765 -55 -38.4
Essex 483 174 K 1,204,707 2,626 -25 -19.3
Gloucestershire 469 56 12 1,091,890 2,328 +32 +29.3
Hampshire 701 139 20 1,657,272 2,364 +38 +22.9
Herefordshire 62 - - 131,399 2,119 +9 +68.5
Hertfordshl re 360 178 49 968,396 2,691 -28 -28.8
Huntlngdonshire 70 - - 182,869 2612 -3 -16.4
Lancashire 2,004 09 45 5,277,295 2,633 -107 -20.2
Leicestershire 302 204 68 794,324 2,630 -16 -20.1
Lincolnshire 330 147 45 802,853 2433 +9 +11,2
London, Inner 1,446 - - 3,331,621 2,304 +113 +339
london, R.E. 472 254 54 1,202,337 2547 -9 -74
London, SE. 764 284 37 1,952,172 2,555 -17 -8.7
London, §.H. 852 146 17 2,037,067 2,391 +37 +18.2
Middlesax ™ 3B 4 2,247,898 2487 +5 +2.2
Norfolk 264 24 9 595,280 2,255 +26 +3,7
Northamptonshire 179 103 8 467,767 2,613 -8 -17.1
Norlhuoberl and 43 110 KY) 823555 2,4 +14 +17.0
Nottl nghamshl re 358 177 49 977,055 2,729 -33 -33.7
Oxfordshl re 154 16 10 360,954 2,344 +10 +27.7
Shropshire 149 19 13 341,135 2,289 +13 +38.1
Somerset 300 14 5 669,785 2233 +32 +7,8
Staffordshire 666 531 80 1,849,520 2,777 -74 -40.0
Suffolk 233 - - 543,769 2334 +15 +276
Sussex 560 - - 1,2357%4 2,207 +66 1534
Warwlckshire 832 621 7 2,206,956 2,653 51 -23.1
Hestaor!and 3 - - 70,656 1,859 +10 +1415
Wiitshlre 185 48 25 461,992 2497 - -
Yorcestershire 261 117 45 678,571 2,600 -10 -14,7
Yorkshire, East 223 117 52 542,960 2435 +6 +11.1
Riding
Yorkshire, North 283 138 49 691,388 2443 +5 +8.7
Rlding
Yorkshire, Hest 1,497 719 48 3,887,147 2597 -58 -14.9
Riding
Totd, Engl and 18,901 1 6,435 A | 47,165,895 2495 +33 0.1
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TABLE 3.3: THE GEOGRAPRICAL OISTRIBUTION OF PRIACIPALS IN DESIGNATED /REAS
A0 THE SHORTFALL OF PRINCIP/LS, BY EXECUTIVE COUNCILS, AT 1t OCTOBER 1969

(England)
Source: Unpublished data, Depatment of Hedth and Sodld Securlty

(1) | @ ) ) 5) 'I
Executlve Tota No. Princlpas In Sg%urtsf(;i (()_r)
Councll of Principas Designated ireas of Dodors I
No. 4 No. Rae per
Jee Patl ents
Bedforddhl re | 171 13% 7 -2} -43,8
Berkshire 198 61 3 -1 -2.0
Reading 67 9 13 +2 +124
Buckl aghaashire | 220 84 3 -9 -15.7
Callbrldgeshire 130 il 2 +10 +334
Cheshire 405 133 B -5 -4.8
Bl rkenhead 63 - - +3 +19.9
Chester 37 - - -1 -10.6 ,
Stockport 61 61 100 2 -12.7
Hallasey 6 - - +3 +28.1
Cornwll 179 - - +30 00,6
Cumber | and 9 - - +12 +54.9
Calide 3 3 100 -2 9.1
Derbyshire 25 119 47 -13 -194
Derby 89 8 9 -7 -29.2
Devon 311 - - +55 +85,8
Plymouth 107 - - +9 +36.8
Dorset 159 - - +20 +57.6
Durhaa 2% 01 68 27 -334
Darlington 0 0 100 -6 -66.4
Gateshead 42 4 100 - -
Hartlepool % S 100 5 -50.7
South Shidds 3 ) 100 -4 -37.2
Sunderland 76 76 100 -12 -545
Essx 524 174 44 -2 -19.7
Southend 69 - - -3 -16.6
61 oucestershi re | 280 24 9 +24 +375
8rl ol 189 32 7 48 +17.7
Hampshl re 393 49 iV +15 +15.9
Bournemouth 76 - - +13 +82.2
Portsmouth 92 - - +9 +43.5
Southampton R 0 %8 5 -20.7
Herefordshl re 62 - - +9 +685 )
Hertfordshl r. 360 178 49 -28 -28.8
Huntlngdonshi re 70 - - -3 -16.4
Ide of Yioht 8 - - +6 +57.3
Ides of Seilly 2 - - +1 +504,8
Lancashlre 829 437 53 -1 -339
Barrow-I n-Furn.ss 28 - - +1 +14.7
Blackburn 3B 3B 100 -8 -70.1
Bl ackp20| 68 - - + +24.9
Bolton 62 62 100 -8 -45.6
Boot! & 3 3 w -2 -23.0
8urnley 3 - - 43 +34.0
Bury 2 2 100 -3 -419
LI verpoo 1 219 1 - -3 4,2
Manchester 247 110 4 -3 -4,8 |
0 dhan g 16 % | 5 454 i’

continued nverleaf




Table 3.3 (continued)
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Executive

- i) © @ e 5)
Preston 53 51 % -2 -145
Rochdde 2 32 100 5 -54.7
St. Hdens Ty il 100 -8 -64.7
Sd ford 73 - - +7 +3,9
Southport 40 - - +4 +Hib, 1
Warrlngton 3 - - -1 -10.2
Higan KV, KV 100 -3 -34.7

__Leicestershire | 182 84 46 -6 -12.7
Leicester 120 120 100 -10 -30.8
Lincolnshire (com) 257 7 29 +12 +19.6
Grimshy 39 39 100 -3 -28.3
Uncoln K 3 97 - -
London. Inner 1,446 - - +113 +339
London, N.E. 472 PRl 4 -9 -14
London. SE. 704 284 37 -17 -8.7
London! S.W. 852 146 17 +37 +18.2

—Middlesex AW 3 4 +5 +2.2

~ Nofolk 184 - - +23 +57.2
Great Yarmouth 24 24 100 -1 -15.9
Horwi ch 56 - - +4 +30.7
Northamptonshire 122 46 3 -7 -21.6
Northampton 57 57 100 -1 -6.9
Northu.berl and 209 52 25 +] +28.7
Newcastle 11 K5 2 +2 +7.3
Tynemotth 23 23 100 -2 -32.0
Nottlnghamshire 358 177 49 -33 -33.7
Oxfordshl re 154 16 10 +10 +21.7
Shropshire 149 19 13 +13 +38.1

_ Somersst 260 i4 5 +29 +50,3
Bath 40 - - +3 +321

_ Staffordshlre | 237 139 59 -26 -396
Burton-on-Trent 5 25 100 -2 -29.9
Stoke-an-Trent 107 107 100 -10 -4.1
¥at sall 64 64 100 -15 -759
Yarl sy 7 3B 51 - -
West Bromal ch 61 61 100 -7 -41.0
Yo | verhampton 97 a7 100 -15 -537
Suffolk (cam) 178 - - +17 +2,3
Ipswich 55 - - -2 -14.0
Sussex (com) 411 - - +49 +54.2
Brl ghton 8 - - +10 +529
Eastbourne 2 - - 15 +745
Hastl ngs 3 - - +1 +134
Warwickshire 252 131 52 -18 -26.6
Blrmingham 447 357 80 -22 -18.7
Coventry 133 133 100 -10 -27.8
Uestmor|and 3B - - +10 +1415

__Wiltshire 185 46 5 - -
¥orcestershire 168 24 14 +h +9.7
Oudley 60 60 100 -12 -67.1
¥orcester 3 K¢ 100 -3 -33.7
Yorkshire East Rldinn 106 - - +16 +715
Hull 117 117 100 11 -344
Yorkshire. North 134 6 4 +21 +744

Riding
Teesside 149 132 89 -15 -36.6
Yorkshire Kgst Riding 662 290 44 -29 -16.7
Bandey 27 21 100 -3 -394
Bradford 120 2 I -8 -24.9

contlnued overleaf
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Executive

e 1 @ (3) “) ©)

Dew'bury 2 - - -1 -17.3
Doncater 3B 3B 100 -4 -376
Hal fax ) K 100 -2 -21.6
Huddersfle1d 51 - - -1 -7.6
Leeds 210 75 3% +1 +19
Rotherhaa 3 3 100 -2 -22.8
Sheffield 210 102 49 11 -19.8
Vakefisld 27 27 100 -1 -14.1
York 62 - - +5 +35.2
Tota, Engl and 18,901 6,435 A4 +8 +06
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THE DISTRIBUTION OF PRINCIPLS BETKEEN ADHIKISTRATIVE COUNTIES

AND COUNTY BOROUGHS AT 1st OCTOBER 1969

Source: Unpublished data, Depatment of Hedth and Socid Security

(1) )

(3) 4)
Principals In Desgnated

Geographica  County Principas In County Boroughs ireas |n County Boroughs
o $ of dl Principds
No. g of dl Principas No. In Designated fress
Bedforddhl re - - - -
Berkshire 61 5 9 13
Buck Inghamdhl re - - - -
Cambrl dgeshl re - - - -
Cheshire 201 A 61 k|
Cornwall - - - -
Cumberland K| 24 K| 100
Derbyshire 89 26 88 M
Devonshire 101 26 - -
Dorset - - - -
Durham 221 43 2 52
Essex 69 14 - -
Gloucestershire 189 40 32 51
Hampshire 260 3 0 65
Herefordshl re - - - -
Hertfordshl re - - - -
Hunt! ngdonghl re - - - -
Lancashl re 1,115 59 42 5
Ld cestershl re 120 40 120 59
Lincodnshl re 13 2 12 49
London, Inner 1,446 100 - -
London, North East 412 100 254 100
London, South East 164 100 284 100
London, South ¥est 852 100 146 100
Middlesex o4 100 3 100
Norfol k 80 0 24 100
Northamptonshire 51 2 51 55
Northumber! and 1% 9 58 53
Nottl nghamdhl re - - - -
Oxfordshire - - - -
Shropshire - - - -
Somerset 40 13 - -
Staffordshlre 429 64 392 14
Suffolk 5 24 - -
Sussex 149 21 - -
Warwickshire 580 10 490 19
estmor] and - - - -
¥iltshi re - - - -
Worcestershire 93 % 93 19
Yorkshire, Eagt Riding m 52 m 100
Yorkshire, North Riding 149 53 12 %
Yorkshire, West Riding 835 56 429 60
Totd, Eng and 9,164 52 3110 58
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THE GEOGR(iPHICiN. DISTRIBUTION OF PRIHCIP/LS IN DESGNATED «RELS,

BY ST/NDARD REGIONS |T 1st OCTOBER 1967-69

Source:  Unpublished data, Depatment of Hedth and Socid Security

Principals In Desgnated Aress Percentage Change

Standard Region 19%7 1968 1969
No. $ No. 4 No. § 1%7 - 69 196B - 69
North 547 A2 732 5% 01 53 +28 -4
Yorkshl rei 213 860 46 917 48 +6 +7
Humbersde

East M d ands 561 43 72 59 w157 +35 2
East /nglia ¥ 5 53 8 ¥ 5 -3 -34
South Eagt 153 2 1741 24 1518 2 -1 -13
South ¥est 40 2 112 7 116 7 +190 +
llest Midi ands 105 5% 1263 65 1288 65 +20 +2
North ¥est g1 31 1027 39 1103 42 +34 +7
Totd, Eng and 5,30 29 6560 3B 5,43 H +21 -2
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CHAPTER 4

A SURVEY OF GENERAL PRACTITIONERS
1 don't like people who do surveys. .
- G.P. in Worcestershire

In the first three chapters we have been able to use existing data
to sketch in some of the historical dimensions to the problem of under-
doctored areas and to describe in detail some current trends in the
distribution of family doctors. Our am has been to define the nature
of the problem underlying the research with greater precision, and to
clarity some of the conceptual and methodological issues involved in
policy decisions. But such clarification is merely the first step in
the research task, and so far we have been able to say very little about
why the inequalities in distribution arise in the first place, or how
they are maintained. Nor are we yet in a position to predict which forms
of action are most likely to be effective in the future. We now need
to study the processes which affect the location of family doctors, and
to uncover the real and perceived differences between conditions in
designated and non-designated areas. How often do G.Ps. change
practices, who moves, and what is the relationship of mobility potential
to career and family development? Which areas gain and lose in the net
balance of internal migration? What relationship does the choice of a
practice area have with a doctor's family home area, the situation of
his medical school and the family ties of his wife? What features
characterise the doctor in a designated area and how does he differ
from the doctor in an open or restricted area? What perception do G.Ps.
in different areas have of the professional, social and cultural value of
their neighbourhoods? These questions cannot be answered from available
datz; the answers can only come from the doctors themselves, and to get
them means a special survey.

General practice is probably one of the most intensivelY surveyed
professions in recent years, and yet another survey was planned with
considerable apprehension. But it was necessary because the requisite
information had not been collected nreviously. Mogt surveys of G.Ps.
have been local rather than national (therefore of limited value to
this project) and none of the nation-wide surveys have elicited mobility
and settlement patterns in the detail required by this project. Post-
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war surveys of general practice include the classical studies in the
1950s by Collings,l Taylor,2 and Hadfield;3 Hill's nation-wide survey
in 1945;4 Benjamin and Ash on prescribing habits;5 the Pilkington
survey on remuneration;6 Cartwright's surveys in 19637 and 1964;8
Bevan and Draper's large nation-wide survey of appointments systems;9
Last's extensive postal survey among a 10 per cent sample of G.Ps. and
consultants in 1966;10 and most recently Mechanic's study of correlates

3 All of these studies were

of frustration among British G.Ps.
nationally based (though some with very small samples), but few

included questions pertinent to the current investigation. Cartwright's
data (1964) can be analysed by type of practice area, but her schedule
contained no questions relating specifically to the choice of practice

10.12 of regional patterns of settlement of

area. Last's surveys
doctors in relation to their home areas and medical school are more
closely related to the objectives of our project than any other British
studY, but relatively few questions were asked and the results are con-
sequently scanty. Of the local investigations, the most important is
that currently being undertaken by Brown and Walker13
based on Hull, Cardiff and Southampton, and material from this research

IS quoted at appropriate points in subsequent chapters. An extensive

in three areas

literature exists of mobility and migration patterns in general
populations (see for example Beshers14 and Donnison15) and also among
medical practitioners in other countries (e.g. Brown and Belcher,16
Benham et all7), but it was clear from an early stage in the research
that the data required could only be obtained through a specially

designed survey.

This chapter briefly describes the survey which was conducted
among a sample of about 10 per cent of all principals in England. Wales
was excluded because of its small number of designated areas (only five
in 1968, when the research was being planned), and because of the low
pay-off which would consequently result from the extra cost and com-
plexity of extending the research there. Scotland had only 18
designated districts in mid-1968, and has the added difficulty of an
entirely separate system of administration, finance and record-keeping.
The purpose Of this chapter is to equip the reader with sufficient
knowledge about the survey procedures to understand and evaluate the
results presented in subsequent chapters. A full account of the
methods employed in the survey is contained in Appendixes A-C.

The Sample

Various factors influenced the definition of the population and
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the size of the sample, including the desirability of a wide distribution
across the country, the need for an adequate number of doctors in each
region and type of area, the availability of a national sampling frame
(the Doctor Index), and the possibility (not finally confirmed at the
time of drawing the sammle) that the survey might be conducted through
the post. In the event, the porulation consisted of principals con-
tracted with executive councils in England and providing unrestricted
general medical services. The sample, drawn from the Doctor Index held
by the Department of Health and Social Security, was originally correct
at 1st October 1967, but later, when the revised Index became available
in April 1969, it was updated to 1st October 1968. Since the survey
itself was conducted between November 1969 and February 1970 there was
a slight but inevitable incompleteness in the sample which was reflected
in the number of deaths =and retirements detected after the survey began.

The population was stratified by standard region and type of
practice area (designated or non-designated). The sampling goal was to
achieve a target of 2,000 doctors by using a one-in-eight sampling
fraction among designated doctors in each region, and a one-in-ten
fraction among non-designated doctors. In the event, however, these
fractions had to be increased to include all designated doctors in East
Anglia and the South West (since there weren't meny of them) and to pro-
vide a minimum of 100 non-designated doctors in each region.* At this
stage the sample amounted to 2,360 doctors, and it was reduced to 2,266
after up-dating to 1st October 1968. The pilot survey consumed a further
hundred doctors, and subsequent reductions due to death, retirement, etc.
resulted in a final sample size of 2,031, of which 816 were in designated
areas and 1215 in non-designated areas. A comparison of some
characteristics of doctors in the sample with those of all principals in
England and Wales in 1968 (Annendix T abl e) shows that the
sample was adequately representative Of the nopulation with respect to
the characteristics under consideration.

The Pilct Survey

A small pilot survey was carried out in the summer of 1969 to test
the adequacy of the questionnaire and to assess the feasibility of
alternative methods of data collection. At the outset of the nroject two
alternative methodS of data collection seemed possible for the main survey:

*Strictly speaking, therefore, the sampling fractions were not quite uni-
ferm in each region of each sample, and the fraction was 100% among
designated doctors in East Anglia and the South West. However, in view of
the small numbers involved the analyses assume a uniform regional sampling
fraction. and very little nrecision IS lost as a result.
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an interview survey conducted by the Regional Medical Officers, or a
postal survey. Both methods were used in the pilot survey. One batch
of 53 doctors received a postal questionnaire directly from the
University, and a second batch of 47 names was forwarded for interview
to the Divisional Medical Offices in the Western, Southern and Eastern
Divisions. The aim was to compare the two batches for differences in
response rates and the content of responses, and so to discover the more
effective of the two methods. In fact very few of the R.M.Os. personally
interviewed the doctors whose names they had; most of them merely sent
the questionnaires for the G.Ps. to fill in themselves. Contrary to the
intention of the pilot survey both sub-samples were thus effectively
subjected to a postal questionnaire, although the nature of the contact
and the probable motivation of the doctors to respond differed in each
case by virtue of the different sponsorship which the survey was seen

to have.

The first sub-sample (where the questionnaires were sent directly
from the University) achieved a response rate of 60 per cent without any
follow-ups, and it was estimated on this basis that two follow-ups would
have yielded a final response of 80 per cent. In the second sub-sample
the overall response rate was 84 per cent, and because of the large
variations in response between the three Divisions it was felt that the
diligence of individual R.M.Os. in following up non-respondents was
probably a critical factor. In both sub-samples the response rate was
similar for doctors in desipnated¢ and non-designatec areas, although in
both cases doctors with higher qualifications and large lists were more
likely to reply. The replies of both batches of doctors were strikingly
similar, and in every case where answers differed significantly the cause
could reasonably be attributed to the different sampling procedures by
which the two batches were derived. It was concluded from the pilot
survey that a postal questionnaire would be the aprrepriate research
tool in the man phase and, since the involvement of the Regional Medical
Officers appeared to increase the motivation to respond, it was decided
that the survey should be seen to be sponsored by the Divisional Officese

The Main Survey

Lists were nrepared Of the names and addresses of all doctors in
the sample (excluding those who had been chosen in the pilot survey) and
then sent to the Divisional Medical Offices for updating. A total of
2,166 G.Ps. was included at this stage, but a2 further 135 were subsequently
eliminated (for reasons of death, retirement, resignation, etc.) leaving
a final sample size of 2 031. The first mailing, from the University, in
November 1969, consisted of a questionnaire (with a prominent
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identification number). a covering letter printed on the appropriate
Divisional notepaper and nerscnally signed by the doctor's R.M.O., and
a stamped reply envelope addressed directly to the University.*

Doctors who had not replied within about twe weeks of the first mailing
received a folliow-up letter on University notepaper and signed by the
Senior Research Associate working on the study, stressing the import-
ance of achieving a high response rate. A second follow-up, consisting
of another identical questionnaire and reply envelope and a further
letter from the Senior Research Associate was sent in Februery 1970,
following a triai run in one Division which amply showed the benefits
which a third mailing would bring. The reply lists were closed in
March 1970 when analysis of the data began, although the odd reply
continued to come in right through to November.

Of the 2,031 eligible respondents almost two-thirds (64 per cent)
replied to the first mailing, which is to say that they had returned
their completed questionnaires within about two weeks of the mailing.
The second mailing yielded a further 15 per cent of the total sample or
just over two-fifths (43 ner cent) of what was left; and the third
mailing yielded another 6 ner cent of the total, equivalent to 26 per
cent of what remained at that time. In total, therefore, 1,721 completed
and usable replies were received, giving an overall response rate of
84.7 per cent. In designated areas the rate was 84.2 ner cent, and in
non-designated areas it was 85.1 per cent. There were NO great
variations in resronse between different executive councils, although a
handful of large E.Cs. haé¢ rates below 80 per cent, including Inner
London, Liverpool, Walsall, WarwickShire and Birmingham. In general,
response rates were higher in rural than in urban areas, and lowest in
the large cities and conurbations of the country - London, Birmingham,
Manchester and Liverncol. Proximity to London did not apnear to be a
factor in response, although the rate for Inner London itself was low.
Apnendix contains full details of the response rates.

The sample print-out contained sufficient information about the
doctors to enable quite detailed comparisons to be made between
respondents and non-respondents. Five noints of comparison were used -
classification of practice area, sex, age, list size, and number of
principals in the practice. No statistically significant differences

*By having the returns sent directly to the University the doctors
could be assured that their completed questionnaires would not be seen
by anybody at the Divisional Offices.
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were observed on any of these attributes between the actual frequencies
and the expected frequencies if each attribute had no effect upon the
probability of response, and we can therefore say with some confidence
that doctors who returned their completed questionnaires were a satis-
factory cross-section of all the G.Ps. in the sample. There were,
however , 0me discrepancies at the extremes of some attributes, especially
where the frequencies were low. Female doctors in designated areas were
under-represented, and so too were elderly doctors and those with small
list sizes in both designated and non-designated areas.

The coding of the questionnaires ran concurrently with the survey,
and was carried out by a specially trained team. Data were stored on
80-column cards and magnetic tape, and analysed on the University's ICL
4130 computer. Details of the coding and analysis are contained in
Appendix

The Follow-Up Survey

A postal survey has certain strengths and weaknesses in comparison
with other types of surveys. If the problem of low response can be
overcome (which is the chief disadvantage of the method) a postal survey
is usually much cheaper than any other form of data collection, but it
has the added drawback of being limited mainly to simple and factual
questions. A mail questionnaire is not good at tapping opinions or
attitudes and it is generally agreed that complex questions requiring
long written answers are best omitted. Much of the information we needed
was of a type that could properly be collected through a mail
questionnaire, but it also seemed useful to supplement these 'hard’
statistical data with more subjective responses for use as illustrative
material. To this end a small follow-up survey was mounted in September
1970 in which four research workers from the University conducted tape-
recorded semi-structured interviews with z total of 30 doctors and,
where possible, with their wives also. The doctors selected for these
follow-up interviews were concentrated in areas of the country with very
different manpower situations - in Leicestershire, Warwickshire, the
West Riding, Wiltshire, Devon, Cornwall and Sussex. The set consisted
of doctors who had made 'functional’ moves from non-designated to
designated areas, and, correspondingly, those who had at some time in
the past made 'dysfunctional’ moves from a designated to a non-designated
area. It is not suggested that the stories recounted in these
discussions are representative of the general experience of G.Ps. since
the numbers involved are very small and were not randomly selected: but
they provide instructive case histories to illustrate and complement
the main survey analyses. The material drawn from these follow-up
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interviews is presented in Chapter 12.
The Presentation of Survey Data

Much of the remainder of this report is taken up with presenting
and discussing the main results from the survey, and some brief comments
about the method of data presentation will help the reader to find his
way through the sometimes complex tables in the report. Fiprstly, it
will be appreciated that the research design in fact yielded two samples
(one of doctors in designated areas and the other of doctors ir non-
designated areas) each having a different sampling fraction. It was
necessary to use this design to get an adequate number Of designated
doctors in the survey, but it means that the results obtained from the
two samples cannot strictly be aggregated to give representative results
for the country as a whole. In most of the tables, therefore, the
results are presented separately for the designated and non-designated
samples.* This procedure enables us to compare the relative frequency
of characteristics of doctors in both samples, and is perfectly com-
patible with the design of the sampling scheme. Where estimates are
required for the total population of doctors in an area (irrespective oOf
whether they are designated or non-designated, as in the analysis in
Chapter 6) they are obtained by weighting the designated and non-
designated samples to take account of the differential sampling fractions.
If, on the other hand, the percentage of doctors possessing an attribute
is virtually identical in both samples then no harm is done by producing
an unweighted aggregate of the two sets of data.

Secondly, in most cases the figures included in the tables are the
raw sample frequencies - that is, they are not adjusted to allow for non-
response nor are they inflated to give total population estimates. The
decision not to adjust the raw sample frequencies for non-response was
based on the fact that, as far as we could tell, the respondents were a
representative sample of all the doctors approached, and consequently
the failure to achieve a 100 ver cent response rate merely affected the
ultimate size of the sample, and not its randomness with respect to the
full population of G.Ps. (see Appendix , Table ). We have seldom
inflated the sample figures to give estimates of population totals because
in most tables our primary am is tO compare the propertions of doctors
in various catepories possessing a characteristic of interest; but sample
frequencies can quite easily be inflated if the reader wishes to do so.
For example, if 200 doctors in the designated sample had a certain attri-
bute, then there is a 95 per cent chance that between 1,700 and 2,120
doctors in designated areas throughout the country also had that
particular attribute in 1968. For a designated sample frequency of 400

*The non-designated sample includes all doctors in open, intermediate and
restricted areas, although in many tables the results are broken down
for each separate type of area.
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the population range lies between 3,590 and 4,050, and for a frequency
of 600 the range is 5,570-5,880. Population ranges at 95 per cent
confidence for sample frequencies in the non-designated sample are: for
300, 3.210-3,860: for 600,6,720-7,420; and for 900, 10,360-10,840.*

Thirdly. significance tests are rarely givenin the text or by the
tables. The main reason for this is that significance tests in common
use relate to an individual characteristic of a table or a result,
whereas the arguments put forward in a research report of this kind tend
to be based on a complex of results. In such cases it is more important
to observe a set of results which are mutually consistent with the
argument than to dwell on the significance of individual results to the
exclusion of others in the complex. It is possible to apply more
sophisticated multi-variate techniques to test the significance of
complex hypotheses, and it is our hope at a later sta:-e to pursue further
analyses which may deepen our understanding of the situation portrayed
by the data. As a first step, it seems more appropriate to
present results b?sed on survey 2ata which are reasonably clear and
beyond dispute, since it is on these that policy-makers can most readily

base thair actions.

*The standard error of the percentage, with finite population
correction, is calculated as

- —

/pq N - n’
/\;/ T L N

where N and n are respectively the population and sample sizes; p is
is the percentage of the sammle possessing the characteristic in
question: and g = 100 - p.




- 111 -

References

11.

12.

13.

14,

15.

16.

17.

J.S. Collings ‘General Practice in England Today" Lancet (1950)
i, 555.

S. Taylor Good General Practice Oxford University Press, 1954.

S.J. Hadfield rA Field SUl'vey of General Practice" British
Medical Journal, (1963), 2, 683.

A. Bradford Hill "The Doctor's Day and Pay'" Journal of Royal

Statistical Society, (1953), Series A, 114, 1.

B. Benjamin and R. Ash "Prescribing Infermation and Hanagement of
the N.H.S. Pharmaceutical Services" Jouwrnal of the Royal
Statistical Society, (1964), Series A, 127, 165.

ilkington Report), ¢mnd., 939, H.M.5.0., 1960.

Report of the Royal Commission on Doctors' and Dentists' Remuneration

& =

A. Cartwright and R. Marshali YGeneral Practice in 1963" Hedical
Care , (1965).3.69.

A. Cartwright Patients and Their Doctors Routledge and Kegan Paul,
1967.

J.M. Bevan and G.J. Draper Appointment Systems in General Practice

Nuffield Provincial Hospitals Trust, O.V.P., 1967.

JM. Last "The Regional Distribution of General Practitioners and
Consultants in the National Health Service” British Medical

Journal, (1967),2,796.

D. Mechanic “'Correlates of Frustration Among British General
Practitioners" Journal..of Health and Social Behaviour, (1970),
11, 87.

JM. Last and E. Broadie !'Further Careers of Youmg British Doctors"
British Medical Journal (1970), 4. 735.

R.G.S. Brown and C. Walker "The Distribution Of Medical Manpower"
Chapter 1 in Problems and Progress in Medical Care (ed. G
YcLachlan) Fifth series. Nuffield Provincial Hospitals Trust,
0.U.P., 1971.

J.M. Beshers Population Processes in Social Systems The Free Press,
1967.

D.V. Donnison ;The Movement of Households in England" Journal_of
the.Royal Statistical Socicty

L.A. Brown and J.C. Belcher "Residential Mobility of Physicians
in Georgia® RUl'a Sociclogy (1866), 31, 439.

L. Benham, A. Maurizi and MW. Reder Migration, Location and
Remuneration of Medical Personnei The Review of Economics and
Statistics, (1968),50,332.




- 112 -

CHAPTER 5

THE MOBILITY OF GENERAL PRACTITIONERS

————— e e e ————

“I think you should certainly »nut down roots. You get
to know patients when you stay in one place, and when
you get to know them you want to carry on looking after
them. That's why we're doctors , isn't it?"

- G.P. in Leicester

In Chapter 2 we described the various processes affecting the
distribution of family doctors. The number of G.Ps. in any area is the
net result of gains and losses from and to other stocks of medical man-
power, and desired changes in the number can in principle be effected
by stimulating the gains or restricting thz losses or both. In practice
some movements are more easily influenced than others, and some have a
greater capacity for short-term improvements than others. In this
chapter we are concerned with the movement of G.Ps. after starting in
general practice, and we begin the analysis of the survey data by con-
sidering the mobility patterns of the doctors in the survey.* The
success that can reasonably be expected from any attempts to persuade
established G.Ps. to move to other areas will depend to a large extent
upon the mobility potential of the profession as a whole. How often do
doctorS move once they have started their careers in general practice,
and when are doctors most likely to move? If it should be shown that
only a small proportion of doctors normally change practices during
the course of their careers, or that those who do move are mainly
elderly dectors wanting to change to a smaller practice for their last
faw years, then the policy imnlications would be different (and more
serious) than a situation in which most doctors moved at least once in
their lives, and at a fairly young age. In the first case the task of
an incentive scheme would be to stimulate mobility among doctors who
would otherwise not normally consider moving, and in the latter case
the problem would be one of ensuring that doctors who are prepared to
move were given sufficient encouragement to go to the 'right' areas.

The analysis in this chapter is complicated by the ambiguity of
the concept of 'mobility’, and by the need to control for the effects
of time on the assessment of gross mobility patterns. on the question

*These include internal mobility by G.Ps. within the country and also
immigration into England from outside; but the research design
obviously excludes migration out of the country. The implications of
this unavoidable exclusion are discussed in chapter 6.
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of definition, the concept of 'mobility' is used throughout the report
in two distinct ways. On the one hand the concept is used in the pro-
fessional sense of moving from one practice to another.* General
practitioners do not inevitably need to change practices in order to
achieve career advancement: many are promoted from assistant to
partner within the same practice and some may move immediately into
general practice as partners. But for many doctors at least one move
between practices has been a necessary condition of advancement,
particularly in the early years of the N.H.S. when the number of
assistants seeking partnerships far exceeded the number of vacant posts.
Yet even if a substantial proportion of family doctors do in fact
change practices during the course of their careers this would still
not necessarily constitute a potential source of geographical redistri-
bution, for most moves may be local, within the boundaries of the same
executive council or even medical practice area. The second usage of
the concept of mobility is therefore in the geographical sense of
movement from one administrative unit to another. The unit may be a
standard region, county, executive council, medical practice area, or
whatever is chosen as anpropriate. (In practice the small sample
frequencies and the constant revision of practice area boundaries com-
pel us to limit the analysis to transfers between regions and
geographical counties.) By definition, geographical mobility always
implies professional mobility, but the reverse does not hold good
provided a change of county is taken to be the minimum movement for the
purpose Of assessing geographical mobility.

The second general difficulty underlying the analysis is that of
allowing for the effects of time. Since the survey was conducted
among samples of all general practitioners in England it inevitably
included doctors scattered across the whole of the age range. Results
based on total data for the two samples are consequently a sort of
average of all the trends over the past 40 years or more, and may con-
ceal important differences between generations. Mobility may have
become much more or much le3s common since the inception of the N.H.S. ,
in which case the more recent trends will be of the greatest interest.
The difficulty is that such trends, if they exist, will not show up in
the total sample data. Ideally the problem can only be overcome by
studying successive cohorts of doctors over a long period of time, for

*A full definition of professional mobility would also take account of
movement between general practice and other branches of the pro-
fession, but that lies beyond the scope of the present study.
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it is only by using this kind of research design that the full effects
of secular changes can be seen; but it is costly and time-consuming.
At second-best, one can take a cross-sectional survey and examine
inter-generation variations within it, as we have done here, although
the method has disadvantages. In particular, for each successive
generation represented in a cross-sectional sample the upper age limit
decreases, and the completed career patterns of different generations
cannot strictly be compared. This problem is discussed in greater
detail when the relevant data are presented.

Professional Mobility

The doctors participating in the survey were asked to list all
the positions they had ever held in general practice, except as locums.

A change of position was defined as a transition from one practice to
a different one, and specifically excluded promotions within the same
practice. Table 5.1, containing the first results of this question,
shows that just over 40 per cent of respondents in each area were still
working in the same practice in which they had started, and about a
third had worked in two practices (that is, they had"'moved once). The
remainder, about a quarter of all the doctors, had held three or more
different positions, which means that they had moved from one practice
to another on at least two occasions. It seems on past experience
that more than half of all family doctors can expect tOo change practices
at least once during the course of their careers, but that most of
those who do so will move on one occasion only. There were no great
differences in this respect between doctors in each type of practice
area, although those in restricted areas were slightly more likely than
the rest to have made more than one move. A small list size, probably
in a pleasant residential area, may be the reward of G.Ps. who are
prepared to make several moves to achieve it. It was not uncommon in
pre-N.H.S. days for doctors to "serve their time" in industrial working-
class areas before selling up and moving to a sea-side or country
practice, and several doctors in the survey saw no reason why it should
not remain a normal thing to do.

Of greater interest than these small variations is the question
of whether there have been any significant changes in professional
mobility over the last few decades. Are doctors entering general
practice these days likely to move more or less frequently than their
older colleagues? The answer is complicated by the fact that there is
in any case an obvious relationship between age and mobility simply
because it generally takes a certain amount of time to make several
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moves. doctors who have worked in three or four different practices
are not likely to be much under 35 years of age. Quite apart from any
changes over time, therefore, we would expect the younger doctors in
the survey to have moved less than the older ones, even though their
mobility potential may be higher. The important ouestion is whether,
before settling down in their man life-time pracfice, younger doctors
are nowadays more likely to move than their older cclleagues did before
they settled down. When put in this way the limitations of our
research design are harshly revealed, because many of the younger
doctors in the survey had not yet settled and we cannot tell how often
they will move before doing so. |If however it is assumed for the
moment that most doctors have settled by the time they reach 40 it is
at least possible to compare mobility patterns up to that age for
different periods up to the late 1950s. In particular, since virtually
all of the doctors who are currently less than 50 will have spent all
their time as G.Ps. within the National Health Service, some simple
pre-/post-1948 comparisons can be made.

The figures are set out in Table 5.2. The first point to note
is that the youngest set of doctors (under 30) in both samples had, as
expected, made significantly fewer moves than their older colleagues.
Doctors in the next two age pgrouns occupied intermediate positions, but
among those over the age of 40 there were no major differences in
professional mobility in either sample. There is certainly no firm
evidence that doctors starting in general practice in pre-N.H.S. times
have been consistently more or less mobile than those who have
practised exclusively within the Service. Nevertheless there are some
hints in the figures that younger G.Ps. may change practices more often
than doctors have done in the past. We see, for instance, that those
in the age group 40-44 had already achieved as many moves, on average,
as doctors in any of the higher groups, and it is therefore probable
that their eventual life-time mobiiity will also be greater. The fact
that even those in the age group 23-79 in the non-designated sample
had also made more moves than a.y of their older colleagues reinforces
that conclusion. It is impossible to estimate the eventual mobility
potential of the youngest doctors with any degree of certainty because
new factors (such as the introdicticn of the designated areas allowance
in 1966) distort the extrapolation of past trends, but at least their
record so far is consistent with the hypothesis of greater professional
mobility potential anong younp doctors entering general practice since
the early 1960s.
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A second interesting point in the table is that doctors in the
55-59 age group in both samnles were rather less likely to have moved
at all than most other G.Ps. over 40. Is this just a chance result or
does it hold some significance? Ve think that it does. Mos ~f the
doctors in this age group were completing their undergraduate courses
between about 1938 and 1942. and would probably have had their normal
post-graduate careers interrupted or in some way affected by the war.
In consequence their average age Of starting in general practice was
some four or five years higher than usuzl, and since mobility is mainly
a feature of youth. it is no surprise that these doctors had been
rather less mobile than either the nreceding or the subsequent
generations of students. Other evidence of the unsettling effects of
the war was found by Brovn and Walker in their study of general
practitioners in East Yorkshire. South Hampshire and Glamorgan.
58 per cent of these doctors who graduated between 1940 and 1954 had
settled in the area of their first choice compared with 68 per cent of
pre-1940 and post-1955 graduates. The evidence is therefore consistent:
doctors whose training was affected by the war were older than averaee

! Only

on starting general practice. therefore less likely to move. and
consequently less likely to have finished up in the area of first
preference.

Geopraphical Mobility

We shall return to the professionally mobile doctors later in the
chapter when we examine some of the correlates of mobility. but we must
next consider the evidence about the second type of mobility. across
administrative boundaries. Given that some 60 per cent of general
practitioners had moved from one practice to another during the course
of their careers. were they also mobile zecgravhically, in the sense in
which the term has been defined? Table 5.3, which sets out the evidence
on inter-regional mobility,* shows that fewer doctors had moved from one
region to another than had changed practices. About two-thirds of
respondents in each sample had spent their entire careers in general
practice up to the time of the survey in the same region, and most of
those who had crossed regional boundaries had done so only once. Fewer
than one doctor in ten had been a G.P. in more than two different regions.
The differences between the age groups are much as we would expect:
doctors under 40 had made fewer inter-regional moves, on average, than
their older colleagues, although we would expect their eventual life-time

*All areas outside England were treated as one single standard region
for the purposes of this analysis.
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movements to be no less (and possibly greater). The differences among
doctors over the age of 40 are small, although once again those in the
55-59 age group have been slightly less inclined to move from one
repion to another than those in the preceding or subsequent age groups.
The overall variations between the designated and the non-designated
samples are negligible.

The movement of doctors in the sample between geographical counties
Is shown in Table 5.4,% 7The mai= ©  v»-es are similar to the patterns of
recional movement: an increasing number of inter-county moves, on average,
in successive age groups un to the age of about 40; broadly similar
patterns beyond that age with the excention of doctors in the 55-59
groun; and a small proportion of moves between three or more different
counties. The variations between the two samples are also slight. As
we might expect, however, the actual number of doctors moving across
county boundaries was somewhat greater than the number moving from one
region to another: about 40 rer cent of G.Ps. in each sample had
crossed county boundaries compared with about 33 per cent who had
crossed regional boundaries. Tzaking regional and county mobility
together it is seen that, although most of the doctors had spent their
entire careers in general practice up to the time of the survey in the
same standard region, most of those who had moved geographically had
done so from one region to another: four-fifths of those crossing county
boundaries had also changed regions in the prccess. Data presented in
the next chapter will describe the regions and counties most frequently
involved in these transactions.

We can now combine and summarise the information on nrofessional
and geographical mobility by identifying four types of mobility (Table
55):

1. Doctors who had spent their careers to date in the same

practice (no mobility).

2. Doctors who had changed nractices within the same county

(mobility within county).

3. Doctors who had moved between counties within the same

region (mobility within region).

4. Doctors who had moved from one region to another (mobility

between regions).

*For the purposes of this analysis the East and West Ridings of
Y orkshire were treated as one single county, and the whole of Derby-
shire and Lincolnshire were included in the East Midland regione
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These four types are used in most of the remaining tables in the chapter.
Table 5.5 shows the distribution of respondents between each type, with
doctors above and below the age of 40 separated out. The older and
younper doctors within each sample obviously have different mobility
histories, but within each of the two age categories the variations
between the desipnated and non-desimnated samples are slight. Of the
younger respondents (those under 40) almost half had remained in the
same practice to date and about = quarter had crossed regional boundaries.
Among the older G.Ps. these propertions were, respectively. about two-
fifths and one-third. Relatively few doctors (about 15 per cent) had
changed practices vwithin the same county, and even fewer (about 8 per
cent) had changed counties within the same repions. These latter
pronortions were more or less constant, irrespective of age or type of
area. Even allowinf; for the limitations of a cross-sectional survey it
seems that these figures are tolerably poed indicators of the amount of
movement that can be expected from existing G.Ps. over the course of a
full career. The detailed are analyses in Tables 5.2 - 5.4 suggest

that there have been no major changes in the amount of career movement
achieved by reneral »ractitioners over the past four decades or so,
although the situation may well be changing. Quite apart from general
and uncontrolled developments in the structure and administration of
general »ractice, there is evidence in the survey that younger doctors
may now have a greater mobility potential than their counterparts in
previous years. Already doctors in their eariy forties had, on average,
changed practices a little more frequently than G.Ps. in any of the
older age groups, and it is therefore likely that their eventual life-
time movement will also be greater. We can be less confident about the
potential of the youngest doctors in the sample because they had com-
pleted an insufficiently larpe part of their careers on which to base
reliable predictions, but at least their performance so far is con-
sistent with the hypothesis Of greater freedom Of movement. The existence
of possible counter-productive factors is considered in the next section.

Correlates of Mobility

What is the relationship between mobility and career patterns?
The data in the previous section strongly suggest that both professional
and geographical mobility are activities of youth. Doctors are most
likely to change practices in the early years of their careers, possibly
before they acquire family commitments, and while they are seeking to
establish themselves. Once settled as partners it is expected that
subsequent movement will be small, with such exceptions as married women
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moving when their husbands change jobs and older practitioners moving
to smaller practices towards the end of their careers. This is all
very obvious, but the data permit us to examine more specific questions.
Is mobility (or immobility) a function simply of age, or do other
events which normally occur in the early years of a doctor's career
also influence his decisions in this respect? Does it make any
difference whether or not he does a lot of hospital work before start-
ing in general practice, or whether he gets married before or after
taking up his first appointment? And can we be more specific about
the age range during which practitioners are at greatest risk of
moving? These questions arise from considering mobility within the
context of a doctor's life-pattern rather than as a simple function of
age.

Age: Considering first the age span during which G.Ps. most commonly
move we immediately come up against the problem of using a cross-
sectional study to perform cohort analyses. The difficulty is that
whilst we know the ages of the doctors when they took up their present
appointments, we cannot be sure that these will be their terminal
appointments. Indeed, many of the younger doctors undoubtedly will
move during the next few years, and some will move several times.

There are consequently obvious limitations in simply equating the age
of the doctors on starting their current positions with the age at which
mobility generally ceases. There is no perfect solution to this
dilemma without resort to a much larger and more complicated study, but
we can arrive at a sufficiently good estimate by assuming that the
older a doctor gets the less likely he is to move again. The question
then is Whether the proportion of moverS who had started their present
post by any given age is the same among younger doctors as among their
older colleagues.

The figures set out in Table 5.6 are restricted to doctors who
had changed practices at least once UP to the time of the survey. They
show the present ages of these doctorS, and their ages when they took
up their current appointments. There is a clear trend in the table of
older doctors having started their current positions at a later age
than younger respondents. If, for example, those in the highest age
group (60+) make no further moveS before they retire, then it is Seen
that more than a quarter will have changed practices after the age of
40, and at least one in ten will have moved after 50. In the next
lowest age group (50-59) the proportion moving after the age of 40 fallS
to about one-fifth, and the effect of the war is seen again in the
relatively low proportion of these doctors who had started in their
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current posts by the age of 30.

The intripuing question is whether the completed career histories
of the younger doctors in the sample will show a similar distribution
to that of the over 60s. There is clear evidence of mobility potential
among these older doctors stretching well into the middle and later
stages of their careers; can we expect a similar tendency to move among
doctors currently under 40? The data in Table 5.6 offer no clues: they
are consistent with the notion that such a tendency might exist, but it
could equally well transpire that these younger G.Ps. might suddenly
put down roots and remain in one place for the remainder of their
careers. Certain background factors may be considered in forming an
opinion. The difficulties of achieving partnership status in the 1950s
and the consequent tendency for doctors at that time to spend quite long
periods as assistants before moving to partnerships, (which may explain
the relatively late age of settling of some of the older doctors in the
sample) , are less likely to affect younger G.Ps. It is much easier for
a younger man to become a partner and achieve quick parity in 1970 than
it was ten or fifteen years earlier, and hence the opportunities to
settle at an earlier age are greater. Reinforcing this conclusion is
the additional fact that early marriage tends to act as a brake on
mobility potential (see next section), and that as the age of marriage
falls, so an increasing number of doctors can be expected to settle by
about their mid-30s. Against this interpretation of events is the
earlier conclusion that younger doctors are likely to make as many moves
during the course of their career as their older collecagues have done,
and may even meke more. It was noted, for example, that doctors in the
40-44 age group in both samples had already made more moves, on average,
than those in any of the higher groups, and are therefore almost certain
to have worked in a greater number of different practices by the time
they eventually retire Unless G.Ps. who are currently in their 30s
deviate radically from the mobility patterns of their immediate seniors
it Seems that the current tendency is for doctors entering general
practice to make a number of ouick moves before settling at a compara-'
tively early age. It is likely, however, that a significant proportion
will continue to change practices until late in their careers, even if
not to the same extent as older G.Ps. currently in practice.

Marriage and Family Responsibilities: In spite of the rather unexpected

finding in the previous section that a substantial number of doctors in
the sample had changed from one practice to another beyond their mid-40s
it remains the case that mobility is primarily an activity of youth. At
least half of the younpger doctors who move now can expect to settle before
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they are 34, and most will probably have made their final move by the
age of 40. But is mobility simplY a function of age or do other events
in the early years of a doctor's career also have some bearing on his
decisions about moving and settling?

One such event is marriage, and here the evidence clearly

indicates that early marriape discourages movement. The relevent figures
are set out in Table 5.7. Ignoring for the moment the age differences
inVOlved, it is Seen that doctors whe had married after starting in
general practice were more mobile in every sense than those marrying
before starting their careers as G.Ps. - they were more likely to have
changed practices, more likely to have done so several times (although
this is not included in the table), and more likely to have crossed

regional boundaries. The differences are not of a very large order,
but they are sipnificant, and are consistent in both samples. Even
when the effect of age is controlled the significance of the timing of
the marriage remains.* Among the doctors over 40 the difference
remains in both samples hetween the achieved mobility of those marrying
before and those marrying after starting in general practice. Among the
younger doctors (those under 40} the trends are naturally less clear,
especially in the designated areas, although we would exnect the
greatest future mobility among these doctors to be shown by those
marrying later rather than earlier. We conclude that early marriage
has tended to reduce the likelihood of doctors moving in the past, and
may still do so today.

One of the main reasons for this appears not to be the marriage
itself, but the consequent assumption of family responsibilities. The
younger a doctor marries the earlier in his career he is likely to
assume the responsibilities of parenthood; hence the timing of the
marriage tends to be an indirect rather than a direct factor in
mobility. 1t is invariably easier for single people and childless
couples to move house than for families, and unless the children are at
a boarding schOOI the upheavals increase as the children get older.
There is clear evidence from the survey that the decision to settle is
closely related to the cycle of family development, and particularly
to the educational needs of the children. Just over two-fifths of the
married doctors had started in their current positions before they had

*The control is introduced in Table 5.7 by dividing the doctors into
those under 40 and those 40 and over at the time of the survey, a
procedure which maintains sufficient numbers in most cells for valid
comparisons to be mad= between them, and also broadly separates out
those who were less likely to have exhausted their mobility potential.
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any children, and over 90 per cent of them had started by the time
their eldest children had reached secondary school age (Table 5.8). In
contrast, only 5 per cent of the married respondents had no children

at the time of the survey and less than a quarter had all their children
of pre-secondary school age. Put the other way round, fewer than one
doctor in ten had so far moved after his eldest child had reached
secondary school age. Naturally, doctors who moved several times tended
to settle at a later stage in their family development than those
moving only once, but even amecng those with more than two moves the
proportions who were still mobile after their children had reached
secondary school age were only 16 per cent and 11 per cent respectively
in the designated and non-desisnated samples.

It is not possible from this survey to sort out the independent
sipnificance Of various events occurring in the first few years of a
doctor's career in general practice, but it is clear from the evidence
so far that marriage and family responsibilities may affect a doctor's
mobility potential. Early marriage diminishes the likelihood of a
doctor moving by hastening the assumption of family responsibilities.
In almost all cases the doctors in the survey seemed to have settled
down by the time their eldest children had reached secendary school
age, regardless of their own age., Thus in general, doctors who had
changed practices after the age of 40 were those who either married
later or were later in starting their families.

Post-Graduate Training:  The general tendency for G.Ps. to switch
practices in the early part of their careerS before they assume extensive
family commitments means that events which postpone the age of starting
in general practice may also reduce mobility potential. We have seen,
for example hOl; this affected doctors qualifying between about 1938 and
1942, although war is epiphenomenal. Many doctors, however, pursue post-
graduate courses and take higher degrees before starting out as G.Ps.,
and the analysis so far leads us to expect that, other things being
equal, those who do so would be less likely to move than those who don't.
The evidence clearly shows this to be the case in both samples (Table
5.9), even when a simple control is made for age. Among the over 40s

in the designated sample, 46 per cent of those gaining their secondary
qualifications* before entering practice had stayed in the same

practice up to the time of the survey compared with only 29 per cent

of those who obtained qualifications after starting in general practice.

#'Secondary qualifications: are defined by the question: ‘*What other
(i.e. non-primary) qualifications do you have? Please include all
higher degrees, diplomas, memberships, etc.”
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In the non-desipnated sample the corresponding percentages were 49 and
37. Doctors with no additional qualifications fell mid-way between
these extremes in both samples. Respondents who had obtained their
further qualifications before starting seneral practice may have been
different from the others in ways which affected their mobility
potential, but the data are at least consistent with the basis hypothesis
about the relationship between mobility and the career cycle.

Sex: There remain two further individual characteristics which may be
sipnificant in decisions about meving - sex and birthplace. Femae
doctors constituted less than 10 per cent of the total sample (reflecting
their relative prevalence anong G.Ps. as a whole), and they could
therefore have accounted for only a small proportion of the total amount
of movement, even if they had all been highly mobile. It is nonetheless
important to check whether the female respondents had moved mere -often than
than their male colleagues. Since most women G.Ps. are married their
likelihood of moving is influenced mainly by their husbands' occupations,
and may equally well be greater or less than that of male G.Ps. In

fact the evidence shows no simificant difference between the mobility
types of male and female respondents (Table 5.10). The men had made
slightly more moves, especially between regions, but the difference is
of a very small order and has no bearing upon the analysis.

Birthplace: The influence of certain biopgraphical factors on the choice
of a practice location is examined in detail in Chapter 7, including the
significence of birthplace, home area and medical school; but it is
relevant at this point to consider the experiences of those doctors in
the survey who were born outside England, and who had consequently
already made one major move (though not necessarily as a general
practitioner). It is difficult to predict whether these people are

more or less likely to change practices and move arcund the country than
English-born doctors. on the one hand it is arguable that having made
one significant move they would be more likely to meke subsequent cnes:
and this is reinforced by the fact that, having few or even no family
connections in this country, they are unlikely to have developed links
or attachments to specific localities. On the other hand many of the
non-British docters had experienced considerable difficulty in obtaining
the kind of practice they wanted, and several had been unable to move
even when they wished to.

The non-English born practitioners constituted 41 per cent of the
designated sample and 34 per cent of the non-designated sample. The
difference is significant, but most of these doctors had been born in
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Scotland and Ireland, and it is shown in Chapter 9 that even among the
Common«ealth-born practitioners many were United Kingdom citizens.

The evidence about their mobility potential is equivocal. Table 5.11
shows that the non-English born doctors as a whole had moved more
frequently, and probably over a greater distance, than those born in
England. In the designated sample 35 per cent of them had remained in
the same practice up to the time of the survey and 42 per cent had
crossed regional boundaries, compared with 45 per cent and 30 per cent
respectively among their English-born counterparts. Similar percent-
ages are found in the non-designated sample. These results tend to
support the argument that having made at least one international move
people are less likely to settle easily in one place, but many other
factors may be affecting the results. Moreover, if we look at the
mobility patterns of doctors born in each individual country, we find
much inconsistency, although the frequencies are admittedly low. We
conclude that doctors born in countries outside England are likely to
respond at least as favourably as English-born practitioners to
mobility incentives, although the reasons are unclear.

Summary

Ore of several ways through which a more equzl distribution of
family doctors might be achieved is the movement of manpower from areas
with a relative abundance to those which are less well supplied. The
debate leading up to the introduction of the designated areas allowance
in 1966 failed to clarify whether the payment was intended to stimulate
this kind of redistribution or whether it was seen mainly as an
incentive for new entrants to general practice to move into under-
doctored areas' but it is clear from Chapter 3 that inequalities of
distribution could be improved simply by rearranging the location of
doctors within fairly small geographical areas. The likelihood of
this happening will in turn depend upon the mobility potential of G.Ps.

Mobility is defined in two ways. Professional mobility is taken
to be a change from one practice to ~ different one, and geographical
mobility is defined as movement across regional and county boundaries.
Taking professional mobility first, just over 40 per cent of the
doctors in each sample had spent their whole careers up to the time of
the survey in the same practice, some 33 per cent had worked in two
different practices, and the remaining 25 per cent had moved between
three or more practices. When these moves are expressed in terms of
geographical mobility, the data show that almost 60 per cent of the
doctors had stayed in the same geographical county for the whole of
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their careers tO date, (including those who remained in the same
practice), aimost 10 per cent had moved between counties within the
same region and the remaining 30 per cent or so had moved across
standard region boundaries. 'lost of those who had crossed regional
boundaries had done so only once. There were no differences in the
total amount of movement between doctors in the designated and non-
designated samples, and there IS no evidence that doctors starting in
general practice in pre-N.H.S. times have been consistently more or
less mobile than those who have practised exclusively within the
Service. There are, nevertheless, some hints that younger G.Ps. (those
under about 45) may move more times during the course oOf their careers,
on average, than older doctors currently in practice; and there is
also clear evidence that the war has had an unsettling effect, in
various ways, on those who qualified in the 1938-1942 era,

The significance attached to these results depends upon the
assumptions held about the mobility of general practitioners. The
common assumption seems to be that G.Ps. tend to change practices infre-
quently .and generally remain within a small geographical area. If
this is so, then one of the functions of any incentive must be to
stimulate doctors to move in the first place. The survey data, on the
other hand, indicate that at least one change of practice is the norm
for the majority of doctors, and that a substantial minority of them
also move acreoss county and even regional boundaries. It follows
therefore that the chief problem may be less one of getting doctors to
move in the first place than of directing their natural mobility
potential into the ‘'right' areas and, having got thcm there, Of
encouraging them to stay. This redefinition of the central problem is
necessarily tentative at this stage of the analysis, for it is not yet
known how the different regions and counties of the country have been
affected by the net balance of movement. It may be the case, for
example, that most of the moves have been self-cancelling ones bhetween,
say, the South Eastern and South Western regions, or between the East
and the West Midlands, in which case the overall balance within the
country would remain unchanged. The next chapter is devoted to this
particular question. We merely conclude at this stage that a consid-
erable and possibly growing natural potential for intermal migration
appears to exlist among G.Ps., with = consequent need to redefine the

central components of the probiem.

The results of the survey also iliustrate some of the factors
associated with movement. As in all studies of migration, age was found
to be a very important factor. Most doctors had moved while they were
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young, and the likelihood of moving decreased with age, Of the
current generation Of younger doctors, at least half will have made
their final move by the time they reach the age of 34 and at least
two-thirds can expect to have settled by the time they arc 40. But
other events are also important in decisions about moving, and they
are to s;ome extent independent of age. In particular, marriage and
the consequent development of family responsibilities acts as an
important constraint on mobility potential. Doctors who married
before starting in general practice were less likely to have moved

at a2ll then those who married later, and very few doctors had moved
after their eldest children had reached secondary school age. As
the age of marriage falls (albeit at a slower rate among the medical
profession than in the total population) and as doctors consequently
assume parental responsibilities at an earlier stage in their
careers, SO we can expect the age of settling to decrease.® Other
developments in the structure and administration of general practice,
such as the growing ease with which doctors can move from assistant
to partner within the same practice and the growth of salaried
partnerships are likely to reinforce the trend. Against this, however,
the increasing emphasis on post-graduate training as a necessary pre-
requisite of entry to general practice suggests that in future the
average age of entry into general practice may rise, and this in turn
will be reflected in a later average age of settling. There is also
the earlier finding that the likelihood of doctors moving sometime
during their careers may be increasing, which also points to the
probability of doctors in the future usually bein~ somewhat older by
the time they settle than at present. The signs, in short, are con-
flicting, as they zre in most situations of social change. It is
probable that we are currently entering a period when new influences
will bring about new patterns of movement. It seems fairly certe.in
that the tendency observed in the survey for doctors to change practices
at least once during their early careers will be maintained, but it
would be desirable to establish some method of monitoring the pattern
of future mobility. We return to this theme in the concluding chapter.

*Of final-year medical students in 1966, 22 per cent were married and a
further 14 per cent were either engaged or intending to be married
within a year.2 It is estimated that by 1971 the proportion of final-
year students who were married had risen to 25 per cent.
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TABIE 5.1

NUMBER OF POSITICHS IN GEWERsL PRACTICE BY TYPE OF PRACTICE AREA

'-Number of .
_Positions Type of Practice Area
By a(C%[ieQEral Designated Open Intermediate | Restricted
1 283 (41.2) |275 (44.4) 1112 (43.6) 65 (41.4)
2 245 (35.7) | 193 (31.1) 190 (35.0) 43 (27.4)
3 105 (15.3) 20 (14.5) 38 (14.8) 40 (25.5)
4 35 ( 5.1) 42 (68) ; 9 (3.5 7 ( 4.5)
5 15 ( 2.2) 12 (1.9) | 6 (23) 1 (0.6)
6 2 ( 0.3) 4 ( 0.6) 1 ( 0.4) -
7 - 1 (0.2 - -
Hot Known 2 ( 0.3) 3 (0.5 | 1(04) |' 1 (0.6)
TOTAL 687 (100) 620 (100) ! 257 (100) 157 (100)
lean Numbe

of 1.9 1.9 ' 1.0 | 1.9

Positions !

Percentages calculated down the columns, and included in brackets

NOTE: The age distributions of doctors in each type of area did
not differ significantly (rable 6.1, page ), hence there
IS no ham in comparing the non-standardised results for
each area.
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TABLE 5,2

HUMBER OF POSITIONS IN GENWERAL PRACTICL BY PRESENT AGE

i ! Number Of Positions in General Practiee jlean
Present Age | | : not— \ lotal. Humber oOf
1 ' 2 3+ ' wenown | Positions
DESIGNATED :. ‘!
SAIPLE |
Less than 301 6 (85,7) - 1 (14,3) - 7 (100) 1,3
30-34 29 (54,7)| 18 (34.0) | 6 (11,3) - 53 (100) 1,6
35-39 52 (45,2) ¢ 39 (33.9)| 24 (20,9) - |. 115 (100) 1,8
40-44 47 (33.3) I 56 (39.7) | 38 (27.0) - ! 141 (100) 2.1
45-49 ' 45 (39,1) | 37 52.2) | = (28.7) - 115 (100) 2,0
50-54 | 42 (39.3)) 46 (43.0)| 17 (15.9) | 2 (1.9) 107 (100) 1.8
55-59 30 (44.1) 24 (35.3)| 14 (20.6) - 68 (100) 1.9
60 & above' | 32 (39,5)| 25 (30.9)| 24 (29.61 - 8L (100) 2,1
TOTAL 283 (41.2) 245 (35,7) {157 (22.9) | 2 (0.3) 687 (100) 1.9
HOB— } | I |
DESIGHATED ,
SAlIPLE I | |
Less than 301 9 (81.8) | 2 (18,2) - - 11 (100) 1,2
30-34 39 (49.4) | 32 (405)| 8 (10.1) - 79 (100) 1.6
35-39 | 48 (42.9) | 35 (31.3) | 20 (25.9) | - 1200 20
40-44 77 38,1) | 60 (29.7) | 65 (32.2) - 202 (100) 2.1
4549 78 (42.4) | 61 (33.2) | 45 (24,5) - 184 (100) 1,9
i 50-54 60 (40.5) | 54 (36.5) | 33 (22.3) | 1 (0.7) 1 148 (100) 1,9
55-59 67 (46,2) | 43 (29.7) | 35 (24.1) | - 1145 (100) 1,9
60 & above | 74 (48.4)| ' 39 (2555) 36 (235 4 (2.6)] 153 (100) 1,9
| |
| TOTAL |42 (43.7)\ 1326 (31.5) 1251 (24.3) | 5 (0.5)| 1034 (100) 1.9

Percentages calculated across rows, and included in brackets.
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TABLE 5.3

NUMBER OF DIFFIRENT STAHDARD REGIOSZS, BY PRESEHT AGE

Presentl - Mumber of difficent standard regions | | Total ﬁﬁ?nnber
age 1 ! 5 3¢ dot of
known regions
DESIGHATED |
SLHPLE
bess than 6 (85.7)1 1 (14.3) - - 7 (100) | 1.1
. 34 42 (79.2) 9 (17.0) 2 (3.8 - 53 (100) | 1.2
55 - 39 79 (68.7)| 30 (2%.1) 6 (52)| - 115 (100) | 1.4
40 - 44 85 (60.3)| 45 (31.9)| 10 ( 7.1)| 1 (0.7)| 141 (100) | 1.5
45 - 49 66 (57.4) 37 (32.2) 12 (10.4) - 115 (100) 1.5
50 - 54 '| 71 (66.4)1 29 (27.1) 5 (4.7)] 2 (1.9)| 107 (100) 1.4
55 - 59 47 (69.1): 17 (25.0) 4 ( 5.9 - 68 (100) 1.4
60 & above 48 (59.3)i 24 (29.6) 8 (9.9 1 (12| 8 (100)| 1.5
TOTAL 444 (64.6)| 192 (27.9) | 47 (6.8)| 4 (0.6)| 687 (100) | 1.4
| , l’
HON-DESIGHATED
SAHPLE | ;
e A 10 (90.9) I 1(9.1) - - |1 o@oo| 11
30 - 34 61 (77.2)| 16 (20.3) 2 (25)] - 79 (100) | 1.3
35. 39 8 (73.2)| 24 (21.9) 5 (4.5)| 1 (0.9)| 112 (100) | 1.3
40 - 44 || 130 (64.4)| 48 (23.8)| 22 (10.9)| 2 (1.0)| 202 (100) | 1.5
a5 - 29 | 112 (60.9)| 57 (31.0)| 15 (82)| - 184 (100) | 1.5
50 - 54 B (62.8)1 44 (29.7) ., 9 (6.1)] 2 (1.4)| 148 (100) | 1.4
55 - 59 104 71.7) | 31 (21.9) | 10 ( 6.9)| - 145 (100) | 1.4
60 & above 105 (68.6)| 33 (21.6) 10 ( 6.5)| 5 (3+3)| 153 (100) | 1.4
|
TOTAL . 697 (67.4)| 254 (24.6)| 73 ( 7.1) 110 (1.0) ,1034 (100) | 1.4

Percentages calculated across

rows, and included in brackets.
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TABLE 5.4

WUB.ll OF DIFFEREAT COUNTIES, BY PRESINT AGE

j . . Iean
Present ilumber of different counties total number
age Not of |
1 2 3+ ' .
known | coun'ues{
DisSIGIATD [ | .
S4; PLE : ! |
| 1
Lesgthan ¢ (gs.) | 1 (1a3) | - '~ 7@00 11
30 - 34 I 37 (69,8) 14 (26.4) 2 (3,8 1 53 (100) 13
5.3 | 70 (60.9)] 36 (31.3) 9 (781 - 115 (100) 1.5
40-44 68 (48.2) | 54 (38.3) | 18 (12.8), 1 (0.7)1141 (100) 1.6
45 - 49 59 (51.3)| 38 (33.0) | 18 (15,7)| - 115 (100) 1.6
50 - 54 64 (59.8) | 29 (27,1) | 12 (11,2)| 2 (1,9)1107 (100) 1,5
55 - 59 42 (61,8)| 26 (38.2) : - I| 68 (100) 1.4
60 & above | 45 (55.6) | 25 (30.9) | 10 (12,3)| 1 (1,2)j 81 (100) 1.6
TOTAL 21 (56.9) | 217 (31.6) | 75 (10.9)| 4 (0.6)1687 (100) 1.5
NON~-DESIGIATED
SEMPLE
L&?Otha” ' 9 (s18) I 2 @182 | 1 (1000 1.2
30 - 34 49 (62,00 | 27 (342 3 (38l = | 7 (1000 1.4
| 35 - 39 69 (61.6) | 29 (259) 13 (11.6)1 1 (0.9) 112 (100) 1,5
| 40 - 44 105 (52,0) | 63 (31.2) 32 (15.8)1 2 (1,0) 202 (100) 1.6
45 - 49 102 (554) | 57 (31.0) 25 (13.6)] 184 (100) 1,6
50 - 54 80 (54,1) | 51 (34,5) 15 (10.1)! 2 (1.4)| 148 (100) 1.6
55 - 59 9% (56.2) | 34 (23.4) 15 (103)1 =~ 145 (100) 1.4 |
| 60 above | 96 (62.8) | 33 (21.6) | 19 (1204 5 (3,3) 153 (00) | 15 |
¢ L i y |
 TOTAL | 606 (58,6) | 296 (28.6) | 122 (11.8)110 (1,0) 1034(100) 1.5 ,

Percentages calculated across rows, and included in brackets.
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TABLE 5.5

MOBILITY TYPE BY PRESENT AGE

Mobility type

Sample and present age

Designated !

Non-designated

Under 40 li 40 & above

Under 40 40 & above
o mobility 87 (49.7) 196 (38.3)| 9% (47.5) 356 (42.8)
Mobility withi .
lclgur']t;, y within 26 (14.9) | & (16.0) {31 (15.3) 122 (14.7)
Hobility within | I
region ! 14 ( 8.0) 39 (7.6) 126 (12.9) 66 ( 7.9)
obility between ' o
regions 48 (27.4) 191 (37.3) \40 (2).8) 279 (33.5)
ot known - 4 (08) | 1 (0.5 9 (1.1)
| ToTAL 1175 (100) 1 512 (100) [202 (100) | &32 (100)

Percentages calculated down columns, and included in brackets,
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TABLE 5.6

PRESENT AGE ANWD AGE AT STARTING CURRENT POSITION OF ALL DOCI'ORS WHO HAVE

CHAIGD PRACTICES AT LEAST OICE

Age at starting current position

Present age | Less 1y | ', 50 and | Hot Total
30 30-34 35-39 4-49 i pove | known I
1 ! I
DESIGHATZD '| I | |
SILPLE , | , |
I
Bk | 14(56.0): 1440 - | - - - | 25(100)
35 - 39 24(38.1)[ 35(55.6)1 4( 6.3) - - | - 63(100)
40 - 49 57(34.8) 58(35.4)133(20.1)| 16( 9.8) - | = |164(100)
50 - 59 12(11.9) 44(43.6)126(25.7) 15(14.9)| 4( 4.0)| - |101 (100)
60 & above| 17(35.0)j 13(26.5) | 5(10.2)| 7(14.3)| 6(12.2)| 1(2.0)| 49(100)
TOTAL ! 124(30.8)i161 (40.0)! 68(16.9)| 38( 9.5)| 10( 2.5)| 1(0.2)|402(100)
! | S
HOH-DEST GIIATED ' ! f . |
SAHPLE | : | I
i | ! .
| ! | i
| Lesgstha” 33(73.6)i 9(21.4)l - I| - 0 - I| ~ | 42(100)
|
| 35 - 3 12(18.8)1 43(67.2)1 9(14.1)] - II - . 64(100)
40 - 49 51(22,1)] 99(42.9)| 55(23.8)| 26(11.3)1 = - |231(1J0)
50 - 59 23(13.9)| 59(35.3) | 43(26.1)| 27(16.4)| 11{ 6.7)| 2(1.2)|165(100)
60 & above| 16(21.3)| 18(24.0); 13(17.3)| 15(20.0)| 11(14.7)| 2(2.7)| 75(100)
|
I 1
| romis 1 135(23.4) 228(39.5) ,120(20.8)1’ 68(11.8) | 22( 3.8)} 4(0.7) 577(100)

Percentages calculated across rows, and included in brackets.
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TABLE 5.7

HOBILITY TYPE BY TIii& OF MaRRIAGE AND PRESENT AGE

'Time of marriage !

Mobility Type

and present age o bility  Mbility " ®bility Not | Total
v i within within |
{ Mobility o/ nty yaldian | ?Stg"{'?gg known
| |
| DESIGNATED h
SAPLE.
Merriage before |
entering general I
practice: :
under 40 70(48.6) 22(15.3) 12( 8.3)l 40(27.%) 144(100)
40 & above 125(40.8)  42(13.7) 26( 8.)): 112(36.6)' 1( 0.3)| 306(100)
I
, Marriage after
entering general
practice:
under 40 12(48.0)| 3(12.0) 2( 8.0)| 8(32.0) 25(100)
40 & above 57(32.8)| 35(20.1) 12( 6.9)| 69(39.7)] 1( 0.6)| 174(100)
Hever married 13(50.0)| 4(15.4)| 1(3.8)| 8(30.8) 26(100)
o I
paritel Stalus 6(50.0)| 2(16.7) | 2116.7) | 2(16.7)| 12(100)
| ToTaL 283(41.2) | 108(15.7): 53( 7.7)1 239(34.8)| 4( 0.6)| 687(100)
l i
HO-~DESIGNATED ' |
SAIPLE |
Marriage before ! i
entering general | ! ]i
practice: | i
under 40 78(45.9)| 27(15.9) | 24(14.1)| 41(24.1)1 - 170(100)
40 & above 235(46.4) | 84(16.6) | 34( 6.7)! 151(29,8)1 2( 0.4}! 506(100)
I Marriage after
entering general
practice:
under 40 11 (37.9) | 1004.5)| 2( 6.9} 5(17.2)}; 1( 3.4) | 29(100)
, 40 & above 92(36.2) | 31(12.2) | 26(10.2)] 104{40.9)| 1( 0.4)| 254(100)
I Never married 25(51.0) 1( 2.0) 4( 8.2)| 18(36.7) 1(2.0) 49(100)
| jerital Stalus 11(42.3) 2(7.7) 8(30.8)| 5(19.2)| 26(100)
! . ] ; l
| TOTAL 452(43.7)| 153(14.8)  92( 8.9) 327(31.6)1 10( 1.0). 1034(100)

Percentages calculated across rows, and included in brackets.




MOBILITY TYPE BY AGE OF CHILDREN AT STARTING CURREHT POSITIOR

(Married respondents only)

I Age of children at starting current

position
Mobility type ! Eldest Eidest Total
Ry child ch.i.ld
chifaren | under 11 | Jver 11

DESIGNATED SAHPLE
o mobility | 150(56.4) | 110(41,4) 6( 2,3) 266(100)
Mobility within county 47(46.5) | 48(47,5) 6( 5.9) 101 (100)
i-iobility within region 19(36.5)| 29(55.8) a( 7,7) 52(100)
Mobility between regions 76(33.0) | 132(57.4) | 22( 9.6) 230(100)
Hot known - - - -

TOTAL 292(45.0) : 319(49,2) | 38( 5.8) 649(100)

|I i

NOIil-DESIGNATED SAMPLIL f | }
Ho mobility 231(55,7) | 171(41.2) | 13( 3.1) 415(100)
[tiobility within county 55(36.7) | 81(54.0) | 14( 9.3) 150(100)
Mobility within region 29(3.3,7)  55(64,0) 2( 2.3) 86(100)
i-iobility between regions 94(31.0) | 175(57.8) 1.34(11.2) 30.3(100)
| ot known 3(60.0) 2(40.0) | - 5(100)
|
|
' TOTAL 412(42.9) | 484(50.5) 163( 6,6) 959(100)

Percentages calculated across rows, and included in brackets.




HOBILITY TYPE BY EIiid OF GuINING SECOWDARY QUALIFICATIONS AND PRUSENT AGE

- 13

TAB

3
A

6 -

Time of gaining sece tobllity Type !
ondary qualifications No . Nobility | Mobility | Mobility Not Total
and present age Mobilit I within within  between Jnown
Y| countv | re":on _ re"ions i
|
DESIGRATSD SAMPLE ;
Qualifications gained |
before entering i
general practice:
under 40 30(54,5) 5( 9,1) I| 4( 7.3) II 16(29.1) - 55(100)
40 & above 60(46.2) | 20(15,4) | 9( 6.9) | 41(31,5) - 130(100)
Qualifications gained I
after entering |
general practice:
under 40 11(39,3) 6(21.4) 1( 3,6) | 10(35,7) - 28(100)
40 & above 16(28,6) 9(16,1) | 8(14,3) | 22(39,3) 1( 1,8) 56(100) |
i i
|
No secondar |
qualificatigns 160(39,6) | 67(16,6) | 31( 7,7) | 144(35.6) 2( 0.5) 404(100) I
Not known 6(42.9) | 1(7,1) - 6(42.9) ' 1(7.1) | 14(100) |
TOTAL | 283(41.2) |108(15,7) | 53( 7.7) 1239(34.8) | 4( 0.6) ' 687(100) |
HON-DESTGHATED SAPLE | ’| | II
Qualifications gained I i II ; |
before entering | i I
general practice: | |
under 40 47(52,2) ; 9(10.0) 16(17.8) | 18(20.0) - 90(100) II
40 & above 1111 (49,8) | 28(12.6) I 20( 9.0) | 63(28,3) 1( 0.4) 223(100) i
I
Qualifications gained' || |
after entering ‘ II I
general practice:
IUIder 40 16(5146) | 4(12,9) | 2( 6.5) | 9(29.0) - 31 (200) |
40 ft above 46(35.8) /17(13.6) 9( 7,2) * 51(40.8) 2( 1.6) 125(100) |
No secondary |
qualifications 221(40.8) | 01 (16,8) | 44( 8.1) | 182(33.6) ‘ 4( 0.7) 542(100) II
| iot known I 11(47,8) I 4(17,4) 1( 4,3) 4(17,4) I 3(13,0) I 23(100) |
) | |
’ TOTAL | 452(43,7) ;153(14.8) | 92( 8,9) 1327(31,6) ' 10( 1,0) 1034(100)

Percentages calculated across rows, and included in brackets.
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5.10

MOBILITY TYPE BY SiX

Nobility Type
Sex . Mobility | iiobility . kobility | Total
o within | within | between | Not
mobility COWItv region regions known
DESIGHATED
SAMPLE |
i
Male 268(41.2) | 99(15.2)| 50( 7.7)1 230(35.3) | 4(0.6) 651 (100)
Female 15(41.7) | 9(25.0)| 3(83) 92501 - 36(100)
i
TarAL 283(41.2) 1108(15.7)! 53( 7.7)| 239(34.8)| 4(0.6) 687(100)
| i I : |
10i~DEST GA TED | | | ; |
SAMPLE .| ' | | |
| |
Male 406(43.3) | 136(14.5)| S8( 9.4) | 297(31.7)| 10(1.1) || 937(100)
Female 46(47.7)| 17(17.5)| 4 4.1) | 30(30.9), - [ 97(200)
TOTAL 452(43.7) [ 153(14.8) 1 92( 8.9) | 327(31.6) 110(1.0) 1034(100)

?ercentages calculated across rows and included in brackets.
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TABL

E

5.11

HOBILITY TYPE BY COUIITRY OF BIILTH. WOH-ZHGLISH BORH DOCrOHS OiiLY

1153(14.8) 1 92( 8.9) | 327(31.6)

robility type 1 |
COIUltry of Birth - Mobility j liobility | Id -N-0o-t-1 Total
Mob within | within | petween 1 |
ty cOlUltv region regions " I
DESIGHATED SAMPLE , i
Scotland 30(31.3) 110(10.4) | 7( 7.3) | 49(51.0) 96(100) 1
Wales 9(20.9) | 3237 | 3013.m | 6(27.3) | 1(s.5) , 22(100)
Northernlreland/ o
ol e,{gpLil?{:‘ | 31(35.2) 116(18.2) 1 4( 4.5) ! 37(42.0) £5(100)
Commonweslth 9¢9.0)  6(19.4) 5(16.1) { 10(32.3) 1{3.2) | 31(100)
Other 21447  6(12.8) | 3( 6.4) 1 17(36.2) | 47(1200)
SUB-TOTAL 100(35.2) 1 4(14.4) 22( 7.7) [119(41.9) | 2(0.7) . 284(100)
England 183(45.4) 1 6'7(16.6) 31( 7.7) 11120(29.8) | 2(0.5) i 403(100) |
GRAND TOTAL 283(41.2) 1108(15.7) | 53( 7.7) 239(34.8) | 5(0.6) 1681(100) |
I
| r
HOW-DESI GRATS | .'
SAIPLE | |
Scotland | 38(39.2) 10(10.3)! 5( 5.2) | 44(45.4) .I 97(100)
| 11ales 17(43.6) 2(5.1)1 1(2.6)1 18(46-2) | 1(2.6) | 39(100)
ilorthern Ireland/ | i '
Irish Republic : 31(32.3) i 15(15.6) | 11(11.5) _I 39(40.6) | | 96(100)
Commonwel th 19(42.2) | 920.0) ' 4(8.9)! 13(25.9) | | 45(100)
Other 1 32(42.1) 1 20(26.3)  2( 2.6) | 21(27.6) | 1.3) 1 76(100)
’ , [
SUB-TOTAL |137(38.8) | 56(15.9) | 23( 6.5) L135(38.2) 2(0.6) 5'353(100)
Lngland 1 315(46.3) | 97(14.2) | 69(10.1) 1192(28.2) |8(1.2) | 681 (100)
GRAND TOTAL | 452(43.7) 110(1.0)  1034(100)

Percentages calculated across reows, and included in braclets,
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CHAPTER 6

AN AREA ANALYSS OF MOBILITY PATTERNS

"My wife and | would both like to
move to the South of England".

- G.P. in Lancashire

The data presented in the previous chapter attempted to show how
often doctors move after they have started in general practice and what
factors are associated with mobility potential. The majority of
respondents had changed practices at least once up to the time of the
survey, and at least four out of every ten had moved from one county to
another. But because the broad geographical patterning in the distribu-
tion of G.Ps. has remained fairly stable for at least the lifetime of
the National Health Service it is likely that the large number of moves
made during the last two or three decades have not yielded any substantial
net benefits to areas with chronic and persistent manpower problems. In
spite of the potential capacity among G.Ps. for removing or at |east
alleviating gross inequalities between different regions and areas, such
improvements have not in fact occurred. In 1969, as in 1938, the East
and West Midlands, the North West and parts of the North East experienced
large average list sizes, whilst the Southern parts of the country con-
tinued to enjoy a relative abundance of family doctors. Possible reasons
for this preservation of the status quo include the reciprocity of most
moves, the tendency for doctors to remain for short periods of time in
the under-staffed areas before moving on, and the failure of these areas
to attract a sufficient number of doctors in the first place to meet
local needs. To unravel these various strands we must now plunge deeper
into the data and see how the different areas of the country have fared
as a result of the mobility patterns disclosed in the previous

chapter.

In order to simplify what might easily become an impossibly compli-
cated analysis the chapter will concentrate on migration between
standard regions and between counties®, We recognise that to confine
the analysis to these two levels is to remain two stages removed from
the unit of ultimate significance (the medical practice area, since it

* The standard regions are here defined in the same way as in Chapter 3,
with the exception that the whole of Lincolnshire is included in the
East Midland region. This was necessitated by the diffiCUIty of
accurately identifying the first practice locations of some of the
doctors in the sample.
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is this which is either designated cr non-designated), and that
consequently certain assumptions must be made about inter-changes at the
sub-county level. on the other hand, the results would not only become
very complex if extended to executive councils and medical practice
areas, they would also be of dubious value in many instances, for the
raw frequencies become quite small. For these reasons it was decided
to limit the main analysis to movements between regions and counties,
although some comments are made at the end of the chapter about the
probable shape of sub-county migration patterns.

The analysis around which the chapter is structured compares the
first and current practice locations of the doctors in the sample. The

qualifying phrase is important because the aim of the chapter is fairly
limited and might easily be misunderstood. Cur purpose IS simply to
reconstruct the mobility patterns of a sample of doctors still in
practice, and then to use the results to see whether the manpower
problems in an area are attributable to an unfavourable balance of
movement. The data do not indicate changes in the stock of G.Ps. in an
area during a specified period of time. Such data could only be
derived from a cohort study, whereas the research design employed in
this investigation is cross-sectional. With a cohort study we would be
able to take a particular unit (for example Lancashire) and a particular
starting date (say, 1920) and then trace the gross gains and losses to
the unit over whatever period of time we might choose. The results
could be presented in the form that between 1920 and 1970 Lancashire
experienced a gross gain of, say, 600 practitioners (made up of such-
and-such a proportion of newly qualified doctors, immigrants from
abroad, and family doctors moving from other parts of the country), and
suffered a gross loss of, say, 350 doctors (so many of whom died,
retired, emigrated, or moved elsewhere). The individual doctors
making up the results would change over the period under review as some
cane and some went, and there would be no single point in time when all
the individuals in the analysis were practising together.

A cross-sectional design, by contrast, is limited to just such a
single moment of time: it represents a2 closed system, with no openings
through which individuals can come and go, and hence any reconstruction
of earlier migration patterns can only take account of those people in
the system at the one point in time. This limitation means that words

such as "gains" and "'losses" acquire a particular and more restricted
meaning than they would have in a cohort study. When we say that a
certain region has gained 150 G.Ps. we do not mean that a total of 150
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doctors had moved into the region during a specified time period; we
mean that 150 doctors in the sample were practising in that region at
the time of the survey, having mcved into it as general practitioners
at various times in the past. Likewise the statement that a certain
county has lost 50 G.Ps. means that 50 respondents in the survey had
their first appointments in general practice in the county, but were
currently practising elsewhere at the time of the survey. May "real"
losses, through death, retirement and emigration are by definition
beyond the scope of the survey. Similarly the phrase "the number of
doctors first practising in a region” does not refer to the total stock
of G.Ps. in the region at some specific point in the past, but to the
number of practitioners in the sample whose first appointments had been
in that region (whether as an assistant or principal). In short, our
concern is with the patterns of geographical mobility within a closed
system, and with the extent to which these internal movements have
affected the overall distribution of manpower,

Finally by way of introducing this chapter the problem of
allowing for the effects of time must again be noted. The result of
aggregating all the moves made by the respondents in the survey is a
sort of average of the trends over the past thirty to forty years, and
there can be no certainty that the results are a valid picture of the
current trends of losses and gains. The problem is, however, by now a
familiar one, and as in the previous chapter, it is possible to recon-
struct the behaviour of successive generations of practitioners in the
sample in a way that detects any gross dissimilarities in their
migratory patterns. This is done at a later point in the chapter (page
153): for the present it is enough to note that the results confirm
that the major migration routes described in the following sections have
not changed much during the past thirty or forty years.

Migration Patterns: The Total Net Balance*

We start the analysis by considering the total net balance of
movement at the regional level and then breaking the figures down into
the constituent gross gains and losses to and from other sources. The
first column in Table 6.1 shows the total number of principalS
practising in England in 1968 classified by the region of their first
appointments in general practice.** The total at the foot of the

*The reader is reminded of the limitations of the analysis described in
the previous section.

** The figures in this and subsequent tables in the chapter are 1968
popUlation estimates for England, obtained by inflating the sample
frequencies by the appropriate factor for the designated and non-
designated samples in each standard region.
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column (17,309) is somewhat less than the full number of principals in
1968 because a certain number had had their first appointments outside
England. The doctors first practising in each region are expressed as
a base of 100 (column 2) to facilitate the inter-regional comparisons
of subsequent losses and gains. Column 11 in the table shows the same

principals classified by their region of practice in October 1968,
(effectively their current practice at the time of the survey). The
total in this column (18,750) is the full number of principals in Eng-
land at that date, and the difference between this and the column 1
total is made up by doctors whe had entered the country from abroad
(column 9). The final column (12) in the table expresses the number in
column 11 as percentages of the numbers first practising in the regions.

When all the observed components of change have been added
together, two regions (Y orkshire/Humberside and the South West) are seen
to have suffered a net loss of doctors of 4 per cent and 9 per cent
respectively (column 12). This means that the net result of |::alancing
the outward movement of doctors first practising in the regions against
the inflow of G.Ps. from other regions and countries has been a loss of
almost 70 doctors in Yorkshire/Humberside and about 170 in the South
West. Such losses, however, are only those caused by migration among
doctors still practising in 1968, and they are not incompatible with
the moderate overall gains which have occurred in both regions during
the last quarter of a century. In Yorkshire/Humberside the |-ate of
population growth since the war has been comparatively slow, and is
expected to continue in this way at least until 1981, but nevertheless

by then the population is expected to have grown by more than a quarter
of a million (six per cent) on the 1969 figures.* If the region con-
tinues to lose doctors as it appears to have done in the past the
situation there may worsen. The implications for the South West are
less severe, because although the region has suffered an even greater
net loss than Yorkshire/Humberside it nevertheless remains well supplied
with G.Ps. There does not seem to be much immediate danger in this
region, although it is expected in the future to be one of the faster
growing regions in Southern England, increasing its population between
1969 and 1981 by almost ten per cent.

The Wes Midland region has broken even - that is, the gross gains
to the region from various sources havebeen offset almost exactly by its

*See Appendix for a more detailed discussion of past and projected
regional population trends.
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losses. This region, however, is expected to be among the fastest
growing regions over the next 15 years, increasing its popUlation by
more than 16 per cent by 1981, and it must either attract an increasing
number of doctors or hold onto a greater proportion of those who first
settle there if the supply is to keep pace with population growth. The
Northern region has experienced a net gain of some 70 principals (6 per
cent). The regional average list size has been hovering around 2,500
for several years, and its projected rate of population growth is the
lowest in the country. This is therefore a region in which one might
look for no more than a moderate rate of increase in the stock of G.Ps.,
and the future does not seem as unfavourable here as in the West
Midlands or Y orkshire/Humberside.

East Anglia has shown a larger net percentage increase than the
Northern region @1 per cent). At the moment the region is generally
well supplied with doctors, but it is expected to experience a faster
rate of population growth than any other region over the next 15
years, (about 25 per cent between 1969 and 1981), and it must continue
to attract newly qualified and mobile doctors if the future supply of
practitioners is to keep pace with population growth. The South East
has shown a similar overall increase to East Anglia (12 per cent), but
this region has virtually reached its maximum expansion capacity for
several years, and is expected to have a lower rate of popUlation
growth over the next 15 years than any region except the North (5 per
cent between 1969 and 1981).

The North West, with a net gain of almost 20 per cent, has been
one of the most successful regions in this respect. ilevertheless it

still has an average list size in excess of 2,500, and it must continue
to attract doctors to keep pace with the moderately high projected
growth in population size (10 per cent betwsen 1969 and 1981). Finally,
the East Midlands has shown a higher net percentage increase in the
number of doctors than any other region, but in spite of this very
favourable trend it has not been able to keep pace with the increase in
population, and the regional average list size has been steadily

rising over the last few years. The projected population growth
through to 1981 is quite high (about 15 per cent), and it is likely
that the regional shortfall of doctors will continue, although with

much less serious consequences than if the region did not have the
attractive capacity which it appears to display.

Before delving into the constituents of these net gains and losses
it may be noted that they do not appear to relate directly to the
regional manpower situation in 1968. We might expect at a simple level
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that regions experiencing a net loss through migration (or a relatively
small increase) would be those with the greatest relative shortfalls of
doctors, but this is not the case. Indeed, the rank correlation
(Spearman:s Rho) between the net percentage balance of movement and
the surplus/shortfall of dcctors per million patients is negative at the
regional level: - 0.36. If therefore we are looking for a relationship
between regional losses and gains from mobility patterns and the
relative availability of G.Ps. the search must switch to the gross
components of the net balance in each region.

The Net Balance of Internal Migration

We start by considering regional fortunes frem the net balance of
internal migration; that is, excluding doctors who had moved into the
country after a first appointment in general practice outside England.
Column 7 in Table 6.1 shows the actual numbers of doctors lost or gained
by each region as a result of such movement, and column 8 expresses
these numbers as percentages of those first practising in each region.
Since the movements contained in these figures are internal, the gains
of some regions are the losses of others, and hence the total resolu-
tion is zero. Table 6.2 shows how the net balance has affected each
region in relation to every other region.

The regions fall into four pairs. The first pair consists of the
South East and East Anglia, which have both shown a net gain from
internal movement (of 4 per cent and 5 per cent respectively), but
which would still have had average list sizes below 2,500 in 1968 even
if the balance had been zerc. A certain part of the net gain to these
regions has therefore been "unnecessary" in the sense that it has
diverted manpower to them which might be more urgently needed elsewhere.
The "unnecessaryll migration routes which have taken doctors to the two
regions are Shown in Table 6.2. Reading across the rows we see that
the major sources of Ilsurplus” manpower into the South East were the
South West, the North, Yorkshire/Humberside and the West Midlands (of
which the latter three can ill afford to lose manpower to a batter
endowed region): and the largest net gains to East Anglia were from the
North West and South West.

The second pair of regions (the East Midlands and the North West)
have also shown a net gain from internal movements (of 16 per cent and
10 per cent respectively), but unlike East Anglia and the South East
they had average list sizes in excess of 2,500 in 1968. They may be
said to "really need" everyone of the extra doctors they have been able
to attract, and their position in 1968 would have been even worse if
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their net balance had been less favourable. However, Table 6.2 shows
that much of the net increase in the East Midlands has been at the
expense Of the West Midlands, and in the North West at the expense of
Y orkshire/Humberside and the West Midlands, and is therefore largely
self-defeating since these two regions themselves suffered a short-
fall of doctors in 1968.

The third pair of regions (the South West and the North) have
both shown a net leoss from internal movements (of 17 per cent and 5
per cent respectively), but nevertheless managed to maintain a regional
average list size below 2,500 in 1968.* The case of the South West is
particularly remarkable because the absolute and percentage |loss was
higher than in any other region, and yet the average list size
remained the lowest of any region. Most of the doctors leaving the
South West have gone to the South East and the West Midlands. The
situation in the Northern rezion is rather different, for although the
percentage loss was much lower than in the South West, the average list
size in the region has recently been hovering just below the 2,500 mark,
and is now rising. |If the net loss to the region continues we can
expect to see an increasing shortfall of doctors in it. Mogst of the
doctors leaving the Northern region have gone to the South East and the
North West.

The last two regions (Yorkshire/Humberside and the West Midlands)
have also suffered a net loss through internal migration (of 11 per
cent and 7 per cent respectively) and in addition they had quite large
average list sizes and shortfalls of doctors in 1968. These two
regions have consequently suffered the most as a result of internal
migration, and if they continue to lose doctors then an increasing
number of areas in them may become designated. The grect
majority of G.Ps. leaving Yorkshire/Humberside have gone across the
Pennines to the North West and some have gone to the South East and
West Nidlands. In the West Hidlands the percentage loss has been a
little lower than in Yorkshire/Humberside, but again tnhe regional
position could have been much better if the outflow of doctors to the
South had been checked. The greatest net losses from the region have
been to the East Midlands, the South East and the North West.

These data begin to reveal the relationship between mobility
patterns and manpower needs. It is true that there is very little
association between the net balance of internal migration and the

*The list size for the Northern region had exceeded 2,500 by October
1969 (Table 3.1).
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shortaee or surplus of doctors in each region in 1968: indeed, as with
the total balance of migration, the rank correlation is negative
(-0.33). But by studying the interchange of doctors between specific
regions we are able to see how the net gains and losses in each case
give rise to the shortfalls or surpluses revealed in Table 3.1. For
example, it was shown in that table that Yorkshire/Humberside was short
of 46 C.Ps. in 1969; that is, the region needed that number of
additional doctors to reduce its average list size to 2,500. From
Table 6.2 we see that the region lost almost that number of C.Ps. as
the net result of doctors moving between Y orkshire/Humberside and the
South East.* Bearing in mind the fact that all of these practitioners
were "surplus" to the requirements of the South East it fOllows that
if the loss of doctors through this route alone had been stemmed, the
manpower shortage in Yorkshire/Humberside (at least at the regional
level) would have virtually disappeared by 1968. The exercise can be
repeated for each of the other regions, although the conclusions are
somewhat different in each case. We are still, however, some way
removed from a complete understanding of the relationship between
mobility and supply. We must first examine the sub-regional patterns
(which We do later in the chapter), and we must also unravel the
components of the net balance of internal inter-regional migration.
That is our next task.

Outward Migration to Other Parts of England

Column 3 in Table 6.1 shows the number of principals in England
in 1968 Whose first appointments in eeneral practice had been in each
of the eight regions but who were currently practising in a different
region at the time of the survey. These are the gross "losses" in the
sense in which we have defined them (see page 180). Column 4 expresses
them as percentages of the numbers of doctors first practising in each
region; and Table 6.3 shows how the grcss movement hes affected each
region in relation to every other region.

Different regions have experienced variable gross percentags losses

as the result of internal migration. In four regions (Y orkshire/

Humberside, the East and West Midlands, and the South West) at |east
30 per cent of doctors first practising there had subsequently moved
out, compared with fewer than 20 per cent in the South East and the

*The discrepancy between 1968 and 1969 figures is unavoidable. It was
desirable in Chapter 3 to present the most recent statistics avail-
able, but the sample was updated only to 1968. There are some
material differences between the two years, but they do not greatly
affect the gist of the argument.
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North West. This link between mobility and the supply of medical man-
power is much stronger than those examined earlier, for apart from the
South Western region (which has somehow managed to combine the largest
gross loss with the lowest average list size) the regions with the
highest gross percentage losses generally had the greatest shortfalls
of doctors per million patients in 1968. Indeed, if we exclude the
South West from the analysis, the rank correlation of the remaining
seven regions on the two distributions is transformed from a negative
to a positive figure.® It seems that the contemporary shortage of
family doctors in some regions may be due as much to their failure to
retain doctors who took up first appointments there as to their
inability to attract newly qualified practitioners or established G.Ps.
leaving other positions elsewhere and at risk of moving into them.

This possibility is reinforced by a closer examination of the
data. At a simple level we see that family doctors would currently be
much more evenly distributed throughout the country if each region had
been able to retain the same proportion of doctors as the South East
(85 per cent). If this had in fact happened there would have been
fewer mobile doctors to move into the less well stocked regions, but
the losses from the Midland and Northern regions to the South East,
South West and East Anglia alone would have been enough to tip the
scales (Table 6.3). |If, in other words, the regions with a shortfall
of doctors had each been able to retain enough practitioners leaving
for the three Southern regions to ensure that their current average list
sizes were 2,500, there could still have been a small surplus of doctors
(about 35) in these three regions in 1969 (although the average list
sizes in them would obviously have risen). This conclusion is very
important. The key to the persistent manpower problems in parts of the
1lidlands and the North may lie as much in selectively controlling the
outward flow of doctors as in encouraging more practitioners to move
there. A successful long-term pOlicy to dissuade young doctors starting
out in the under-serviced regions from leaving for the attractions of
the South would seem to stand a reasonable chance of easing the chronic
shortage of family doctors in certain parts of the country.

The detailed inter-regional movements are Seen by reading across
the rows in Table 6.3, comparing the region of first practice with that
of current residence. This comparison does not quite include all the

*The correlation (rho) = +0.07 with all eight regions; = +0.41 with
the South Western rzgion omitted.
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inter-regional movements which have taken place for it obviously excludes
the few doctors moving from region A to B and then back to A, and it
also excludes the intermediate moves of those cressing regional boundar-
ies more than once. But the exclusions do not substantially affect the
general trends, for by taking only first and current regions more than
90 per cent of all inter-regional moves are included.

The pattern of regicnal losses can be summarised by saying that
doctors leaving each region have, numerically, gone mainly to the South
East and to adjacent regions. In fact, however, it is only adjacent
regions which are relatively cver-represented among the host regions,
for the iarge numbers of doctors moving to the South East merely reflect
its comparative size. Almost two-fifths of all prinecipals in England
live in the South East, and no more than this proportion of doctors
leaving most regionshad gone there. The exceptions are East Anglia and
the South West, two of the adjacent regions to the South East, from
which at least half of the emigrant doctors had gone to the South
Eastern region. The pull of neighbouring regions is also seen slsewhere
in the country. Most dectors moving out of the Northern region finished
up in Yorkshire/Humberside and the North West; those leaving Yorkshire
went mainly to the Nerth and the East Midlands; emigrants from the West
Midlands were attracted to the East Midlands, the North West and the
South West; and so on. The destinations of doctors who had moved away
from the South East show a similar tendency for migrating doctors to
transfer tO nearby regions, Three adjacent regions (the East and West
Midlands and the South West) accepted the highest absolute numbers of
migrants, and relative to its size the East Anglian share was also large.
In the North and in Yorkshire, by contrast, the numbers oOf refugees
from the South East were low, and the Nerth West also took a small
proportion relative to its size.

Before finally leaving the question of losses from each region,
mention must be made of migration not only out of a region, but out of
the country altogether; for this is an element in the situation which
Is not only missing but elusive to quantify. The point waS made earlier
that since the analysis in this chapter is in effect limited to the
reconstruction Of migration patterns within a closed system, losses
through emigration (and also retirement and death) are not strictly
relevant to the argument. They would be indispensable elements in a
cochert study, but we are dealing with cross-sectional data. Neverthe-
less, in view of the prominence given in recent ycars to the depletion
of British doctors through emigration it iS worth briefly reviewing the
position. Variocus estimates have been made in recent years Of the loss




- 149 -

to British medicine through emigration. The Minister of Health
estimated in 1962 that between 6 and 7 per cent of British doctors who
graduated during the 1950s were then resident abr'oad,l but a later
study by Abel-Smith and Gales2 indicated that nearly 17 per cent of
doctors registered on the home list between 1950 and 1954 were
resident outside the UK. in July 1962, together with over 11 per cent
of those registered between 1955 and 1959. Taking all doctors who
received their medical education in the U.K. between 1925 and 1959,

16 per cent were resident elsewhere in 1962. The authors' conclusion
that the rate of emigration has declined since the peak year of 1959
is further substantiated from a recent study by Last and Broadie,3
which indicated that about 12 per cent of British doctors graduating
in the early 1960s were living abroad in 1969.

Although the facts derived from these studies are quite specific
the results are of only limited relevance to this study, for the
great majority of emigrants are hospital doctors, not general
practitioners. Abel-Smith and Gales found that only 18 per cent of
their sample of all emigrant doctors had held their last posts in
Britain in general practice (the proportion of G.Ps. rises to 23 per
cent among those doctors whose last appointments had been in the
N.H.S.); and Last, in his earlier study, concluded that prospective
general practitioners were the least likely of all medical students
to emigrate on qualifying.4 On the one hand, therefore, it seems that
the depletions to the total stock of G.Ps. through emigration may be
nearer 4 or 5 per cent than the 15 per cent or thereabouts suggested
by traditional emigration data. Against this, however, must be set
the more limited migration of doctors from England to other parts of
the United Kingdom, which, whilst not generally defined as emigration,
is nevertheless relevant to a study of G.Ps. in England. The magni-
tude of this component is unknown, but is probably quite small,
certainly it is likely to be smaller than the volume of movement in the
opposite direction, since Scotland and Ireland have generally produced
more medical gradu2tes than they can employ in the home market. We
conclude, therefore, that although the precise loss through emigration
to the stock of family doctors in England is unknown, it is probably
less significant than the losses to certain regions through internal
migration within the country. The future would undoubtedly be
brighter if more G.Ps. (and prospective G.Ps.) could be persuaded to
remain in England, but even without them there is still a considerable
potential for effective redistribution.
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Inward Migration from Other Parts of England

Since we are dealing in this analysis with a closed system, the
losses from one region are the gains to another. To complete the
picture of internal migration we must therefore consider the gross
regional gains resulting from the movement of doctors within the
country. The figures are set out in columns 5 and 6 of Table 6.1,
the percentages being based on the number of doctors first practising
in each region. As with the gross losses, the gains vary considerably
from region to region, but they differ somewhat from the expected
pattern. Although the absolute number of doctors moving to the

South East has been large, nevertheless this region, together with
the South West, the North and Yorkshire/Humberside, has gained the
lowest proportions of doctors (about a fifth in each case). Then
come two regions with slightly larger proportional gains (the tHest
Midlands and the North West), and the remaining two regions with
appreciably higher percentage gross increases through internal
migration - East Anglia (32 per cent) and the East Midlands (52
per cent).

We have already seen that a fairly close relationship exists
between the gross regional losses and the current distribution of
family doctors, and it was suggested that the failure to retain
doctors at the start of their careers as G.Ps. in certain regions
may be as significant a factor in current shortages as the inability
to attract doctors who are moving from other regions. This conclusion
is reinforced by the lack of a corresponding relationship between a
region's attractiveness to mobile doctors and its present stock of
practitioners. The East Midland region, for example, has attracted
a very high proportion of doctors and yet still had a severe shortage
in 1969, whereas in the South West, to which a much lower proportion
of doctors has gone, the average list size has remained consistently
low. Only East Anglia and Y orkshire/Humberside have corresponding
ranks for doctor/patient ratios and the proportion of-incoming
practitioners. Naturally, a higher intake into the North and Y orkshire/
Humberside would have helped to improve the situation in these two
regions (since their proportional gains were low), but in general it
seems that the need for certain regions to attract a greater nunber Of
established doctors has been less important than their needs to
retain doctors taking up first appointments in them.

Turning now to the question of the sources from which different
regions have drawn their gross gains, we find a very similar picture
to that of the losses (Table 6.3, reading down the columns). Just as
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most losses from each region have been to the South East and to
adjacent regions, so most of the gains have also been made from the
South East and from adjacent regions. The Northern region, for example,
made most of its gains from the South East, Y orkshire/Humberside and
the North West; most of the doctors moving into Y orkshire/Humberside

in turn came from the North West, the South East and the East Midlands;
and so on. The upshot of these reciprocal migration routes is that
much of the total activity of internal mobility has been self-cancelling:
doctors moving from A to B have, over a period of time, more or less
been replaced by equal numbers of G.Ps. making the reverse trip. Thus
the net balance of internal migration (that is, when all the reciprocal
moves have been sorted out and excluded) has generally revealed much
smaller gains or losses to each region than the total amount of
migration might suggest.

Internal migration: summary and implications

We draw four conclusions from this analysis of internal migration.
The first is that although the number of doctors moving between
regions has been quite large, many of the moves have simply cancelled
each other out. The net balance, whether positive or negative, thus
represents a fairly small change to most regions. In six of the
eight regions, for example, the percentage change through the net
balance of internal migration has been less than or only a little

above 10 per cent, and for the other two regions the change has been
less than 20 per cent. Thus after excluding all reciprocal moves
there do not remain many great differences between the distributions

of doctors in their first and their current regions of practice. The
second conclusion is that, even though the net changes to each region
have been quite small, they are considerably larger than the net change
either between North and South, or between the better-doctored and the
under-doctored regions. After excluding all the reciprocal moves the
status quo has more or less been preserved in the proportion of

doctors in the North and in the South of the country, and in the regions
with average list sizes above and below 2,500. Such movement of this
kind that has occurred has been in favour of the North and of the worst
regions: the five regions to the North of a line from the Wash to the
Severn gained a net increase of 32 doctors (0.4 per cent), and the four
regions with average list sizes in excess of 2,500 in 1968 gained a

net increase of 88 doctors (1.2 per cent). This is at least a move in
the right direction, but it is a very small one.
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As a logical extension of this point, the third conclusion is
that a greater net balance of movement has taken place within the 'good'
and the 'bad' regions than between them. Against the 88 doctors
representing the net movement from 'good' regions may be contrasted the
net gain of 288 doctors by the East Midlands and the North West at the
expense of Yorkshire/Humberside and the West Midlands, and the 295
doctors gained by the South East and East Anglia at the expense of the
North and the South West. The fourth conclusion, and the most important,
is that concealed within the small net changes between 'good' and ‘'bad’
areas are larger gross movements of doctors which have carried within
themselves the potential over a period of time for a more even
distribution of G.Ps. The particular mobility routes which are
important in this respect are those from the under-doctored regions to
the South East, the South West and East Anglia. If these routes could
have been closed, whilst keeping the reciprocal routes open, there
could now be an almost equal distribution of doctors between the
regions in relation to their size.

Inward migration from countries outside England

One further process completes the total picture of migration:
the inflow of doctors to England from other countries. Although the
description of these people as 'immigrant’ may suggest that they are
foreign-born this is in fact not the case. It was shown in the

previous chapter that most doctors born outside England were born else-
where in the United Kingdom, and a similar picture obtains for doctors
originally practising outside England. Most had been in general
practice in other parts of the U.K. before moving to this country:
almost half had been in Scotland, a fifth in Wales, and a tenth in
Northern Ireland. Only about 20 per cent of them had come from out-
side the U.K., and fewer than 1 per cent of all the respondents in the
survey had been born and had started in general practice outside the
United Kingdom.

It is estimated that some 1,300 G.Ps. practising in England at
the time of the survey had started their careers in general practice
outside the country.®* This is by no means an insignificant number,
for it roughly equals the total number of family doctors in the
Northern or East Midland regions, and is considerably in excess of the

*The form of the question enables us to identify only those respondents
who had previously been in general practice in another country. There
Is no way of isolating doctors who had come to England after pursuing
other medical careers abroad, but the number is probably quite small.
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total shortfall of doctors described in Chapter Three. Columns 9 and
10 in Table 6.1 show that, when expressed as a percentage of the number
of doctors first practising in each region, these immigrants have been
fairly evenly distributed throughout the country. The East Midlands and
the North have attracted a higher than average proportion of them, and
East Anglia has done rather less well by them than average, but there
are no very large differences in this respect between the regions.

The question then arises of whether, given the existing patterns of
internal migration, the immigrant doctors could theoretically have been

used to achieve a more even distribution of doctors if they had been
optimally located. The answer is that they could not entirely have
reduced the average list size to 2,500 in each region, but they could
have gone a long way towards doing so. An examination of the figures
in Tables 6.1 and 3.1 shows that East Anglia and the South West would
still have had list sizes below 2,500 in 1969 even if they had
received no immigrant doctors at all, and in the South East this

figurs could have been maintained with 170 fewer immigrant doctors than
did in fact enter the region. Adding together the 'surplUS' immigrant
doctors from these three regions yields a total of 320, which compares
with a total shortfall of 356 G.Ps. at the regional level in 1969 (see
Chapter 3, page 67). Naturally this kind of numerical juggling depends
upon an ideal distribution within each region which in reality could
never be achieved (that is, where the average list size in each medical
practice area is 2,500 when the regional average is also 2,500), but
the analysis illustrates the potential contribution that could be made
by these immigrant doctors towards the problem of regional inequalities.
They are a particularly important group of G.Ps. because they are by
definition mobile, even to the extent of moving from one country to
another in mid-career, and it is possible that with sufficient
incentives they may be more prepared to go anywhere than doctors with
stronger local ties. This point is reinforced in the next chapter,
where the relationship between medical school, home area and practice
area is analysed.

The effects of time

Before considering how the individual counties have fared as a
result of all the movement that has taken place we must return to the
question of time trends, and justify the claim made in the introduction
to this chapter that the maor migration routes described above have
not altered greatly during the time period represented in the survey.
Ideally this can only be done by taking successive cohorts of doctors
starting in general practice at five- or ten-yearly intervals and
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tracing their subsequent movements through to the completion of their
careers. An alternative method from a cross-sectional survey would be
to trace the gross gains and losses through internal movement and
immigration for each region of doctors in different age groups. It
would have the technical disadvantage of dealing with increasingly
incomplete careers in the younger age groups; and it would also have
the severe practical limitation in this survey of inadequate sample
size. All that can be done, therefore, is to compare the net changes
between first and current regions of practice for doctors in different
age groups, and, if these changes are shown to be consistent, to assume
that the gross inter-regional movements have not changed significantly
either. Independent evidence about secular trends in gross mobility
patterns is virtually non-existent. Brown and WalkerS found that the
stability of G.Ps. in East Yorkshire, Hampshire and Glamorgan increased
during the decade 1955-65 after an unsettled period during the early
years of the N.H.S., but that since that time the turnover rate has
once again been increasing in all three areas. Neither they nor any
other known investigators, however, have examined regional gains and
losses in a time perspective, and there is consequently no external
yardstick against which to compare the validity of our admittedly
sketchy analysis.

Table 6.4 shows the current ages of the doctors at the time of the
survey and the standard regions in which they first practised as G.Ps.
The figures in this and the following table are precentages based upon
weighted aggregate frequencies of the designated and non-designated
samples. They reveal no major or consistent differences between
doctors of different ages in the regional locations of their first
practices. In other words there have probably been few significant
changes over the last thirty or forty years in the extent to which the
different regions have attracted G.Ps. first starting up in general
practice. This is a somewhat surprising finding and a significant one
because it means that we might reasonably expect to see a similar
distribution occurring naturally in the future unless some deliberate
changes are introduced. The remaining question is whether the
direction of moves between first and current appointments has remained
the same. This would be inferred if regions which have experienced
net overall increases have also expanded within each age group, and,
correspondingly, if regions with net losses have also lost among
doctors of different ages. The actual trends can be seen by comparing
the corresponding cells in Tables 6.4 and 6.5, and within the limitations
posed by the small frequencies they are consistent with the hypothesis
of minimum changes over the working lifetimes of the doctors in the
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sample. In the East Midland region, for example, it is seen that a
higher proportion of doctors in each age group were currently working
in the region than first practised there, and this even holds among
the youngest group (under 40).* The North, the North West, the South
East and East Anglia (the other regions with a surplus on the overall
balance of movement) also reveal increases within almost every age
group, Whilst the two regions with net overall losses (the South West
and Yorkshire/Humberside) experienced losses or a preservation of the
status quo in almost each group.

It seems, then, that within the acknowledged limitations of the
analysis, the net migration patterns between regions have probably
changed little over the last forty years and it is likely that the
gross patterns have Changed little as well. We can be less sure about
this latter point, but at least there are no signs in the data that
they have.

Migration Patterns Between Counties

The data on regional migration patterns in Table 6.1 are repeated
for each individual county in Table 6.6. As in the former table, the
figures are population estimates for 1968, derived by inflating the
sample frequencies by the appropriate factor for the designated and

non-designated samples in each county. The totals in columns 1, 9 and
11 are the same in the regional and county analyses (the very slight
differences are merely the result of rounding off), but the gross gains
and losses (columns 3 and 5) do not match partly because of the
consequences of using regional inflation factors in one table and
county factors in the other, and partly because gross gains and losses
from a region will only equal the losses and gains from its constituent
counties if all doctors moving into and out of the counties also moved
into and out of the region. The latter discrepancy is similar to that
described in Chapter Three, whereby the shortfall of doctors at the
regional level is always lower than the total shortfall for the
counties. Mog individual counties are represented in the table; and
the East and West Ridings of Yorkshire have necessarily been combined
in a single county.

*The consistency of the trend is the important characteristic of these
data, even though differences in individual cells might be accounted
for by sampling errors.
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In the Northern region the net balance of internal migration
was Seen to be nepative, but the loss was outweighed by immigrant

doctors and those from unknown regions to give an overall gain to
the region of about 6 per cent (Table 6.1). All five counties in the
region except Northumberland have also achieved overall gains,
although only two (Cumberland and Hestmorland ) have had a positive
balance from internal migration. Durham and the #orth Riding both
show small net losses from internal movement, but these have been more
than offset by an above-average influx of immigrant doctors. In
Northumberland the overall deficit has resulted primarily from the
county's inability to attract doctors moving from other places in
England, for the losses from the county have been lower than average
and proportionately not as great as from Durham or the North Riding.
Most of the doctors moving into the Northern region from countries
outside England have settled in Durham and the North Riding, although
in Durham the gains have still not been sufficient to prevent a very
high average list size in the county, caused primarily by the failure
to achieve a positive balance through internal movement.

In the Yorkshire/Humberside region the necessary amalgamation for
coding purposes of the East and West Ridings and the exclusion of the

Lindsey area of Lincolnshire renders a sub-regional analysis impossible.
It may be noted, however, that the net loss to the East and VWest Ridings
through internal movement has been almost exactly offset by the inflow
of doctors from abroad. As with most of the Northern counties, the loss
of doctors first practising in these areas has been low in comparison
with the rest of the country, but so too has the gain of G.Ps. from
other regions. Moreover, although the percentage loss is fairly low,
the number of doctors involved (almost 500) considerably outweighs the
current shortage of doctors in the East and West Ridings at the
executive council and medical practice areca levels.

The East #idland region was seen to have had a high net gain
through internal migration and an above-average attraction for

immigrant doctors, resulting in a higher overall percentage increase
(more than 25 per cent) than any other region. This pattern has
generally been repeated in each of the constituent counties. Two
counties (Leicestershire and Lincolnshire) have experienced a
relatively large outflow of doctors, but in each county in the region
the proportional gains have been well above the national average,
particularly in Nottinghamshire and Leicestershire. The reSUlting

balance of internal migration has been positive in each county except
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Lincolnshire , but the introduction of immigrant doctors teg the

region has ensured that all five counties have expanded as a result
of the total movement of practitioners. Expansion rates have been
particularly high in Nottinghamshire (about a half), Derbyshire (about
a third) and Northamptonshire (about a quarter).

The paradox surrounding these East |lidland counties is that
although they have benefited considerably from the total movement of
doctors, all except Lincolnshire nevertheless had high average list
sizes in 1969 and a shortfall of doctors. |If we assume that the
capacity of these counties to attract and retain internally mobile and
immigrant doctors could not be further expanded then future improve-
ments must come either from an increase in the number of doctors
first starting in general practice or from a decrease in the number
who subsequently move to other pastures, particularly to the South
East. On the first point, it will be shown in the next chapter that
the East !lidland counties have in the past attracted a relatively low
proportion of newly qualfied doctors, probably due to the absence
hitherto of a medical teaching centre in the region. It seems likely
that the establiShment of the medical school at Nottingham will, in the
long-term, substantially reduce recruiting problems in the region. On
the question of losses from the region we merely note that if all the
doctors moving from the East ilidland counties to the three Southern
regions had in fact stayed, then each county would currently enjoy an
average list of less than 2,500.

East Anglia has few immediate problems either at regional or
county level. The region had a low average list size in 1969 and yet
has gained from both internal movement and immigration. Of the four
counties comprising East Anglia, only Huntingdonshire had a list size
above 2,500 in 1969. AIll four counties have gained doctors as a result
of total movement, with Huntingdonshire paradoxically recording the
highest gain of all. This results from exceptionally large proportional
gains from internal migration and from doctors entering the county from
outside England, but the very small numbers involved render the
percentages rather meaningless. The general pattern among the counties
of East Anglia is one of low losses, large gains, and an equal
distribution of immigrant doctors between CambridgeShire,

Huntingdonshire and Norfolk.

The South East is a huge region, and we would expect to find much
more heterogeneity among its constituent counties than in some of the
smaller regions. As a region, the South East has a favourable supply

of manpower, with an average list size below 2,500 in 1969 and with
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only a quartsr Of its G.Ps. practising in designated areas. The stock
of practitioners in the region has, moreover, increased by over 10 per
cent on the overall balance of movement: much of it due to the influx of
manpower from outside the country. Hithin the region, however, there
are wide variations between counties, with the block of home counties
to the North and East of London forming one of the major clusters of
under-doctored areas in the country.

A dominant feature of the county migration patterns is the
relatively high losses experienced by most of the counties. All but
three counties in the region (Hampshire, the G.L.C. area and Surrey)
have suffered relatively higher gross losses than average, and in sorne
cases, nhotably Bedfordshire and Oxfordshire, the gross losses have beeD
very high indeed. A visual comparison between the losses from the
South Eastern counties and those from the Northern counties vividly
illustrates the much greater difficulty of the Southern counties in
retaining G.Ps. who first practise in them. But althOUgh the outflow
of doctors from the counties has been large, the gross locsses to the
South Eastern region has been very low (Table 6.1), clearly indicating
that a high proportion of moves are simply to other counties in the
region. Further evidence of this is seen in the correspondingly high
gross gains to the counties from internal mobility (most notably to
Sussex, Oxfordshire and Kent) which are entirely at odds with the
pattern of regional gains. The reciprocal nature of many moves within
the region is consequently seen in the relatively small net gains or
losses in several counties of the region: four of the counties, for
example, have had a net balance (positive or negative) of less than 10
per cent. For the rest, the net result has been a transfer of doctors
from Bedfordshire and Berkshire to Essex, Kent and Sussex. This is an
important conclusion for it suggests that the manpower difficulties in
some parts of the region - notably in Bedfordshire, Buckinghamshire,
Hertfordshire and Essex - might be improved by putting the regional
house in order in the sense of stemming the outflow of doctors from some
parts of the region to others.

The immigrant doctors into the South East have, numerically, been
attracted mainly to London, with Essex, Surrey, Hampshire and
Oxfordshire also prominent among recipient counties. London's
proportional share of these incoming doctors has been just above
average, but on a percentage basis Oxfordshire and Essex move to the
top of the league of host counties. When the factor of immigration is
added to the net balance of internal movement it is seen that three
counties (Bedfordshire, Berkshire and Buckinghamshire) have suffered
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a reduction in their number of G.Ps., three (Hampshire, G.L.C. and
Surrey) have increased by less than 10 per cent, and the remainder
have increased by amounts of between a fifth and a third. The out-
standingly large overall loss from Bedfordshire (of mere than a third
of the doctors first practising in the county) more than accounts for
the current deficit of doctors there, but with the exception of that
county there is no clear relationship between overall county losses and

current manpower shortages.

In the South West, as in the East Midlands. the regional pattern is

repeated quite uniformly in each of the constituent counties. Thus we
find a fairly high outward movement of doctors from most of the counties
which has not generally been offset by an influx from other counties.
Only two of the six counties (Devonshire and Wiltshire) have
consequently experienced a small net gain from internal movement. whilst
in some cases - notably Dorset and Gloucestershire - the losses have
been very high. The influx of immigrant doctors has been below average
in each county save Devonshire and Wiltshire, and these are also the
only two counties to have benefited from the total balance of movement.
For the rest, the overall losses have been as high as for almost any
county in England, although the significance of this is considerably
tempered by the compensating fact, that, notwithstanding these trends.
the counties in the South West currently enjoy some of the most
favourable doctor/patient ratios in the country.

The West Midland region. by contrast. presents a much greater
problem than the South West. There was a huge concentration of
doctors in designated areas in the region in 1969 and a high shortfall
per million patients, especially in the dense urban areas around the
Birmingham conurbation. Herefordshire and Shropshire stood in marked
contrast to this general regional picture, but they are both very small
counties whose "excess" of doctors would make very little impact even
ifT moved to Warwickshire, Staffordshire or Worcester'shire. The region
as a whole has suffered a net loss through internal movement which has
been exactly offset by the gain of immigrant doctors to produce a zero
balance of total movement.

The figures for the individual counties show that three of them
(Shropshire. Staffordshire and Warwickshire) have experienced high gross
percentage losses and. relative to the other two counties. low
percentage gains and an unfavourable net balance of internal migration.
Staffordshire and Warwickshire have a particularly unfavourable balance
between losses and gains which has not been entirely offset by
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immigrant doctors coming into them. Both counties have thus lost out
on the total movement of doctors, and their current problems can be
attributed in large measure to the failure to retain G.Ps. who first
start practising in them. Shropshire has managed to achieve a modest
gain, but the county has no problems at all in the supply of doctors.
In Worcestershire and Herefordshire the colossal excess of gains over
losses (the largest in the country) has resulted in very large sur~
rluses on the balance of internal migration, and on the total balance
of movement. In Herefordshire the surplus, though small numerically,
IS merely an addition to a county already well supplied with G.Ps., but
in Worcestershire there remained a shortage of doctors in 1969 in spite
of a "doubling” of the numbers of practitioners through migration.*
The major difficulty here has thus been the failure to attract enough

new doctors to the county who are entering practice for the first time.

In the North West about two-fifths of all G.Ps. were practising
in designated areas in 1969, and the regional shortage was about 100
doctors, mostly in Lancashire. The region's stock of practitioners
expanded by about 20 per cent through the total movement of doctors,
due to a very favourable net balance of internal migration coupled with
an unusually large proportion of immigrant doctors into the region.
The overall trends in the two counties comprising the region are
identical, both Cheshire and Lancashire having gained an overall total
of some 15 per cent of doctors. The processes which result in tbese
totals have not, however, been quite the same in each case. Although
both counties have lost the same gross proportion of doctors as the
result of outward movement, the higher internal gains to Cheshire have
been exactly matched by a correspondingly higher influx of inunigrant
doctors into Lancashire. In view of the lower than average rate of out-
ward movement by doctors who first practised in Lancashire the shortage
of doctors in the county in 1969 appears to have sprung from the failure
to attract newly qualified doctors as well as those moving from other
parts of the country.

Migration Between Counties: sSummary and Implications

Two main conclusions emerge from this brief survey of migration
routes between the counties of England. The first, and most important,
is that even at the county level there has been sufficient potential
in the observed patterns of movement to ensure a currently equal

distribution of doctors. The argument that certain counties have been

*
The reader is again reminded of the caution on page 140
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basically unable to attract enough doctors to meet their current needs
cannot be sustained, for even allowing for the standard errors in the
population estimates, the gross losses of doctors from each county
have been considerably in excess of the current shortage of doctors
as defined in Chapter Three (Table 3.2). The problem, in other words,
is as much one of retaining doctors who once practise in certain
areas as of enticing them there in the first place.

This bald assertion, though fundamentally Valid, must neverthe-
less be modified as a guide to pragmatic action. The equation between
los