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ABSTRACT

Introduction: Many westernised countries face ongoing difficulties in the recruitment and retention of health professionals in
remote and rural communities. Predictors of rural working have been identified by the international literature, and include: the
individual having been born or educated in a rural location; exposure to rural healthcare during training; access to continuing
professional education; good relationships with peers; spousal contentedness; adoption of a rural ‘lifestyle’; successful integration
into local communities; and educational opportunities for children. However, those themes remain unverified in the UK.

The present study aimed to ascertain whether the internationally identified determinants of recruitment and retention of the rural
health workforce apply in the Highlands of Scotland, which includes the most sparsely populated area of the UK mainland, as well
as an urban area.

Methods: In 2003, a questionnaire was sent to all 2070 primary healthcare professionals working in the Highlands (which makes
up one-third of Scotland’s land area (9800 square miles) and has just 4% of the country’s population (209 000)). Approximately
one-quarter of the Highland’s population live in Inverness. The area is ideal for investigating the rural workforce due to its
population sparsity and the inclusion of small towns and Inverness, allowing urban/rural comparisons. The questionnaire asked
about places of birth and education; intentions to stay/leave current location; professional isolation; access to amenities; and
perceptions of belonging to the local community.

Results: The response rate was 53%. Compared with respondents working in urban areas, those working in rural areas were more
likely to have been born in rural areas. Professionals living in rural areas were more likely to have been born outside Scotland and

to have completed their secondary education and professional training outside Scotland, compared with those living in urban areas.
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Approximately one-third (34%) had lived in their current location for more than 10 years, and that proportion was higher for the
urban group compared with rural dwellers. Similarly, the urban dwellers were more likely to have been in their current job for
more than 10 years. Respondents’ perceptions of being isolated, of their caring roles extending beyond their work; and of an
inability to get away from work for holidays and study leave, were more common among rural dwellers. Eighty-one percent of
respondents said that they felt part of their community and that proportion was higher for those working in rural areas, than for
urban residents. Respondents indicated their perceived ease of access to five amenities and services: children’s education
(preschool, primary and secondary); access to a job for spouse; and health care. With the one exception of access to primary
education, access was perceived to be most difficult by the professionals working in rural areas.

Conclusions: Our survey confirms, in the UK, the association between rural background and rural working, and highlights the
contribution of healthcare professionals from other parts of the UK to the Scottish rural workforce. It also suggests that

professional isolation and perceived lack of access to amenities are important issues for those working in rural areas.

Keywords: Highlands, recruitment and retention, rural workforce, Scotland.

Introduction

Problems of recruitment and retention of health care

professionals

Many westernised countries face ongoing difficulties in the
recruitment and retention of adequate numbers of health
professionals in remote and rural communities'. In the UK,
the general shortage of doctors’ and nurses® is exacerbated
by fewer medical graduates entering general practice: ‘the
key discipline of rural health care’>. The proportion of
women in the medical workforce (especially general
practice), is increasing®, and there is a move among male as
well as female professionals towards part-time work’. The
traditional model of rural healthcare, provided by relatively
few professionals working long hours, is changing because
of: the introduction of new models of out-of-hours care;
restrictions on working hours imposed by the European
Working Time Directive, and by the demands of the
professionals themselves for the clearer personal/
professional delineation now enjoyed by their urban
counterparts®. While new models evolve, there is insecurity
among healthcare professionals about committing to rural
work, which is likely to further exacerbate recruitment and

retention difficulties. Given the growing challenge of

adequately staffing UK rural health services, it is important
to understand the characteristics of the present workforce, its
stability, and opportunities and threats to rural recruitment

and retention.
International perspective

International research has been partially successful in
characterising the rural healthcare workforce. Retrospective
surveys from Australia and north America have suggested
that the most important predictors of recruitment of health
professionals to rural areas are the individual having been
born or educated in a rural location”'® and exposure to rural

healthcare during training''.

More recently, research considering retention has identified
a range of professional and personal reasons for remaining in
a rural area, such as access to continuing professional
education, and good relationships with peers'” and patients"?.
Personal reasons include: partner having a rural background
and “‘spousal contentedness’'*'5; adoption of a rural
‘lifestyle’; successful integration into local communities'®;

and educational opportunities for children'.
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Scotland

A Scottish consultation exercise suggested these
internationally accepted determinants of recruitment and
retention apply in Scotland, but this has not been verified by
empirical research. The general lack of research into Scottish
rural healthcare'” may reflect the comparatively small scale
of Scotland’s remoteness, the relatively recent recruitment
and retention crisis, or a perception among centrally-based
policymakers and politicians that rural areas are of low
priority.

We were interested to explore the extent to which themes
around rural working, demonstrated in the international
literature, also apply in areas of the UK. This was achieved
by carrying out a survey of primary healthcare professionals
in the Scottish Highlands, the most sparsely populated area
of the UK (Fig 1).

Figure 1: Map showing Highland in relation to the
United Kingdom.

Methods

Setting

The Scottish Highlands was self-selected for the study
because the survey was commissioned by the Highland
Primary Care Trust, the administrative organisation for
primary healthcare in the north of Scotland at the time of this
study. The Highlands makes up one-third of Scotland’s land
area (9800 square miles) and has just 4% of the country’s
population (209 000). Approximately one-quarter of the
population (42 000) live in Inverness. The area is ideal for
investigating the rural workforce due to its population
sparsity and the inclusion of small towns and Inverness,

allowing urban/rural comparisons.
Sample

Following ethical approval, a postal survey was conducted
between May and July 2003 of all 2070 primary healthcare
health professionals working in Highland health board area.
The sample included full- and part-time staff:
1764 employed by Highland Primary Care Trust
(community-based nurses; midwives; allied health
professionals, such as physiotherapists; mental health
professionals; and doctors); 224 professionals employed
directly in general practice (general practitioners and
practice-based nurses); and 82 dental professionals (dentists
and dental nurses). Trust employees were mailed via the
payroll department of the Trust, and general practice
professionals were mailed directly from Highlands and
Islands Health Research Institute (HIHRI). Anonymised
questionnaires were returned to HIHRI.

The questionnaire

The questionnaire (Appendix I), explored themes identified
from the literature as being related to recruitment and
retention (place of birth and education; intentions to
stay/leave their current location; professional isolation;

access to amenities; and perceptions of belonging to the local
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community). The questionnaire was piloted in a
neighbouring Primary Care Trust area. One reminder

mailing was carried out.
Analysis

Data were entered into Access 2000 software and analysed
using Stata vers.8.0. The main independent variables were
‘living location’ and ‘working location’; each classified into
three categories based on those defined by the Scottish
Household Survey Classification'®: ‘urban areas’, with
populations between 10000 and 125 000; ‘small towns’
(3 000 to 10 000) and ‘rural areas’ (<3000). Population sizes
were ascertained using 2001 Scottish census data. By this
classification, the only ‘urban area’ in Highland is Inverness.
These six categories were then simplified for analysis into
three ‘location types’: working and living in Inverness or a
small town (for the purposes of this study, referred to as
‘urban’); working in Inverness or a small town but living in a
rural area (commuters); and, working in a rural area and
living anywhere (rural). Results are presented as
percentages. Chi-square tests were used to assess the
statistical significance of differences between groups in the
frequency distribution of categorical variables, unless the
expected cell size was less than five, when Fisher’s exact test

was used.

Results

Response rates

Of the 2070 questionnaires sent, 40 were excluded because
the person was no longer employed in Highland. Of the
remaining 2030 questionnaires, 1077 were returned complete
(53%). The response rates for the four mailing groups were
as follows: Trust employees (of whom the majority are
nurses and professionals allied to medicine), 57%; practice
nurses, 50%; GPs, 57%; and dentists, 40%. The proportions
of respondents in the four main professional groups were as
follows: nursing 54% (including practice nurses, district

nurses, midwives and health visitors); medical 17.6%

(including general practitioners and community-based
doctors); allied health professions 14.4%; dentistry 4.3%
(including dentists and dental nurses).

Analyses involving comparisons among location types
include only those 1050 respondents (52% of total) whose
place of residence and work-place could be classified
according to their population sizes (Table 1). Thirty-eight
per cent of respondents worked and lived in Inverness or a
small town; 25% were ‘commuters’ (work in Inverness/small
town and live in a rural area), and the remaining 37%
worked in ‘rural’ areas. Of those working in a rural area,

18% travelled from Inverness or a small town.

Eighty-one percent of respondents were women (93% of
nurses, 52% of doctors; 33% of dentists and dental nurses;
and 91% of professionals allied to medicine). One third of
respondents were over 50 years, with a higher proportion of
older respondents living in rural areas. Eighty-one percent
were married (again, higher for those living in rural areas),
and half had at least one dependent child. Of those living in
rural areas, partners or spouses were more likely to have
rural occupations such as crofting and estate work, and more

likely to be retired than partners of urban dwellers.

Ninety-nine per cent of respondents gave their ethnic group
as ‘white’, with two-thirds born in Scotland, and one-quarter
in England or Wales (Table 2). Three-quarters completed
their secondary education in Scotland, one-fifth in England
or Wales and the remainder elsewhere; and those proportions
were similar for place of professional training. Compared
with the other professional groups, nurses were more likely
to have been born (p = 0.00), educated (p = 0.00) and trained
(» =0.00) in Scotland. Professionals living in rural areas
were more likely to have been born outside Scotland and to
have completed their secondary education and professional
training outside Scotland, compared with those living in

Inverness or small towns.
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Table 1: Demographic characteristics by location type
Characteristic Total Urban Commuters Rural p value
(n=1050) (n=413) (n=264) (n=373)

% % % %
Women 81 80 82 82 0.647
Age group (years)
<40 31 32 32 30
41-50 37 42 33 35
251 31 26 34 34 0.060
Married 81 77 84 83 0.043
Dependent children 49 50 47 50 0.630
Partner’s jobt (n=837)
Private sector 42 44 42 41
Public sector 39 45 35 35
Rural occupations 8 2 9 14
Retired 6 5 9 6 0.001

+ This analysis includes only the sub-set of respondents with a partner.

Table 2: Rural background by location type

Location Total Urban Commuters Rural p value
(n=1050) (n=413) (n=264) (n=373)
% % % %
Country of birth
Scotland 67 73 62 63
England or Wales 24 19 28 26
Other 9 7 10 11 0.009
Country of secondary
education
Scotland 73 80 69 68
England or Wales 22 15 26 26
Other 6 5 6 6 0.001
Country of professional
training
Scotland 75 82 67 74
England or Wales 21 14 28 23
Other 4 4 5 3 0.000
Settlement size of birth*
(n =829)
Major city 40 35 43 44
Other urban centre 35 39 31 32
Small town 19 20 22 15
Rural area 6 6 4 9 0.015

*This analysis included only the subset of respondents whose place of birth could be classified according to settlement size.

Of the 829 respondents with a birth-place that could be born in major cities or other urban centres (with no

classified according to settlement size, three-quarters were difference between our three location types); 19% in small
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towns, and 6% in rural areas. However, compared with
respondents working in Inverness/small towns, those
working in rural areas were more likely to have been born in
rural areas, and less likely to have been born in small towns.
Of the 53 respondents who were born in a rural area, 47%
currently work in a rural area. Compared with dentists (15%)
and doctors (12%), a higher proportion of nurses (30%) and
professionals allied to medicine (24%) were born in rural
areas or small towns (p = 0.00).

Approximately one-third (34%) had lived in their current
location for more than 10 years and that proportion was
higher for the urban group compared with rural dwellers
(Table 3). Similarly, the urban dwellers were more likely to
have been in their current job for more than 10 years. One-
quarter said that they would consider moving from their
current location within the next 5 years, with no difference
between location types. Eighty-two per cent of those
working in a rural area who had considered moving, said
they would like to move to a less rural area, compared with

46% of commuters.

Respondents were asked to indicate the extent to which they
agreed with five statements relating to professional isolation
and work pressure (Table 4). Isolation, an extended caring
role and a perceived inability to get away from work for
holidays and study leave were surprisingly common in urban
as well as rural workers. For each of five statements, those
who both lived and worked in rural areas perceived greater
difficulty than those in other location types. When we
compared the perceived isolation of the different
professional groups, we found that although the doctors were
most likely to perceive that their caring role extended
beyond their work (p = 0.00), professional allied to medicine
were most likely to feel professionally isolated and to

encounter difficulties getting away for study leave.

Respondents were also asked to state whether they felt part
of the community they live in. Eighty-one per cent said that
they did; 19% said ‘no’ or ‘not sure’. The proportion that felt
part of the community was higher for those working in rural
areas (86%) than for urban residents (81%). The group

stating that they feel least part of the community was the
commuters (75%), p = 0.00.

Respondents indicated their perceived ease of access to five
amenities and services: children’s education (preschool,
primary and secondary); access to a job for spouse; and
health care (Table 5). The amenities that were most difficult
to reach were preschool care and spouse’s job. With the one
exception of access to primary education, access was
perceived to be most difficult by the professionals working
in rural areas. In general, commuters perceived similar
problems of reaching services to those working in rural
areas. There was no relationship between difficulty
accessing amenities and intention to leave an area within the
following 5 years, except for accessing health care (16% of
those who perceived problems accessing health care had
considered moving, compared with 10% of those who did

not perceive problems).
Discussion

Rural background as a predictor of rural working

Rural background was a predictor of rural working for
participants in this survey of the Scottish Highlands. This
finding agrees with the international literature which has
consistently shown a positive association between rural

19,20 and

origins and rural working. For general practice
nursing®', it has been suggested that rural origins should be
taken into account when selecting students for training. The
other element of ‘rural background’ which is positively
associated with rural working, is educational exposure to

rural issues’?

and rural educational programs have been
established in Australia and North America'' to boost the
rural workforce. In the UK, the few existing rural
educational placements have been instigated relatively
recently” and exposure to rural matters depends heavily on
the personal enthusiasms and initiatives of practitioners. We

therefore did not explore educational exposure.
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Total Urban Commuters Rural p value
(n =1050) (n=413) (n=264) (n=373)
% % % %
Living in current location 34 39 30 32 0.033
more than 10 years
Working in current 48 54 43 44 0.008
location more than 10
years
Consideration of moving
in next 5 years
More rural 9 12 13 4 0.001
Less rural 14 11 11 19
Table 4: Perceptions of jobs and locations: professional isolation
Perception Total Urban Commuters Rural p value
(n=1050) (n=413) (n=264) (n=373)
% ‘agree’ or ‘strongly agree’
I often feel isolated from 34 30 35 38 0.133
colleagues
It is difficult for me to get 41 38 38 46 0.064
away from my work
My caring role extends 67 61 63 78 0.001
beyond my actual job
It is difficult for me to take 46 43 43 51 0.069
study leave
It is difficult for me to take 19 19 15 21 0.225
holidays
Table 5: Access to amenities
Amenity Total Inverness/s Commuters Rural p value
(n=1050) | mall town (n=264) (n=373)
(n=413)
n (%) “difficult’ or ‘very difficult’
Pre-school childcaret 221 (31) 56 (20) 60 (36) 105 (38) 0.001
(n=718)
Primary educationt 10 (1) 0(0) 3(2) 2(1) 0.001
(n=1778)
Secondary educationf 40 (5) 2(1) 30 (7) 65 (9) 0.001
(n=1772)
Obtaining job for spouseT 100 (45) 96 (31) 86 (44) 176 (59) 0.001
(n=1799)
Healthcare 100 (11) 27(7) 36 (14) 50 (14) 0.009
(n=1031)

tThese analyses include the sub-sets of respondents to whom the question is applicable (ie. those with children/a spouse)
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In the present study, rural workers were more likely to have
been born and educated outside Scotland, compared with
those working in towns. The apparent bolstering of the rural
workforce by professionals from other regions has not been
described previously and may be specific to the UK. In
contrast with North America and Australia, whose rural
areas are relatively deprived®, rural areas of the UK,
especially Scotland, are widely perceived to offer a high
quality of life and a chance to escape from ‘the rat-race’. In
Highland, for example, 14% of the population were born in
England and Wales compared with 8% in Scotland as a
whole. Nurses and professionals allied to medicine were
more likely to be born in rural areas than doctors and dentists
which may reflect that they are more likely to be local to
Highland.

Professional isolation and access to amenities

Respondents working in rural areas perceive themselves to
be more isolated and to have poorer access to services and
amenities than those in Inverness and small towns.
Professional isolation, lack of opportunity for professional
development and poor access to basic amenities are
important barriers to recruiting and retaining health
professionals in rural areas®. As expected, a perception that
the caring role extended beyond actual work was commonest
among the doctors. Somewhat surprisingly, professionals
allied to medicine were more likely than other groups to feel
professionally isolated: this may reflect the fact that in rural
areas, there is likely to be just one representative of each
allied profession (eg physiotherapy, occupational therapy).
Although our survey was not designed to test the causal
relationship between these factors and recruitment and
retention, we have shown that they are disproportionately
problematic for professionals working in rural areas.
Perceived difficulty accessing amenities did not predict
intention to leave an area, suggesting that access is just one

of a number of factors contributing to that decision.

Adoption of a rural lifestyle

Adoption of rural lifestyle and integration into the
community are associated with retention of healthcare
professionals in rural areas'® and in Australia, communities
have been actively involved in the recruitment process®.
Most of our respondents said that they felt part of their
community, commuters less so than either urban- or rural-
dwellers. Our failure to demonstrate a rural/urban difference
might reflect that although Inverness is officially a city
(since 2001), it is relatively small and shares some features
of rural areas, such as easy access to rural leisure pursuits

and long drive times to major urban centres.
Stability of workforce

The Highland primary care workforce is stable: half the
respondents have been at their current workplace for more
than 10 years. However, compared with Inverness, rural
workers had been at their current location for a shorter time,
suggesting a relatively rapid turnover in rural areas. In
addition, the relatively old age of professional in Highland
(30% over 50 years) means that increasing numbers of the
workforce will retire over the next decade. At the same time,
aging of the general population of rural areas of Scotland an
increasing dependency ratios (scoping study) will put added

pressure on health services.
The perspective of female professionals

Most previous research into recruitment and retention of
rural health professionals has focussed on doctors, who are
predominantly male'®. A recent Scottish study showed that
female medical students are, in principle, keen to work in
rural areas’’ and given the increasing ‘feminisation’ of the
medical workforce®’, it is particularly important to consider
the issues facing female professionals in rural areas. Studies
that have looked at the perspective of female professionals
suggest that, although women are equally concerned about

28,29

professional issues™ " their decision to stay in a rural area is

strongly influenced by family considerations, the option of
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flexible working, and the availability of childcare™. The
negative aspects of rural working demonstrated by our
survey, such as poor access to childcare and isolation, will
arguably disproportionately affect women, who are still

expected to assume the greater role in childcare.
Study’s strengths and limitations

Our survey has the main advantage over previous research
that it includes all professional groups, rather than focusing
only on doctors. The study has limitations. First, in order to
maximise the response rate, we chose to keep the
questionnaire short and therefore some complex issues, such
as community-belonging are only superficially explored.
Second, because of the need for anonymity we have no
information about the non-responders (except whether they
are an employee of the Primary Care Trust, a GP, a dentist or
a Practice Nurse) and we cannot guarantee that our
respondent-group is representative of the sample. Third,
there are some inherent problems of defining rural and
urban. Here, we classified Inverness as ‘urban’ because it is
the only major centre of population in Highland (our study
area). However, Inverness is a small city lacking in some
features typical of larger cities, such as significant areas of
social deprivation and therefore contrasts with our ‘rural’
areas may be tenuous. In addition, differences in
classification systems make international comparisons
difficult - according to the Commonwealth of Australia’s
rural classification, Inverness would be classified as a large

rural centre, rather than an urban area.
Policy implications

Our survey confirms, in the UK, the association between
rural background and rural working and highlights the
contribution of healthcare professionals from other parts of
the UK to the Scottish rural workforce. It also suggests the
importance of isolation and lack of access to amenities for

those working in rural areas.

Recent Scottish policy documents emphasise the importance

of equity of access’' as well as the challenges of providing

healthcare in remote and rural areas. If policy makers are
interested in addressing the shortage of health professionals
in rural areas, we suggest that the following strategies could
be considered. First, rural origins could be taken into account
when selecting individuals to train for the health professions,
especially in the educational institutions that supply a large
proportion of professionals to rural areas. Second, active
recruitment initiatives should extend to England and Wales.
Third, innovative solutions to reducing professional isolation
and easing access to educational opportunities, such as
greater use of information technology and expansion of
distance learning programs should be encouraged. Fourth,
policy makers should be aware that the predominance of
women in the rural workforce will mean that for many,

access to amenities and services will be important.
Conclusion

Our survey has been successful in providing a snapshot of
the workforce in one rural area of Scotland. If repeated in
5 years time, it would be possible to monitor temporal trends
and to test some of the hypotheses generated.
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Appendix I

HIGHLAND PRIMARY HEALTH CARE PROFESSIONALS
“WORK AND PLACE” SURVEY

Please answer all the questions in this questionnaire.

The questionnaire should take about 15 minutes to complete.

Your replies will remain confidential to the research team at
Highlands and Islands Health Research Institute, Aberdeen University

Thank you for your co-operation.

Section 1 — About your job
1. What is your main healthcare job? ....................c.oi.
ALL QUESTIONS RELATE TO YOUR MAIN HEALTHCARE JOB

2. In an average week, how many hours do you work in your main healthcare job? ...... hours

3. Does your main healthcare job involve working within normal office hours? ...

yes ...no If ‘no’, go to Q7
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4. In an average month, how many evenings/nights/weekend-days are you on duty?

Number of evenings ... Number of nights ... Numbers of weekend-days ...

5. On average, how many telephone contacts with patients would you have in one evening/one night/one
weekend-day? Evening ... Night ... Weekend-day ...

6. On average, how many face-to-face contacts with patients would you have in one evening/one night/one
weekend-day? Evening ... Night ... Weekend-day ...

7. Where did you live while completing the largest part of your secondary schooling?

Country ......oevvevvnvnnnnn. Town/area ..............c........

8. Where did you complete the largest part of your professional training?

Country ......oevvevvnrnnnnn. Town/area ..............c........

9. Have you ever worked outside the UK? Yes ...no ...

10. If'yes to Q9, please state which countries and years:

Section 2: About you and your family

11. In what year were you born? ...... years

12. What is your gender? Male ... Female ...

13. What is your marital status? Married/Living with partner ... Single ... If single, go to Q16
14. What is your partner’s occupation?

15. How old were you when you met your current partner?

16. How many children do you have in each of the following 4 age-bands?

0-5 years ... 6-11 years ... 12-17 years ... 18+ ...

17. Where were you born?

18. What is your ethnic origin?

White ... Mixed ... Asian/Asian British ... Black/Black British ... Chinese/other group ...

Section 3: About where you work

19. Where is your main healthcare workplace located? Village/town ... ... ... ...

20. How far do you travel from your home to your main healthcare workplace? ... miles
21. How long have you worked at your current healthcare workplace? ...years ...months

22. Please rate the importance of the following factors in your decision to move to your current

healthcare job?
Very Important | Not sure Not Not atall | NA
important important | important
The job itself
The area

Partner’s job

Better life for
you

Better life for
your children
Better life for
your partner
Opportunities for
leisure activities
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23. ’Thinking about your job and life over the next 5 years, have you considered moving from your current location?
yes, to a more rural location ... yes, to a less rural location ... no not sure ...

24. Why might you consider changing your current post?

Section 4: Your feelings about yourself and your job

25. Please tick one box for each of the following statements which is closest to how you feel

Strongly Agree Not sure | Disagree | Strongly
agree disagree

I often feel isolated from
professional colleagues

It is difficult for me to get
away from my work

My caring role extends
beyond my actual job

It is difficult for me to
take studyleave

It is difficult for me to
take holidays

26. Please tick a box for each of the following statements which is closest to how you have been feeling over the last 2 weeks

All the Most of More Less Some of Atno
time the time | than half | than half | the time time
the time the time

I feel cheerful and in good
spirits
I feel calm and relaxed

I feel active and vigorous

I wake up feeling fresh
and ested

My daily life is filled with
things that interest me

27. Over the last 12 months, would you say your health on the whole has been: (tick one box only)

excellent ... good ... fair ... poor ... very poor ...

Section 5: About where you live

28. Where do you live? Village/town ... ... ... ...

29. How long have you lived in your current location? ... years ... months
30. Do you feel part of the community you live in? yes ... no ... notsure ...

3. Please list the 3 hobbies/interests that you are most involved with
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32 In your experience, how easily available are the following in your area?

Very easy Easy Not sure | Difficult Very NA
difficult

Pre-school childcare

Primary schooling

Secondary schooling

Employment
opportunities for
spouse/partner
Health care facilities

33. Thinking of the 3 family members that are most important to you (excluding those you live with), please state their relationship to you and
how far away they live from you.

Relationship to you Distance (miles)

34. Thinking of the 3 people who you are most important in your social network, (excluding those you live wih), please state their relationship
to you and how far away they live from you

Relationship to you Distance (miles)

35. Please state the most positive aspect of working in your current location

36. Please state the most negative aspect of working in your current location

37. We are interested in what primary care professionals think about their jobs and why they have chosen to work in their particular location. In
your own words, please describe

(a) aspects of your job and

(b) aspects of your location that are important to you

(a) Aspects of your job that are important to you

(b) Aspects of your location that are important to you

Thank you for your co-operation. We are hoping to use the results of this survey to plan more detailed research into primary health care
professionals’ views of their jobs and locations, using one-to-one interviews. If you would consider taking part in an interview, which will take
approximately one hour and would be conducted at a place convenient to you, please give your name and address details below:

Name:

Address:

Phone:

Email:

Please return the completed questionnaire in the freepost envelope.
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