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INTRODUCTION

Primary care physicians are not optimally distributed within
the USA, necessitating programs like the National Health
Services Corps, which give physicians financial incentives to
relocate to Health Professional Shortage Areas (HPSAs).1 The
outcomes of such relocation incentives might depend on phy-
sicians’ existing migration patterns. Previous research has
found that over a 5-year period, 20–25% of physicians move
from one county to another.2–4 However, these studies did not
examine the migration rate for office-based primary care phy-
sicians in particular. We sought to describe recent primary care
physician migration patterns.

METHODS

Using primary care physician practice locations from the SK&A
Office-Based Provider database (a roster of office-based pro-
viders in the USA updated every 6months by phone-verification
and internet search) and data from the Area Health Resources
File, we performed a descriptive analysis of physician migration
between 2008 and 2013. We defined primary care physicians in
SK&A as those with the following specialties: family practition-
er, general practitioner, geriatrician, internal medicine/pediatrics,
internist, obstetrician/gynecologist, or pediatrician.
Among all office-based primary care physicians in the

USA, we identify those who changed practice locations be-
tween 2008 and 2013. We calculated the move rate as the
proportion of physicians who were in a different practice
location in 2013 relative to their 2008 location. We calculated
moving distances using the geodist package in Stata/SE 13.1
and categorized each move as (1) within or between counties,
(2) into or out of rural counties, and (3) into or out of HPSAs.
We defined rural counties as having Rural-Urban Continuum
Code values 4 or greater and HPSA counties as having whole-
county primary care shortage area designation from the Health
Resources and Services Administration.We conducted all data
management and analysis using Stata/SE 13.1. This research

was approved by the RAND Human Subjects Protection
Committee.

RESULTS

Of the 124,954 office-based primary care physicians who
appeared in the SK&A database in both 2008 and 2013,

Table 1 Office-Based Primary Care Physician Migration, 2008–2013

Proportion of all 124,954
physicians

n (%)

Location in 2008
HPSA county 54,340 (44)
Non-HPSA county 70,614 (56)
Rural county 15,172 (12)
Urban county 109,782 (88)

Moved to a different practice site
between 2008 and 2013

7918 (6)

Move distance n (% of 7918 physicians who
moved)

Move < 10 miles 6047 (77)
Move 10–20 miles 976 (12)
Move 20–50 miles 690 (9)
Move > 50 miles 181 (2)

Moved to a different practice
within the same county

6173 (78)

Moved between counties 1745 (22% of the 7918 movers)

Proportion of 1745 physicians who
moved between counties
n (%)

HPSA movement
Moved from non-HPSA county
to another non-HPSA county

930 (53)

Moved from non-HPSA county
to HPSA county

203 (12)

Moved from HPSA county to
another HPSA county

203 (12)

Moved from HPSA county to
non-HPSA county

409 (23)

Urban-rural movement
Moved from one urban county
to another

1205 (69)

Moved from one rural county to
another

93 (5)

Moved from urban county to
rural county

131 (8)

Moved from rural county to
urban county

316 (18)
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44% were located in a HPSA county and 12% were in a rural
county in 2008 (Table 1). Only 7918 (6%)moved to a different
practice site between 2008 and 2013. Of these, 6047 physi-
cians (77%) moved less than 10 miles, 181 (2%) moved more
than 50 miles, and 6173 (78%) moved within the same county.
Of the 1745 physicians who moved to a different county, only
203 (12%) moved from non-HPSA to HPSA counties com-
pared with 409 (23%) who moved from HPSA to non-HPSA
counties. Only 131 (8%) moved from urban to rural counties
compared with 316 (18%) who moved from rural to urban
counties.

DISCUSSION

Over a 5-year period, we found very little physician migration:
6% of office-based primary care physicians moved between
practices, and only about 1% moved across county lines.
Among those cross-county moves, most did not change HPSA
or rurality status; however, among those who did change, net
movement was away from rural counties and HPSAs.
We find significantly lower levels of migration compared

with those of prior studies which have relied on the American
Medical AssociationMasterfile.2–4 Previous research supports
the accuracy of SK&A geographic data relative to the
Masterfile.5 There are also substantial systematic errors in
the Masterfile location data as a result of physicians reporting
residential addresses rather than office addresses leading to
over-estimating physician supply in high-income areas and
under-estimating in low-income areas.6 In contrast, SK&A
only reports practice addresses for physicians and the data
are phone-verified twice per year. Future research is warranted
to explore the relative utility of these databases for longitudi-
nal physician tracking.
Our study was limited by our inability to distinguish moves

occurring at the end of training (i.e., after residencies or
fellowships), as we cannot identify trainee physicians in
SK&A. Further, we cannot distinguish between migration at
the end of a NHSC service obligations versus baseline migra-
tion preferences; these may disproportionately contribute to
the net flow of physicians out rural areas and HPSAs. In
addition, the SK&A database contains information only on
office-based physicians, so our estimates may not generalize
to other settings.
Our findings suggest that despite existing and long-standing

financial incentives for physician relocation, and without

further interventions to alter physician migration patterns to
rural and underserved areas, shortages due to maldistribution
of office-based physicians are likely to persist and may grad-
ually worsen.
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