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EXECUTIVE SUMMARY

A)
Background

Rural health has attracted increasing attention in recent years, evidenced by a number of high profile conferences and key publications (see Cox, 1996; Cox and Mungall, 1999).  However, in comparison with countries such as the USA, Canada and Australia, the evidence base for rural health care in the UK is small.  General practice is the focal point for health service delivery in rural areas.  Rurality impacts on general practice in two ways: through the particular needs of its rural patients and in how services are delivered.  Therefore, it is essential to understand the role of rurality in order to meet the needs of rural communities and service providers.  The rural practice sub-committee of the GPC has identified four key features which are important in an understanding of rural general practice:

· Access for patients in rural areas

· Rural deprivation and the Deprivation Payments Scheme

· Issues of dispensing and other General Medical Services income

· Definitions of rurality

This report addresses the nature of rural general practice in the UK through a comprehensive review of published and ‘grey’ literature with respect to the four themes above.  Each of the themes is covered in a separate chapter in the report and each chapter ends by drawing together the key points and research questions that emerge during the discussion.  These summaries and suggestions for future research are compiled below under the ‘findings of the review’.

B)
Aims

The report has four key aims:

1. To assess the current level of evidence surrounding the four key issues that influence rural general practice in the UK as outlined above.

2. To set this in a European and, where relevant, in an international context.

3. To define and prioritise a set of research questions on current issues in rural practice.

4. To create the momentum to implement a research agenda that will provide evidence to inform policy on rural practice.

C)
Findings of the review

Access for patients

Summary

1. Access for patients has been a principle concern in the UK since the setting up of the NHS.  Consequently, it has drawn attention to rural areas, where rurality adds a particular dimension to the issue of access for patients.  

2. In contrast to other rural health issues, there has been academic attention to this subject since the 1970s. The focus of academic literature has changed, from an emphasis on physical access and distance decay in the 1980s; to a broader perspective in the 1990s, for example the impact of distance on specific disease outcomes and the evaluation of solutions to the access problem.

3. Access is taken in its widest sense to incorporate health service components (distance, time, hours of opening etc) and individual and societal components (age, sex, education, occupation, culture) to access.  Whilst many of these components are independent of geography, there is a rural dimension which affects access for rural populations. 

4. Access, utilisation and need form a three-way relationship.  Utilisation is the most easily measurable feature and is often used as a proxy for access and need.  Distance decay studies are convincing and show decreasing utilisation with increasing distance particularly for the elderly, women and low social classes.  However this does not assess the level of unmet need with increasing distance and consequently provides no evidence that problems with access are a major factor.

5. Distance-decay studies have drawn attention to the possibility of access problems for rural residents, but do not provide an answer.  Levels of access and need must be assessed in their own right in rural areas. The question therefore, is ‘what evidence is there that rurality affects access for patients?’  A number of studies provide evidence that it does:

· Studies in the 1990s which have addressed the impact of distance and rurality on the outcome of particular diseases (asthma, diabetic retinopathy, cancer) have shown poorer outcomes for rural residents, often because disease is at a more advanced stage at diagnosis.  Although access problems are implicated in these studies, it is difficult to identify the particular components of access which are to blame, for example is it poorer diagnostic facilities; or a feature of rural populations that they present later? 

· Studies into the uptake of breast screening in remote areas, also provide evidence that decreased utilisation with increasing distance is caused by problems with access.  These studies included qualitative data which addressed various components of access.  Distance was found to be the most significant factor in non-attendance in these studies.  Other factors include lack of car ownership, full-time employment and being married.

· Studies into the impact of distance on emergency care, provide mixed results.  In relation to the treatment of acute myocardial infarction there is strong evidence that for British Heart Foundation guidelines to be met, rural health professionals or ambulance staff should administer thrombolysis before transporting the patient to hospital.  Studies into the role of distance on outcome from road traffic accidents, have provided little evidence that outcome is worse due to greater distances to hospital.  More research is required to answer this question.

6. A second important issue, is ‘what features of rural areas are important in affecting access for patients?’  The literature reviewed suggests strong evidence that distance, travel times and transport are the most important factors in access for patients in rural areas.  There is also evidence that office hours, appointment times, rural culture, lack of anonymity and stigma affect access.  Stigma not only affects the patients (for example farmers accessing mental health services), but there is evidence that it can also influence GP decision making on whether to treat ‘emotionally charged’ diseases in the community.  

7. One study reported higher levels of satisfaction with access to the doctor in rural areas than in urban.  There is no connection made with levels of expectation, but this may be an interesting area of study as it fundamentally affects access.

Future research 

a. Physical and social barriers to access have been identified and there is evidence that the relative importance of these differs according to the service in question.  For example for A&E, social characteristics have limited impact on access in comparison to distance, whilst for farmers, stigma plays a large role in preventing access to mental health services.  Research into the relative importance of the components of access to different services would improve access for different sections of the community.  This could be approached through a particular group of the community, for example young mothers or farmers, or for particular services.  Data would need to be gathered using mainly qualitative methodologies and could include the perceptions of service providers and patients. 

b. The degree of distance which has an impact on access was cited as an issue in a number of studies.  For example some authors suggested thresholds of distance or travel time, beyond which patients would not travel.  Research into the optimal and maximum travel times for particular services in rural areas for particular client groups would inform service delivery.  This would be through a qualitative survey of patients attitudes and views of which services/diseases they are prepared to travel for.  In addition a quantitative analysis of data on distances travelled for particular illnesses would be undertaken.  For example an evaluation of a mobile screening unit could usefully collect data on the postcode of residence of attenders which could then be mapped as travel-time zones (isochrones) for that service. 

c. Studies into the impact of rurality and distance on the outcomes of particular health issues have demonstrated that access can be poorer for rural populations.  For example, there is evidence that access is poorer for rural residents for breast screening, treatment for acute myocardial infarction, patients with diabetic retinopathy and asthma and cancer (USA and France).  It is important to examine 

· other diseases, and attendance for screening programmes (eg well-person clinics) and 

· other geographical locations, particularly cancer in the UK.

d. The role of transport has been identified as crucial in access for patients.  There is little evidence on the role that community transport plays in facilitating access for rural patients although anecdotal evidence suggests it is very important.  Data should be collected on the purpose of journeys in rural schemes compared with more urban schemes.  This could be done in conjunction with the Community Transport Association.

e. Some factors that affect access for patients in rural areas are behavioural, for example the role of stigma, or the culture of self-reliance or the lack of anonymity.  These must be investigated using qualitative approaches, for example interviewing residents about their perceptions of health services. 

f. The role of GP decision making on referral to secondary or other care should be addressed.  For example the views of GPs on the role of perceived stigma, the impact of distance on the patient and patient’s family and other cultural aspects of the GP/patient relationship may influence access to health services.  A very small number of studies have implied the importance of GP decision making affected by rural factors in facilitating or acting as a barrier to access for patients.  A study of this nature could be conducted through in-depth interviews with GPs about their attitudes to distance and stigma and the impact this has on their decisions to refer.  Alternatively a study comparing rural and urban GP decision making for comparable patients. 

g. Qualitative approaches would also address the issue of levels of patient expectation.  Anecdotal evidence suggests that rural residents have lower levels of expectation and tend to present at a later stage in the disease.  Levels of expectation is critical component of access for which there is little evidence and is therefore worth investigating.  This would be through focus groups with patients from urban and rural settings.

h. There are particular groups of rural residents that are more susceptible to barriers to access, for example women with young children, elderly, and low social class (lack of transport), farmers  (stigma and culture of self reliance) and young people (lack of anonymity).  Research should address the impact that these access barriers have on health, and evaluate solutions put in place to tackle these problems.

Rural deprivation – the relationship with rural general practice

Summary

1. The concepts of deprivation, poverty, social exclusion and disadvantage are described and discussed.  Deprivation is used widely in the rural literature and is also the term used to describe the range of composite indices that have emerged which attempt to measure areas of relative deprivation. 

2. Rural deprivation has been largely ignored in the post-war period for three main reasons.  The ‘rural idyll’ has been difficult to counteract. The perception of a rural idyll has played a large role in the denial of poverty and deprivation, including by rural residents themselves.  In contrast to this, there has been a focus on urban deprivation which is highly visible.  In addition, there is an emphasis on identifying areas of deprivation using quantitative data and composite indices.  Rural areas have low population densities and incidences of rural deprivation are highly dispersed and consequently ‘lost’ in aggregated measures.

3. There is convincing evidence that rural deprivation exists.  Data on low income levels shows that one in three residents in rural Britain experienced poverty in the early 1990s.  Material aspects of deprivation exist in both rural and urban areas.  There is consensus however, that rural areas experience additional forms of deprivation and these are opportunity deprivation (decline in services and employment) and mobility deprivation (difficulties in obtaining access to jobs, services and facilities).  Access is a key feature of rural deprivation.

4. Those most vulnerable in rural areas are the unemployed, those on low pay or with low disposable incomes (young people, pensioners on low incomes, single elderly men and women and lone parents), people with ill-health and disabilities and children in poverty.  

5. Attempts to measure deprivation have led to a range of commonly used composite deprivation indices, however there is a consensus that these are biased towards urban areas and do not identify rural deprivation.  There are two key criticisms of these indices.  The spatial critique argues that as rural deprivation is often dispersed,  calculations at the electoral ward level are unlikely to detect small pockets due to an averaging effect.  In addition, the indices are criticised for identifying areas of deprivation rather than groups of people.  The variable critique argues that many of the individual variables used to form the composite index are only representative of urban deprivation, such as car ownership, unemployment and ethnic minorities.  

6. The GP deprivation scheme is widely criticised in the medical literature, although there is limited discussion from the rural perspective.  The scheme is criticised for using the Jarman UPA index which is a measure of workload rather than a direct measure of deprivation.  There are also statistical problems noted with the index, for example a positive skewness for the ethnic minority variable means that wards with high proportions of ethnic populations are treated more favourably than intended.  This has clear disadvantages for rural areas. 

7. In recent years there have been developments in measuring rural deprivation.  There have been direct attempts to develop rural specific indicators, such as the work undertaken by the University of Cambridge and funded by the RDC.  There have also been developments in making existing indices more sensitive to rural issues, for example work at the University of Oxford on reviewing the DETR Index of Deprivation 1999.  Of significance has also been the revision of resource allocation formulas, most notably through the publication of ‘Fair Shares for All’ for NHS Scotland.  This development is being followed closely in the Wales, England and Northern Ireland.

· A key feature of the work by the University of Cambridge on developing indicators of rural disadvantage and the University of Oxford on revising existing indicators is to move away from the composite index approach.   New approaches centre on themed ‘bundles’ or ‘domains’ of indicators which are selected in particular policy contexts.  

· The key features of the ‘Fair Shares for All’ approach of relevance to rural areas, is the explicit attention to remoteness.  This is to reflect the excess costs of delivering health care in remote areas.  Deprivation is included in assessments of ‘life circumstances’, but it must be noted that ‘rural deprivation’ per se, is not addressed.

Future research 

a. Roderick (1999, p46) suggests that there is a need for research into ‘the determinants of rural deprivation and their impact on health’.  Whilst there is significant research addressing inequalities in health on a national level, research into this from a rural perspective is crucial.

b. There is little rural dimension to the critique of the GP deprivation payment scheme.  Research into the relationship of this scheme to the realities of rural general practice is recommended to provide evidence for change.  A key issue is that the Jarman Index reflects workload rather than deprivation explicitly.  A similar study to the original one carried out by Jarman could be conducted but with the questionnaire developed from rural GPs perceptions of workload.  A Delphi technique could be used to determine a list of factors relating to rural GPs workload issues.

c. A critique of the new developments in rural indices of disadvantage is the lack of available robust data that examine features of rural deprivation.   Repeat surveys should be commissioned to ensure data relevant to rural areas is available and robust, for example a repeat survey of the services available in rural areas.

d. A significant amount of work has been done in developing indicators of disadvantage.  Rather than repeat this work, research should focus on evaluating the use of these indicators for the purpose of rural general practice.  For example the Rural Children’s Poverty Index, the Indicators of Rural Disadvantage and the Review of the ILC 1999 should be validated.

e. A study of the cultural significance of deprivation in rural areas would be worthwhile.  Research into the role of stigma, the culture of self reliance and the denial of rural deprivation should be conducted.  It is suggested that there is a low uptake of benefits in rural areas.  Research should assess the impact of this on the data collected in rural areas.  The role of unemployment as an indicator of deprivation frequently is questioned, arguably efforts could be put into improving data collection on this issue and this used as an proxy for overall deprivation.

f. Work into the use of GP data for informing the picture of rural deprivation would be relevant.  Lincolnshire JPISG suggest that ‘the use of increasingly sophisticated information from general practices or groups of practices would add further to the value of locality profiles’ (p12).  Work in this area would go hand in hand with the suggestion for a ‘rural’ version of the Jarman Index.

g. Research into the issue of households ‘going without’ essential items such as dental checks to keep a car on the road would provide evidence of the inappropriate nature of car ownership as an indicator of wealth.  

Dispensing and other GMS income

Summary

1. This chapter has examined the more practical side of rural general practice in the UK in terms of the costs, workload and sources of income.  The discussion has also addressed the issue of recruitment in the light of perceptions that rural practice is a backwater with high out-goings (costs and workload) and low income.  Although there is limited research in the UK which addresses the whole context of practising in rural areas, there is literature addressing the individual issues that have informed this discussion. 

2. There is a wealth of literature examining the issues of resource allocation for health at the broad scale, but limited analysis of costs for rural general practice.   It is likely that the causes of additional costs of rural practices are in: lack of economies of scale, maintaining branch surgeries, additional travel costs compounded by higher petrol prices and the higher cost of transport where it is necessary to purchase a four-wheel drive vehicle. There are additional costs associated with dispensing although this is also an additional source of income. 

3. Data on costs is difficult to obtain whilst expenditure data is more readily available.  However expenditure data should not be equated with costs as it is often more a reflection of the level of services available.

4. There is inconclusive evidence in relation to the level of workload in rural areas.  However there is conclusive evidence that the type of workload is very different to urban practice.  There is a greater level of minor surgery, emergency care and casualty work, different diseases such as zoonoses and a greater likelihood of obstetric care.  This difference in workload has clear training implications that at present are only met through postgraduate education.

5. Rural areas have a greater out-of-hours workload and are also less able to take advantage of alternative solutions such as deputising services or co-operatives.  Rural practices are less well placed to take advantage of additional finances to develop co-operatives.

6. There is less flexibility in setting up a co-operative in rural areas.  All practices must be involved to ensure viability, whilst some practices on the edge of a co-operative area may have to be excluded to maintain safe response times.  It may also be more expensive for rural practices to enter a co-operative in a mixed sub-urban and rural area.

7. Rural practices tend to have smaller list sizes and their incomes through capitation payments are therefore lower.  The Rural Practice Payment Scheme, Associate Scheme and Inducement Scheme are all available to recompense GPs for practising in areas that have reduced financial viability.  There has been little academic attention to the role of these schemes although there appears to be a mix of views on the value of these schemes with some criticism of the cut-off points and extent to which they compensate for lower incomes.

8. There is a different profile of income from GMS fees in rural areas.  Rural GPs have lower capitation payments but a higher proportion of fees from child surveillance, minor surgery, obstetrics and temporary residents.  This can reflect the lack of alternative sources of care in rural areas.

9. Dispensing is seen as a way of ensuring financial viability in rural areas although the scheme has caused conflict between the medical and pharmacy professions.  Dispensing doctors have come under criticism for higher prescribing costs and shorter repeat prescribing intervals.   Again there is limited academic attention to this issue, in particular patient satisfaction with the service although anecdotally it is well received. Controversy over the financial benefits to doctors of dispensing lies in the fact that many rural GPs state that their practice would be unviable without it.  Consequently there is a call for the resourcing of rural general practice to be disentangled from the dispensing issue.

10. A perception that rural general practice is a backwater is one factor in the difficulties in recruiting and retaining rural health practitioners.  This is a problem seen across Europe, Australia and the USA.  The perception of professional and social isolation and lack of anonymity in addition to the high workload and low incomes serves to discourage practitioners to move away from urban practice.  It is argued that undergraduate and school education should bring rural opportunities to the attention of students.

Future research

The issues of costs, workload and income is one area where there has been limited academic attention.  There is significant anecdotal evidence that rural practice is less financially attractive than urban practice and that workloads are more varied, with far greater out-of-hours commitment.  Research is required into this whole area.  In particular attention should be paid to the following aspects:

a. In terms of costs, emphasis should be on research that examines actual costs of providing care rather than on patterns of spending. Woollett (1990) suggests that research into the differential unit costs in urban and rural should be undertaken at regional/local level.  This would also have to take into account the needs of the population and the level of spending, as it may be that due to low provision rural areas are underspending and not meeting the needs of their populations.

b. Whilst research comparing hours for GMS indicates that GPs in rural areas have a similar level of workload to their urban counterparts there has been little research into the impact on income that a different profile of workload has.  A comprehensive survey of the type of workload rural GPs undertake and the relative costs and income associated with that workload.  For example it has been suggested that rural GPs provide more emergency care.  What financial implications does this have for rural GPs? 

c. Research into dispensing should focus on the wider social issues of patient satisfaction and the role of the dispensing practice in the community.  This would also incorporate dimensions of access, the impact on level of compliance with treatment and the local relationships between the dispensing practice and pharmacies.

d. Evidence to support the perception that dispensing financially supports rural general practice is crucial.  If this is the case, non-dispensing practices in rural areas are disadvantaged and an evidence base must be established to support a separate source of funding to support rural general practice.

e. Research should be conducted to establish whether Rural Practice Payments actually compensate GPs for the additional costs of providing services to their isolated patients.   Furthermore the focus should be on the role of dispensing in securing the financial viability of rural practice.  

f. The issues of higher prescribing costs by dispensing practices proves to be a source of contention.  However there is evidence of inter-rural differences in this respect.  Research into the profile of prescribing by dispensing doctors across different rural areas would be pertinent and would highlight the factors that result in low or high prescription costs.  In addition research into whether the lack of opportunity to buy over-the-counter drugs leads to higher prescription costs per patient.  Research into the decision making of GPs would be useful and would require a more qualitative approach.  

g. Research in Denmark has shown that a very small proportion of recent graduates wish to practice in rural areas.  A comparable survey in the UK would be of relevance and would inform under-graduate training to encourage an interest in rural practice. 

The meaning of rurality for general practice

Summary

1.
The definition of rurality has been in debate for many years and rural geographers and social scientists have taken the lead in developing measurable definitions.  However health researchers have only recently focused on rural areas and so there are relatively few definitions of rurality developed from a health perspective. 

2.
Rurality is multifarious.  In addition to the more easily identifiable geographical features of distance and isolation, there are social and cultural dimensions to rurality.  In some areas rurality is a ‘social construct’ whilst in others it is easily identifiable by physical features such as agricultural land use.  Rural areas are heterogeneous within the UK and internationally, reflected in the lack of consensus over definitions.

3.
There are many different approaches to defining and measuring rurality.  These can be grouped as single issue definitions such as population density, settlement size, accessibility and subjective assessment; or multi-variable approaches where more than one feature is used to identify rural areas or indices have been developed. Many researchers argue that definitions should be selected according to the purpose of the study.  However this makes it more difficult to amass evidence on the ‘bigger picture’ as secondary data analysis of many different data sources is difficult.  This is a key factor in the lack of evidence-base about the health needs of rural populations.

4.
The majority of papers detailing studies in rural areas do not provide a definition of rurality.  Where papers do comment on the nature of rurality, it is often a descriptive account of the isolation or distance.  This is  more common in local studies where the researcher is likely to know the area well.   This implies the implicit knowledge about the nature of rurality, but also the difficulties with choosing and applying an existing definition of rurality.

5.
Research into the difference between rural and urban general practice outlines the importance of workload and professional issues.  Consequently, in developing measures which will identify rural general practice, the role of social issues should be incorporated with measures of physical remoteness or sparsity.

Future research

a. Researchers conducting local studies in their own regions should, wherever possible, set their local study areas in the wider context of rurality by refering to measurable and comparable features of rurality. 

b. In the absence of a generic definition of rurality, researchers should apply their chosen interpretation of rurality to their study area or population, but also ensure data is available for analysis by population density.  Despite the limitations of population density as an indication of rurality, it would allow for a meta-analysis (combined analysis of a number of relevant studies) to determine if there are any broader patterns.  Individual studies retain detail which, taken as case-study, allow for explanation of the phenomenon. 

c. In developing further knowledge about the nature of rural general practice, the Delphi study conducted by IRH and University of Glamorgan should be repeated with different members of the primary care team, for example with practice or community nurses.

d. In developing a generic definition of rural general practice, socio-economic and service characteristics should be incorporated in addition to spatial characteristics of rurality.  It has been demonstrated that access and deprivation are important aspects of rural general practice, but also factors such as the profile of workload and GMS payments, dispensing and out-of–hours cover can be used to describe rural general practice.  Principal Components Analysis using a variety of indicators of rural general practice could be conducted.  From this a typology could be constructed.  

D)
Next steps

The review has generated a large number of issues for future research which need to be prioritised to form a research agenda.  A workshop will be held with the rural practice sub-committee to discuss future research and to develop this agenda.  This will enable priority research questions to be formally defined and developed into research proposals.

