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What is rural? 
 
• Geographers and sociologists have tended to define rurality either in terms of 

social or spatial aspects (1).  Recent ideas suggest that rurality is to do with the way 
people live in small groupings, while remoteness is to do with distance (2).   
 

• In Scotland the Scottish Executive Classification of Settlements has become 
accepted as a pragmatic tool in rural health services research (3). It selected 
population size and distance from large population centres as criteria in defining 
types of location.   
 

• “Clinical peripherality” is another index of rurality that has been applied to 
primary care communities in Scotland and is related to the spectrum of care 
delivered by rural and remote general practice staff (4). 

 
Where is rural Scotland and who lives there?  
 
• In the 2001 census, 18.7% of the population lived in rural or remote areas, with 

8.2% in remote areas (5).  Scotland’s remote communities include many islands 
and communities reached only by poor quality roads, subject to adverse weather 
conditions.  
 

• A greater proportion of people living in rural or remote parts of Scotland are of 
pensionable age: 22% vs 18% in urban areas (5). Deprivation is less than in urban 
Scotland  (6) 

 
• In terms of migration, rural local authority areas in Scotland tend to gain older 

people from the rest of the UK while losing younger people to urban Scotland (7).  
Western and Northern Isles have higher out-migration than in-migration. 

 
• Since rural populations are ageing and this is compounded by in-migration by 

older people, in the future rural populations are likely to have more needs. 
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What are the main thrusts of rural health policy? 
 
• Delivering for Health (8) commits to develop a framework of care specifically for 

remote and rural communities.  Among the main recommendations are: 
o Extended roles for individual practitioners and health care teams 
o Coordinating roles for visiting specialists 
o An enhanced role for community hospitals e.g. preadmission and routine testing, 

outpatient and specialist clinics, day surgery, convalescence, rehabilitation and 
palliative care. 

o Appropriately configured out of hours care with adequate transport 
infrastructure 

o A defined role for rural general hospitals that includes trauma and acute illness 
care with a range of planned services 

o An appropriate framework for education and training of rural health practitioners 
 
• The National Framework for Service Change Rural Access Subgroup (9) recognised 

that changes in rural health care will be essential in the face of changing 
demography and working practices. The challenges will involve supporting and 
extending generalist roles and developing community based resources.  

 
• The production of specific policy for remote and rural health services indicates an 

acknowledgement among policymakers that there are differences or specific issues 
in providing healthcare to rural areas. This provides an opportunity for service 
providers, managers and researchers to improve delivery of care in rural Scotland.  

 
 
What do rural health indicators tell us? 
• According to the Scottish Household Survey (2001) people in rural areas generally 

reported better health, were less likely to be disabled or suffer from a long term 
limiting illness and were less likely to smoke than those in urban areas (10) 

• This is supported by data from a cross sectional study performed in 2001-2, in 
which adults in rural areas reported a lower prevalence of asthma and eczema, but 
otherwise similar prevalence of other common diseases compared to urban 
residents. Self reported quality of life scores were also higher in rural residents (11).  

• There are some health problems that are specific for rural communities, including 
zoonoses (12), agricultural injuries (13), and accidents associated with leisure pursuits 
such as skiing and mountaineering (14,15). 

• There are also some conditions that are more common in rural settings such as type I 
diabetes (16) suicide (17), and others where outcomes are poorer in rural or remote 
settings, such as road traffic accidents (18), cancer (19), and asthma (20).   

• In some cases, for example cancer, this might reflect late presentation (19), in others 
the delays associated with delivering acute or emergency care. Patients with 
ruptured aortic aneurysm who live remote from a hospital were less likely to be 
referred for emergency surgery (21), while those with stroke may be managed 
differently if they live in rural areas (22).  
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• Migration effects may impact on reports of rural health status.  Rural people were 
less likely than urban people to think someone with a serious medical condition 
requiring frequent medical appointments could continue living in the local area (23).  

 
 
What is the nature of rural health workforce? 
 
• A survey of the primary care workforce in Highland in 2003 (24) revealed that rural 

workers: 
o were more likely to have been born in rural areas, and to have been born and to 

have completed their training outside Scotland 
o reported greater perceptions of being isolated, of caring roles extending beyond 

work; and inability to get away from work for holidays and study leave 
o reported more difficulty with access to amenities and services  

 
• Medical students’ opinions of entering rural general practice showed that following 

a rural placement, female medical students were more likely to consider a rural 
general practice career (25). Perceived advantages of rural working were the variety 
of work, closeness to patients, pleasant environment and feeling of community.  
Deterrents were travel, isolation and the pressures of working in a small community. 

 
 

What happens in rural health care? 
 
• A study comparing rural and urban primary health care professionals’ descriptions 

of their work showed that rural health professionals tended to have extended health 
care roles while their urban colleagues were able to delegate or demarcate work 
more readily within the primary care team and also through referrals to other local 
health and social care professionals (26).  

 
• Rural health professionals describe a social role that includes work with individuals, 

but also contributions to community. (27) 
 
• A comparison of rural and urban primary care teams in 2001-3 showed significant 

differences in the pattern of health services (28).  Rural primary care was 
characterised by higher standardised consultation rates, a different pattern of 
consultation reflecting patterns of access to other services and large fluctuations in 
workload in some areas due to temporary residents. 

 
• A study of rural and urban patients’ decision-making about consulting primary 

health care showed that rural patients had a tendency to consider effects of 
consulting on future consultations (29).   

 
• Rural people have different expectations of who should provide services (23).  For 

example, a rural patient experiencing symptoms of a heart attack is more likely to 
telephone their general practitioner or request a home visit. 

 
• Rural practitioners may have differing patterns of referral for example, initially 

referring cancer patients to a nearby hospital rather than a specialist centre (30),  
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or  tending to refer more and earlier for hypertension in pregnancy, probably to pre-
empt potential crisis situations (31). 

 
 
What are the key recent changes in rural health provision and how might they 
impact?  
 
• Several key changes in policy and contractual arrangements have set in motion a 

transformation in health care delivery in the UK. Consultants, general practitioners 
and pharmacists have new contractual arrangements.  The implementation of the 
new GMS contract for general practitioners (32), has led to major changes in the 
configuration of services, particularly out-of-hours provision which has been a long 
standing issue in remote and rural areas (33,34). Combined with the introduction of 
NHS 24 as a national telephone triage system (35), the scale of change has been 
greater for many rural communities compared to urban communities.  

 
• The Quality and Outcomes Framework of the new GMS contract is impacting in 

different ways in rural areas (36).  
 
• New policy around nursing and allied health professionals’ roles (37) suggests that 

more primary health care and support for self management of chronic diseases in the 
community could be provided by these groups 

 
• Policy initiatives such as Joint Future (38) suggest there should be greater partnership 

and flexible working between health and social care.  Rural health care would 
potentially appear to be a suitable environment for such joint working. In addition, 
government policy is increasingly looking at ‘third sector’ service provision (39). 
Rural areas have potential to benefit from such initiatives.  

 
• There are few studies of change in Scottish rural health care.  Previous changes in 

policy or service delivery have not always taken into account the differing 
circumstances prevailing in rural areas.   One study investigating change in rural 
maternity care suggested specific issues for managers and policymakers in achieving 
rural change (40).  These included the overlap between community and workplace 
pressurising staff to conform to the prevailing community view about change.   

 
 

How satisfied are rural Scots with their healthcare? 
 
• A survey in 2003 highlighted that rural Scots tend to have high levels of satisfaction 

with aspects of basic healthcare (23).  Those living in remote rural areas were 2.5 
times more likely than others in the survey to be very satisfied with their local 
doctors.  Those living in remote areas were also more likely to be very satisfied with 
hospital inpatient stays and outpatient visits.  Those in remote rural areas were twice 
as likely as others to think A&E services were too far away.   

 
• However, the evaluation of NHS 24 (35) showed that satisfaction of patients living in 

rural areas declined after the introduction of the telephone service and that 
respondents living in rural areas expressed lower levels of satisfaction than urban 
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patients.  The fall in overall satisfaction may have due to factors intrinsic to NHS 
24, for example increased use of call back, but may also be due to extrinsic factors, 
e.g. the changes in service delivery and organisation of primary care out-of-hours 
services following the GP opt-out from out-of-hours responsibility.  

 
 
What is the role of technology?  
 
• eHealth, defined as the use of information and communication technologies locally 

and at a distance, provides a potential solution to some issues of delivery and 
training in remote and rural settings, particularly as mobile networks and broadband 
internet increase penetration into rural and remote communities (41). 
 

• A Scottish Centre for Telehealth has been set up to explore the potential of new 
technology. 

 
• Barriers to implementation of eHealth initiatives have been well described in the 

UK, in general, and in remote Scottish primary care settings, in particular (42). 
 
• There is a need for a ubiquitous information and communications infrastructure that 

adheres to clearly delineated technical standards and protocols (41). 
 

• Equally important, however, is an explicit recognition of personal and 
organisational barriers to uptake of eHealth initiatives and development of an 
implementation strategy that overcomes these barriers. 

 
• Finally, at national and international level, co-operation on the technical, clinical, 

legal and ethical aspects of eHealth will be essential (41). 
 
 
What lessons can be drawn from international experience? 
 
• All countries with a significant rural hinterland face challenges in delivering 

services. Some developed countries, including Australia, USA, Canada and 
Scandinavia have a highly-developed government-funded research and educational 
infrastructure targeted specifically at rural healthcare. Consequently, in recent years 
a literature on rural health services has been developing.   

 
• In most of these countries, perhaps with the exception of Scandinavia, there is a 

significant rural-urban health gradient, poorer health in rural communities being 
partly explained by rural poverty, indigenous populations, migrants, health 
behaviours, fewer available health professionals and lack of access to services. 

 
• In most, as in the UK, there is also a trend to an increasingly ageing rural 

population, reflecting both increased longevity and out-migration of young people. 
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• Selected models from international experience can inform Scottish rural health 
policy.  For example: 
o There is current debate about community hospital and rural general hospital 

provision in Scotland.  The US model of the Critical Access Hospital (43) might 
provide a framework for development of our community hospitals and the  
insights gained in implementation of the Medicare Rural Hospital Flexibility 
Program could guide us in that development, including the decommissioning of 
hospitals where appropriate. 

o The Australian model of rural clinical schools for training medical students is 
maturing, with the first cohorts trained in these settings now taking up 
employment.  Early results indicate that at graduation, a majority (66%) of these 
students at James Cook University’s School chose non-metropolitan internships, 
consistent with career intentions at entry to medical school (44).  Longer-term 
data from a broader range of schools will be necessary to fully establish the 
effectiveness of this strategy.  Rural undergraduate and postgraduate training for 
nurses and allied health professionals has also developed alongside 
infrastructure for rural student placements and rural student ‘clubs’ that 
encourage multidisciplinary learning and foster enthusiasm for rural working. 

o Provision of maternity services in remote areas is a contentious issue. In New 
Zealand, provision of maternity care is designed around a Lead Maternity 
Caregiver (LMC), who takes responsibility for the coordination and provision of 
care for each woman.  The LMC can be a nurse, midwife or doctor and this 
model has delivered improvements in many aspects of maternity care (45). 

o Experience with lay health caregivers in Canada points to some cultural and 
organisational challenges that may face Scotland in its attempt to create resilient 
communities predicated on the development of first responders and similar 
initiatives (46). 

 
What are the main gaps in current evidence and strategic thought? 
 
• Health data are not necessarily readily accessible in a form that allows information 

from rural and remote Scotland to be aggregated and compared. 
 
• Regional planning groups exist, but do not at present have executive authority and 

accountability frameworks to deliver services on a regional basis. This impedes the 
reconfiguration of services to optimise delivery in remote and rural settings. 

 
• Distance technologies are underused, not only in the delivery of services and in 

training and education of rural health workers, but also in management and policy 
development.  As a result, many remote practitioners feel disenfranchised with 
regard to policy setting.  

 
• A suitable repository of information on remote and rural health services is lacking.  

This may be addressed by the development of the rural portal of the NHS e-library. 
 
• Rural proofing of health policies remains underdeveloped and rural health policy 

remains divorced from social care policy as well as other aspects of the rural 
economy such as transport, and economic development.   

 
• Insufficient account is taken of international experience on rural and remote health 

care delivery. 
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