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Summary

All general practice in Scotland is based on a model of
holistic generalist care, the key characteristics of which
are recognised to be trust, coordination, continuity,
flexibility, coverage, relationships, and leadership [1].
Provision of the service faces many challenges. These
include increased geographical mobility of both pa-
tients and doctors, an aging demographic, multidiscipli-
nary working, and a national shortage of GPs. A new
Scottish GP contract was introduced in 2018 [2]. It
focuses the role of the GP as that of ‘expert medical
generalist’ and ‘senior clinical decision maker’ working
within an expanded multidisciplinary team (MDT), and
improving quality at a local level by practices working
in clusters [3].

While these key roles and changes apply to all practic-
es, remote and rural practice in Scotland has many
distinctive features. This paper explores some of the
descriptors of these and gives examples of the day to
day practice of GPs working in remote and rural prac-
tices at a time of considerable change and challenge.

International Evidence

This section summarises a commissioned review of the
international literature. The full review is at Appendix 1.
The international literature describes a common set of
challenges for remote and rural primary care doctors
and healthcare teams, and some recurring themes in
the identified approaches to addressing them. Globally
it is well documented that remote and rural populations
have poorer access to health services than their urban
counterparts. In some countries, this is accompanied
by poorer health status. Shortages of rural doctors and
other health professionals are reported in almost all
countries.

Internationally, studies in several countries show that
rural GPs work longer hours than their urban counter-
parts. This often relates to emergency and out-of-hours
(OOH) work as well as community hospital du-ties.
These features are associated with professional satis-
faction, but OOH work is associated with dissatisfac-
tion particularly in practitioners’ families. In Australia,
rural doctors are more likely than all other doctors to
suffer from mental distress.

There is a growing international trend among doctors
away from primary care careers. In the USA, Australia
and the UK, growth in the secondary/tertiary care sec-
tor has been very substantial, while the number of GPs
has fallen or flatlined. Some evidence suggests that
devaluing of clinical judgement and generalism, as well
as income discrepancies contribute to this trend. A ru-
ral/urban healthcare spending gap is apparent in Aus-
tralia and some other countries. This is likely to reflect
barriers for rural people accessing services, and in
Australia may contribute to higher rates of preventable
hospital admissions in rural areas.

Creating viable rural practice models is challenging

everywhere. In Australia, the nuances of rural models
of care, including OOH work and emergency and pro-
cedural care ‘create very particular business models’.
A study in New Zealand found that national policy ad-

justments to ensure appropriate payments to primary
general practitioners failed to adequately compensate
for the costs associated with delivering personal medi-
cal care in rural communities. It concluded that target-
ed support for rural general practices had considerable
potential to address persisting rural health inequities.
A major survey of Australian rural doctors identified
seven major contributing factors to practice viability:
practice characteristics, income, personal circumstanc-
es, workforce, and community characteristics, practice
characteristics, personal circumstances, and family
circumstances. It concluded that to maintain rural prac-
tices’ viability and keep rural doctors in their rural loca-
tions, a multifaceted, systematic response is required.

More collaborative multiprofessional working is identi-
fied as presenting an opportunity to address population
healthcare needs and workforce challenges. A 2018
Australian report has recommended the development
of a supported pipe-line approach for training Rural
Generalist Medical Practitioners who provide a broad
and expanded scope of practice, supported by Rural
Generalist AHPs. In the Netherlands, to address per-
sistent rural workforce shortages, the Dutch govern-
ment has implemented a system of health workforce
planning and forecasting, and ongoing adaptation of
training inflows in accordance with these. These efforts
are supplemented with regional action plans. Rurally
targeted selection, recruitment and training are consist-
ently seen as essential.

Some of the common themes in the approaches to ad-
dressing the challenges facing rural doctors that are
contributing to chronic workforce shortages relate to
taking a systematic approach to recognising, measur-
ing and developing planning and policies which reflect
the distinctions of practice in rural and remote loca-
tions. This is described as ‘rural-proofing’, and is rec-
ognhised as an important concept in health and social
policy in the UK and internationally UK [27,28,30]

As well as a systematic approach, contextualising solu-
tions to local realities and situations is clearly im-
portant. Adequate and responsive information systems,
which are often lacking in rural areas are re-quired. A
significant issue is to identify sentinel service indicators
which reflect quality, standards of care and perfor-
mance. Community involvement and GP succession
planning are also crucial.
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It is significant that much of the literature on remote
and rural general practice comes from outside Europe.
It is worth highlighting two additional papers from Eu-
rope. A paper from Ireland demonstrated major differ-
ences between rural and urban practice there and sug-
gested that more formal undergraduate and postgradu-
ate programmes in rural areas were needed to prepare
the rural workforce of the future [5]. A recent paper
from Germany found that ‘compared to urban GPs,
GPs from rural regions portray themselves more
strongly as a family physician who accompanies pa-
tients ‘from the cradle to the grave’ and are responsi-
ble for the treatment of any medical issue. Rural GPs
establish a close relationship with their patients and
considered this as beneficial for the treatment relation-
ship. ‘ [6]

In addition, the working party on rural practice of the
World Organisation of National Colleges and Acade-
mies of Family Medicine/General Practice (WONCA)
recently revisited the World Health Organisation
(WHO) declaration of Alma-Ata of 1978. Alma-Ata
identified the global development of primary care as
key to attainment of ‘Health for Al’. The WONCA dec-
laration summarises six priority areas to move forward
in order to achieve ‘Health for All Rural Peo-

ple’ (HARP) in 2018. These are: equity and access,
rural proofing of policy, health system development,
educating a fit for purpose workforce, realigning re-
search funding to rural populations, and developing
health systems sensitive to local cultures, languages
and traditions. [4].

The RCGP Occasional Paper ‘Rural General Practice
in the United Kingdom’ was published in 1995 [7] and
addressed rural health needs, differences between
urban and rural practice, teamwork, rural deprivation,
community hospitals and education. Rural Healthcare
published in 1998 [8], remains the only UK textbook on
rural medical practice but has not been updated since.

Scotland is by far the most rural part of the UK. In the
Scottish Government’s 2016 urban rural classification
[9], 2% of land area is classified as either ‘large urban’
or ‘other urban’, 28% is classified as ‘accessible rural’
and 70% as ‘remote rural’. 70% of Scots live in ‘large’
or ‘other urban’ areas, 19% in ‘accessible rural’ areas
and 11% in ‘remote rural’ areas [9]. Thus 30% live in
an area classified as rural. While the most remote pop-
ulations are in the Highlands and Islands territorial
boards, it is important to note that Scottish Borders,
Dumfries and Galloway, Grampian, Tayside and Ayr-
shire & Arran Health Boards also have significant rural
populations. Both geography and weather are well rec-
ognised to present challenges to the provision of 24
hour healthcare, as well as to other services such as
education and social care. Rural areas of Scotland
have a demographic distribution of patients skewed
towards older age groups. Rural practices provide a
disproportionate amount of palliative care [10]. They
also often have to cope with a large influx of visitors
during the summer months, who may present with
acute conditions, exacerbations of long-term condi-
tions or with trauma following outdoor activities [10].

The challenges of providing rural general practice in

Scotland were first highlighted by the 1912 Dewar re-
port [11]; this was highlighted by the RCGP Scotland
centenary activities of 2012. An important narrative

and photographic record of the work and life of single-
handed GPs was published in 2000 [12].

The Scottish Executive Remote and Rural Areas Initia-
tive (RARARI) ran from 2000 to 2004. Their Solutions
group reported in 2002 and suggested GP contractual
refinements for rural areas, better access to care, skills
development programmes for all clinical cadres and
improved recruitment and retention strategies. A for-
mal proposal from RARARI which was not developed,

was for a multidisciplinary Faculty of Remote and Ru-
ral Healthcare.

Scottish Government published a detailed report on
‘Delivering for remote and rural healthcare’ in
2008.This covered among other topics, patient experi-
ence, access, training the workforce and the rural gen-
eral hospital model. It also anticipated the growth of
the extended multidisciplinary team in primary care
[10]. A 2014 policy paper from RCGP Scotland sum-
marised current issues affecting sustainability of rural
general practice. These included connectivity (mobile
phone/broadband), poor transport links, fragility of sup-
port services, workload (including the 24-hour commit-
ment for some), education and training, professional
and social isolation, including adverse effects on family
life [13].

A series of practical recommendations to address
these included rural proofing of contracts, improving
connectivity and facilitating selection of medical stu-
dents from rural areas as well as more undergraduate
student time in rural practices.

The Inverness based Centre for Rural Health, under
the University of Aberdeen, carries out research on
complex interventions, child health and development,
and use of technology in rural areas [14]. The Scottish
Rural Medicine Collaborative has been recently estab-
lished by Scottish Government to ‘develop ways to
improve the recruitment and retention of GPs in Scot-
land’ [15].

There has been progress in medical education at un-
dergraduate and postgraduate levels for rural practice
in Scotland. At an undergraduate medical school level,
the Universities of Dundee and Aberdeen have place-
ments in remote and rural areas across Scotland
[16,17]. The new Scottish Graduate Entry Medical
School (SCOTGEM) which took its first intake in 2019,
aims to produce community orientated doctors with a
focus on remote and rural practice [18]. A recent article
suggests ideas for success in establishing new medi-
cal schools. However, some of these ideas—engaging
communities, professional groups and local individu-
als, developing an educational model that is relevant to
context, planning for adequate teaching capacity,
choosing the right educators and building in evaluation
are essential for all medical schools, especially those
planning an expansion of numbers [19].

N/
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In terms of postgraduate training for rural practice,
NES has developed a rural training track for GP train-
ees who are interested in a rural career [20]. There is
good evidence that the longstanding post CCT NHS
Education Scotland Rural Fellowships are effective in
recruiting and have a retention rate of 71% for Scottish
rural practice [21].

GP Workforce challenges

Scotland in 2019 faces a considerable challenge cur-
rently in sustaining and developing the GP workforce.
An ageing GP workforce and continuing recruitment
and retention challenges present difficulties for the tar-
get of 800 more GPs by 2028 set by the Scottish Gov-
ernment. 24% of GP practices responding to the 2017
Primary Care Workforce Survey reported a vacancy,
compared with 9% in 2013 [22].

Estimated whole time equivalent (WTE) numbers of
GPs in Scotland fell from 3735 to 3575 between 2013
and 2017 [23]. While many health boards in Scotland
show falling GP numbers, there were striking estimated
WTE declines between 2013 and 2017 in some health

boards with rural populations: Dumfries and Galloway
(125 to 101), Grampian (400 to 371), Shetland (21 to

14), and Western Isles (30 to 24). GP vacancy rates
are highest in Shetland, Dumfries & Galloway and
Western Isles. However, numbers of GPs in Orkney
have risen from 20 to 30, suggesting a mixed picture
for recruitment across Scotland [23].

Features of Scottish remote and rural gen-
eral practice

Despite considerable work on recruitment and reten-
tion of rural GPs, there is surprisingly little published
work on the day to day work that these GPs routinely
do. For this paper, five GPs (2 female, 3 male), living
and working in remote and rural areas of Scotland
were asked to provide a 500 word description of the
content of their daily work. Post CCT rural fellows also
were asked for up to 500 words on their experience of
working in remote and rural practices across Scotland.
Two responses (one female, one male) are included.

The table below shows some descriptors of remote
and rural practice as set out by GPs and rural fellows.

Emergency care of patients

(rural GP can often be first on the scene before par-

amedic in some rural areas)

A. After trauma (road traffic or agricultural). Waits

for ambulance (road/ fixed wing or helicopter) can

be prolonged

B. Medical emergencies at home or in community

hospital (potential time commitment as above)

C. Psychiatric emergencies

Allinvolve being up to date with BASICS training and

carrying a wide range of emergency equipment.
Many rural GPs are also voluntary first respond-
ers.

Dispersed patient populations

May require boat, walking or off-road capability to
reach isolated patients

24 hour on-call responsibility

Some island and remote practices continue to sup-
ply 24/7 care. May include emergency and commu-
nity hospital responsibility

High priority given to continuity of care

In long term conditions, palliative care and sup-
porting young people at risk of suicide. May be
made easier by small practice size being the norm

Branch surgeries

Not described in detail: often involves overcoming
challenges of access to records and also time pres-
sures

Additional services *

Minor injury, minor surgery, contraceptive implants
and IUDs.

SV
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*Many of these additional services are also provided in
non-rural locations. However, distance and travel time
for patients can make these very difficult to access and
rural GPs may feel obliged to provide these services
locally.

Responses from GPs demonstrate considerable com-
mitment to both patients and community. A feature
was the recognition that secondary care clinical ser-
vices were often distant, entailing additional clinical
work and system leadership:

‘We take on extended roles and develop care path-
ways so that patients can get their care locally.” (GP)

The clinical work was often seen as personally and
professionally rewarding:

‘Rural medicine allows you to use and further develop
your clinical acumen in a way that no other job
does’ (rural fellow)

‘I don’t see patients, | see people, and people whom |
know on first name terms, whose families | know,
whose relatives | have cared for unto death and even
whose children | have helped to deliver.” (GP)

There is a sense of pride in being a rural GP:

‘Our identity, what it means to be a rural GP is what the
rest of Scotland needs to develop.’ (GP)

It is rewarding, socially accountable and needs long
term trust between colleagues and the communi-
ty. (GP)

It is traditional, holistic, person-centred lifelong medical
care.’ (GP)

Multiple clinical roles in emergency care and commu-
nity hospitals were highlighted:

I note that there is more of an emphasis on pre-
hospital care in Scotland due to geographical challeng-
es. | have already done a BASICS course and hope to
become a (first) responder.’ (rural fellow)

‘We are able to care for our patients in our community
hospital, whether that is dealing with emergencies, the
acutely unwell, trauma, or palliative care. This can be
daunting at times, but it is what makes the job exciting
and rewarding.’ (rural fellow)

Teams were seen as very important but sometimes
challenged by workload:

‘The NHS functions due to the silent goodwill of a few

people: the District Nursing colleagues who volunteer

to help out the over-whelmed Home Care services so

that an elderly villager can have a wash and her medi-
cation administered.’

Some concerns were expressed about the 2018 con-
tract:

‘The idea that others would provide services traditional-
ly met by the practice challenges what it is to be a rural
GP’ (GP)

‘We have never defined it but being a remote and rural
GP felt like the pinnacle of general practice. As our
secondary care colleagues become more special-
ised....... , the GP in search of betterment could be-
come an expert generalist in a remote setting. A rural
GP is the original expert medical generalist.’(GP)

There were also comments about the challenges of
living alongside patients and the benefits of living
rurally:

‘Living in the community with patients encourages a
high standard of care, but lack of anonymity is inevita-
ble and sometimes an issue.’ (GP)

‘The locations are spectacular if you enjoy the out-
doors’. (rural fellow)

‘My hobbies include rock climbing, running and cycling.
| craved the opportunity to live somewhere where | had
a beautiful setting to do these on my doorstep’. (rural
fellow)

In summary:

“Being a rural GP is very different from GP colleagues
in urban areas. Not better or worse, just different.” (GP)

Challenges

Challenges mentioned by GPs include the centralisa-
tion of services such as physiotherapy to hospital set-
tings and the transfer of treatment room and immunisa-
tion services under new contractual arrangements.

The current shortage of GPs causes difficulties for ma-
ternity and annual leave cover and major problems
finding replacement partners. A shortage of physical
space for administration and clinical work, education of
medical students and GP trainees as well as to accom-
modate the growing multidisciplinary team, were men-
tioned by respondents. These, of course, are common
problems in primary care across Scotland. A specific
problem from a GP working near the Border was that
of covering Scottish and English patients from four dif-
ferent health authorities or boards, with three different
ambulance services and four different hospitals, all
over 30 minutes away by road.

N/
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This paper illustrates some specific clinical and organi-
sational features of remote and rural general practice
in Scotland. These relate mainly to the provision of
emergency care, community hospital work, dealing
with population sparsity and, in some cases, 24 hour
responsibility. These features, as a respondent said,
make rural GP ‘not better, not worse, just different.’
The challenges they face—inadequate physical space
and difficulties with recruitment of partners and locums
are similar to those elsewhere. However, distance from
urban areas and small practice size may make these
workforce challenges more acute. The GPs (but not
the rural fellows) who responded were all in ‘remote
rural areas’ [9]. This is reflected in the nature of their
clinical work set out above, and this may not be fully
generalisable to GPs in ‘accessible rural’ areas, which
are closer to urban centres. Much of the clinical work,
in particular acute and emergency care and community
hospital care, can be seen to fall into the descriptor of
‘expert medical generalist’ [2]. These features are
close to some of the descriptors of the ‘rural medical
generalist’ role being developed in Australia (24). It is
worth noting that response times for emergencies in
remote and rural areas by the Scottish Ambulance Ser-
vice are challenging; it is very likely that GPs are filling
this gap in some areas. More work is needed to ex-
plore this.

As 30% of Scotland’s population live in rural areas, the
provision of high-quality general practice is of para-
mount importance. A report to Scottish Government:
Undergraduate medical education in Scotland: ena-
bling more general practice based teaching suggests
that it is especially important that Universities and rural
Health Boards work collaboratively to increase remote
and rural placements for medical students[29].

The international review suggests that Scotland’s re-
mote and rural healthcare issues are very similar to
those in many other countries across the world. Con-
sideration of rural proofing, a pragmatic systematic
approach to ensure that the needs of rural populations
are considered in the planning and delivery of services
and contracts may be helpful [27,28]. Rural proofing
involves a four stage process: what are the direct or
indirect impacts of the proposed policy on rural areas?;
what is the scale of these impacts?; what actions can
you take to tailor your policy to work best in rural are-
as?; what effect has your policy had on rural areas and
how can it be further adapted?

This briefing paper also demonstrates the need for fur-
ther research on the day to day work of remote and
rural GPs. In particular, it would be valuable to address
the following three questions:

) This paper has focused on some distinctive clini-
cal features of remote and rural practice. More
work is needed on this. How much of the day to
day work of remote and rural GPs is similar, in
nature and breadth to that of GPs elsewhere in
Scotland and how much is specific to their geog-
raphy and context?

o What are the main differences in the roles and
responsibilities between GPs working in accessi-
ble rural, and remote rural areas of Scotland [9]?

. As the pharmacotherapy, immunisation, commu-
nity treatment and care services and other addi-
tional services are developed across Scotland,
what new models of care are most suitable for
accessible rural, and remote rural areas?

This briefing paper did not discuss in detail the evi-
dence for development and deployment of multidiscipli-
nary teams; other work has recently explored this area
[25,26]. These changes will have a major impact on the
way that many rural services are provided. However,
GP provision of services such as pre-hospital care for
emergencies, for 24-hour care, in community hospitals
and for additional services described above, is very
likely to be essential for quality of care for rural patients
in the future.

It is striking that in the brief survey of past Scottish initi-
atives set out above from 2000 to the present day, the
same issues and problems are often delineated, but
that implementation of lessons and solutions has gen-
erally been patchy. The evidence suggests that there is
now, at a time of great pressure in the NHS in Scot-
land, a need to consolidate these and put into place
sustainable change which supports education, innova-
tion and excellence in remote and rural healthcare.

The authors would like to express their thanks to the
GPs and rural fellows who supplied 500 words, to Dr
Gill Clarke, Rural Fellowship Coordinator with NHS
Education Scotland, and to Ms Mary-Jane Streeton
Senior Policy and Projects Officer, Australian College
of Rural and Remote Medicine.
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The international literature evidences a range of common themes in the challenges faced by rural
populations in developed and developing countries alike. These present an associated common set
of challenges for the primary care doctors and healthcare teams that serve them, and some
recurring themes in the identified approaches to addressing them.

Rural/Urban inequities

It is a well-documented global phenomenon applicable in both developed and developing
economies, that rural and remotely located populations have poorer access to health services and
poorer health status than their urban counterparts.t

The Internal Labour Organisation has identified a rural/urban divide in the equity of healthcare as a
consistent feature, existing in all regions and within all countries.? Although this document focused
more on the ‘extreme equity gap’ in developing countries it recognised that the disparity is also
apparent and consistent across developed economies. For example, in Australia health status
decreases with remoteness across all key indicators.?

The health status divide internationally appears to reflect differences in socio-economic
determinants as well as imbalances in access to services and resources, with shortages of doctors
and other health professionals being a challenge across all countries.*

Work stress and excessive workhours

One outcome of this disparity is the impact on the personal well-being of the rural doctors
themselves. An Australian national survey of doctors and medical students has found that rural
doctors are more likely than all other doctors to suffer from mental distress.®

Another consistent pattern related both to workforce shortages and shortfalls in relative
government spending on rural healthcare services is that rural primary care doctors work longer
hours than their urban counterparts.®789

Australian research has further found that the additional hours are largely explained by rural doctors
working in a range of workplaces additional to the general practice clinic, commonly including,
hospitals and community and aged care centres, as well as their common provision of afterhours
services. Some key issues arising from these practice patterns in the interests of practitioner well-
being and retention are that community centredness,%! practice variety, and opportunity to do
hospital practice are all associated with professional satisfaction for rural doctors while, the
afterhours work is generally associated with dissatisfaction particularly with practitioner families.!2



Decreasing primary care workforce

There is a growing trend among doctors in many developed countries away from careers in primary
medical care. This is of concern as these same doctors provide the vast bulk of rurally-based medical
care. In Australia, the primary care workforce is being outstripped five-fold by growth in the
secondary/tertiary care specialist and subspecialist workforce®3. Similar trends are evidenced in the
United States* and the United Kingdom.™

Wakerman and Humpbhries have reviewed a range of studies in the United States into the impacts of
the implementation of the Patient Protection and Affordable Care Act. They identified a range of
national impacts that are likely to have especially negative consequences for rural practice. They
point to the growing shortage of primary care physicians and identify key contributing factors. Of
concern is that many of these factors, including, the devaluing of individualised clinical judgement,
shrinking practice scope, and frustrations related to not being able to perform as generalists® are
the aspects of primary care especially valued by rural doctors'’. Additionally, they recognise the
disincentivising impact of the significant income gap between primary care physicians and all other
specialists.’®

Rural/urban healthcare spending gap

A recurring aspect of international health systems likely to contribute to the rural/urban healthcare
gap is the inequitable distribution of healthcare funding in favour of urban populations. This
disparity is well documented across many developing countries.’® It is also apparent in wealthier
countries.

In Australia for example, an analysis on the national government spend on healthcare by the
Australian Institute of Health and Welfare found a healthcare spending deficit of $2.1 billion on
Australians living in rural areas. That is, an additional $2.1 billion in healthcare funding to rural
people per year would be needed to attain their per capita spending parity with their urban
counterparts.

This underspend is expected to reflect the greater barriers to accessing healthcare services in rural
and remote areas. It is also likely to explain the much higher rate of preventable hospitalisations in
rural and remote areas relative to urban areas.? This inequity is likely to contribute to the well-
documented practice challenges for rural doctors of sicker patients and less support in terms of
other local health and medical specialist services.?

Viable rural practice models

The unsustainability of many current models for rural practice is another recurring theme in the
international literature.

Australian studies have defined a viable rural general practice as one that meets the specific medical
needs of the community and takes into account the professional, personal and economic needs of
the practitioners and their families. As well as the personal and workforce related issues, they also
point to the particular challenges of rural practice economics such as limited patient catchment and
generally low socioeconomic patient populations. Additionally, they point to the nuances of rural
models of care which often include after-hours servicing and emergency and procedural care that
create very particular business models and associated requirements.??



A study in New Zealand found that national policy adjustments to ensure appropriate payments to
primary general practitioners failed to adequately compensate the costs associated with delivering
personal medical care in rural communities. It concluded that targeted support for private, rural
general practices had considerable potential to address persisting rural health inequities.?

A major survey of Australian rural doctors identified seven major contributing factors to practice
viability: practice characteristics, income, personal circumstances, workforce, and community
characteristics, general practitioner activities and workload, and, professional support; and eight
main threats to viability, namely: workforce, financial, medico-legal, administration-political,
community characteristics, practice characteristics, personal circumstances, and family
circumstances. It concluded that to maintain rural practices’ viability and keep rural doctors in their
rural location, a multifaceted, systemic response is required.?

This study was supported by a more recent study from the United States which found that a rural
physician’s scope of practice and decisions to pursue or continue in practice were influenced by a
confluence of factors including the larger health system context, local community and personal
factors. °

Planning, training and systems for rural models of care

A recurring theme in the international literature is that government funding and workforce planning
do not reflect the nature and needs of rural contexts often leading to ineffectual policies and
resource misallocations.

One study has called for workforce planning to better reflect rural models of care which involve
collaborative practice by interprofessional teams rather than merely reflecting care delivered by the
highly specialised workforces that operate in cities.?® This is also reflected in the National Rural
Generalist Taskforce Report which supports development of a pipeline for training Rural Generalist
Medical practitioners who provide a broad and expanded scope of generalist practice, as a protected
title profession.?’ This is coupled with the work underway to develop a training pathway for Rural
Generalist allied health practitioners with similarly expanded scopes of practice appropriate for rural
and remote practice contexts.

Some of the common themes in the posited approaches to addressing the challenges facing rural
doctors that are contributing to chronic workforce shortages, relate to taking a systemic approach to
recognising, measuring and developing planning and policies which reflect the distinctions of
practice in rural and remote locations.

It has been widely noted that despite the commonality of problems across rural contexts, one-size-
fits-all policy approaches are unlikely to be effective and also that responses need multisectoral
commitment.?® Additionally, it has been noted that innovative, sustainable and localised models
were both feasible and desirable.?%3%

Wakerman and Humphreys’ study into sustainable models of rural primary care concluded that
solutions should be contextualised to rural practice realities and systemic - addressing interlinked
factors such as governance, leadership and management, adequate funding, infrastructure, service
linkages and workforce. They also noted that enacting these solutions would require adequate
national information systems.3!



In the Netherlands, to address persistent rural workforce shortages, the Dutch government has
implemented a system of health workforce planning and forecasting and ongoing adaptation of
training inflows in accordance with these. These efforts are supplemented with regional action
plans.3?

In a similar vein, a longitudinal evaluation of how a rural primary healthcare maintains its long-term
sustainability has highlighted the key importance of ongoing monitoring of sentinel service
indicators; being attentive to changes that impact on sustainability; maintaining community
involvement; and succession planning.

In Canada the associations of doctors dedicated to family medicine and rural medicine have
compiled their Rural Roadmap, a joint action framework which identifies and puts forward solutions
for addressing the key issues facing rural doctors. These focus on rurally-targeted selection,
recruitment and training, and on supporting rurally-appropriate models of care.?*
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