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For many people life as a rural GP conjures up images of an idyllic lifestyle with wonderful countryside and a slower pace of life. Certainly the opportunity to fulfil outdoor pursuits in a wonderful environment is a major attraction to many GPs that choose to work in rural communities but there is a flip side, particularly for those who work in areas that are both rural and remote.  Under traditional models of service provision the extent of primary care services tends to reflect the list size of the community served. Most rural communities are by nature small. They are usually served by a small group practice in England and Wales. In Scotland a significant proportion are served by single handed practices and the smallest of communities may have the majority of their primary care needs delivered by a resident nurse practitioner as opposed to no local service at all. In Scotland the debate continues whether certain Island populations can justify having a resident GP rather than a nurse practitioner.  Economic rather than clinical factors are likely to rank high in the minds of Health Board officials in determining such decisions. Out of hours care and locum cover for holidays and sickness have historically posed the biggest problem for remote and rural practice. Although the new contract has transformed the lives of those GPs who have been able to relinquish responsibility for out of hours cover for their patients there are still many single handed practices in Scotland that do not have a realistic option to do so.  Holiday and sickness locum cover remain a thorny issue let alone the lack of opportunity to attend distant educational and peer group meetings. The remote and rural health professional is all too often isolated professionally and socially to compound the geographical isolation.
In small communities it is often difficult to obtain the services of a fully resourced primary health care team. This leads to innovation with a wider skill base and health professional skill mix. Centralised organisations tend to focus outreach services on bigger more accessible practices, and very often ignore smaller practices. A Primary Care Federation might be able to join several remote practices (even if geographically separated) in order to share ideas about how to develop an appropriate skill base and skill mix as well as advocating for better services from outreach clinics. There is evidence that tertiary services in particular can fail to deliver for rural patients

The distinction between what is primary and secondary care is often different in rural and remote areas. The GPs responsibilities often start the moment the patient becomes seriously ill, and many have taken on a first responder role. The reason for this is poor ambulance provision, and many communities have an expectation that GPs will fulfil this role both in and out of hours. Very often patients will refuse to go into hospital, or will decide with the agreement of the GP that having care at home close to family, friends and community outweighs the clinical benefits of a lonely distant hospital stay. These are complex decisions which are clinically and emotionally challenging for the general practitioner. There is good evidence that more rural patients die at home than urban patients, with associated increased workload. Many rural GPs developed skills that allow patients to avoid travelling, such as delivering intravenous therapy (e.g. bisphosphonate therapy) or minor surgical procedures. Finally a significant number provide services to community hospitals for A&E or medical admissions as well as rehabilitation and palliative care. These additional duties are often poorly understood by urban GP's or academics, and there is a lack of peer support which might more easily be developed through a Primary Care Federation. Such a grouping of like minded health professionals need not necessarily be geographically defined, but rather be an association of people with similar problems and interests.

From a patient perspective it seems reasonable to accept the need to fund the diseconomies of scale of health care provision for such communities unless we are prepared to countenance the extinction of these rural communities. Most rural practices do not have the option to expand their list in order to gain resources. It is hard to see how rural practice under the traditional model of Primary Care can compete in this new world where market forces predominate. Each nation must recognise the economic gains dependent on the survival of these communities from the rural tourist trade through agriculture and the contribution to wider society. There is a distinct danger that rural patients become increasingly disadvantaged while our urban populations gain ever increasing access to a wider range of Primary Care services under health polices that favour large practices where the money follows the patient. The Scottish parliament and the Welsh Assembly have rejected privatisation in the health service but it is hard to see, if they remain within the United Kingdom, that they can remain immune to market forces in the long term. 

On the other hand rural practices continue to uphold the traditional values of general practice particularly that of continuity of care from a GP who knows and understands all his/her patients and the problems they face. The big challenge facing rural primary care today is how to retain the benefits of the traditional rural practice model and yet survive to both improve access to services and provide more services for rural patients. 

Primary Care Federations (PCFs) might provide a way forward for many rural practices. The RCGP consultation paper describes a variety of ways in which practices in a given area can group together with the objective of delivering improved services for their respective patients that economically would not be viable for individual constituent practices to provide themselves. A federation of rural practices can allow each constituent practice to retain its individual identity and traditional ways of working but, by co-operating with each other gain increased commissioning powers in England and at least increased negotiating strength say in Scotland and Wales with the Health Board regarding the breadth of service provision. Examples of areas where improvements to patient services and to GP’s lives might be gained via PCFs are:

· Out of hours services where there are still problems

· Holiday and sickness cover

· Gaining GP quest cover enabling combined practice education/training events

· Improving minor injury services

· Improving and extending minor surgery provision

· Improving access to investigations eg mobile MRI scans

· Improving transport for test samples to improve result turnover

· Desk top analysers at a designated site

· Improving access to Physiotherapy, chiropody services

· Providing counselling services or extending existing service 

· Drug, alcohol support services

· Outreach specialist consultant clinics, GP specialist clinics, nurse specialist clinics

· Potential for improvements in practice management with shared expertise

· Increased purchasing power for practice requisites

· Increased potential in Practice Based Commissioning (where national governing bodies advocate PCB) 

Small practices may not have premises suited to the requirements to provide some of the suggested services but as a Federation the combined patient population may well justify funding provision for extension/modernisation of one or more of the constituent practice premises on the basis of shared access.

The consensus view from rural GP feed back is that PCFs should not become compulsory nor should there be a prescribed model and that practices should be allowed to develop PCFs in accordance with local needs and circumstances. Geography may well have a significant bearing on the way PCFs develop in rural areas and the scope for service development will vary accordingly. Copied below are extracts of comments from some rural GPs who responded to the RPSG request for comment of the RCGP PCF paper.

Hi  - my thoughts on Federating locally here in West Northumberland have been developing slowly and organically from the locality based work in the  PCG and PBC group.

I think our best bet is to stay with clinical outcomes and focus on improving services to patients 'as a group'. This could spin off in a number of ways but the most obvious one is for us to identify provider functions that we can offer as a group to improve care and earn income. Some examples- home care provision in terminal care, a rapid response home care service, referrals management, GP with special interest (inter-practice referrals), and even taking back OOH from the local commercial provider. We are in very early stages of discussing this, and are investigating the social enterprise model to support the provider function.

Our attempt to come up with ideas for working more closely to provide back office functions has been met with tremendous hostility and defensiveness.... probably an overdramatic description of what is inevitable resistance to change. Our naivety was demonstrated when we (PBC EXEC) asked our practice managers to research the potential to share HR and pay role functions, and were told firmly that they were not prepared to look at this as it was a threat to their jobs! The constitutional stuff is an unknown - we are waiting for the RCGP to come up with more firm recommendations, but the Social Enterprise model does look attractive. 

Single handers and small rural practices almost by definition are keen to maintain autonomy, individuality and our patients love this of course. I guess we are hoping to maintain these characteristics while forming loose federations that will allow us to compete and survive in the current climate. The main driver at present will be falling income and a real sense of concern about the threat to viability given current PCT policies.  

we have given that up for the present!

Any thoughts, help, information that would be relevant would be gratefully received. 

LEsley Duke Bellingham
The concept is good both as a response to Darzism and as a way of working more effectively. It is definitely not the sort of thing that can be imposed from above, but may emerge from particular local situations with encouragement. In rural areas it is particularly geography-dependant and would be very different from an urban federation, but still might have potential for pooling clinical and admin functions while still retaining control in the practices. You never know, it might even encourage the other community services to work with us.
 

I can think of ways in which the idea could work in Orkney, but it is really too context-dependant to use these as a 'model' for other areas. Does anybody else have a model that could be transferable, or ideas about the process of moving in this direction?

 

For R&R areas

Opportunities:

Better for patients, potentially

Wider teamwork with its associated benefits

 

Threats:

Potential for eroding local generalism

Imposition of ineffective/inefficient change

Undermining status quo

 

Any introduction of the idea would need to be an organic development of the present service, with the agreement of relevant stakeholders. But it could work.

 

Paul Kettle 
Orkney
If you think of a chart with 3 overlapping circles, we and only one other practice are in the small triangle where all three overlap.
We could PCF with practices in any of the 3 circles, but much of their ‘business’ would relate to stuff outside the little area we are in, or would be specific to a DGH or community services other than the one to which we mostly attach. I dread having to become involved in 3 PCFs with 3 lots of meetings, being such a small practice, as we would be in any a tiny voice and we don’t have manpower to contribute to that many organizations.
We already cooperate a considerable amount with the  other practice in our ‘little triangle’ : only 1 practice is on duty Thursday afternoons, we cross-cover inpatients in the community hospital, we keep each other informed of LHB things, like PCDTC meetings, educational meetings, and we sell each other flu jabs occasionally. We do not yet share in drug ordering, but it might be worthwhile investigating.  A federation could allow us bulk discounts on drugs and services. It might give us a stronger voice towards helping local DGHs improve patient services. It certainly should help disseminate information about how practices tackle problems and best solutions.
There are several practice management functions that could be handled for the group, which would definitely not threaten their jobs. This would include purchasing, and , yes, HR. There are some skills that single practices can not afford to but in at all on their own, which they could benefit from if they could gang up to afford it. Practice managers relieved of some minor time-consuming administrative functions that currently over-work them, could beneficially use that ‘freed-up time’ to expand the role of proper managing (as opposed to minor clerical work) and get a better overview of how the business’ health and efficiency could be improved. 
GPs I think in general are able to fund only a limited amount of PM time, which is probably in most cases insufficient. I think they would welcome PMs losing some of their duties so they could spend more time on the important matters. If this led to an improvement in practice income, which GPs would begrudge the PM the time spent achieving it?
David Church, Machynlleth.


I think what we are doing already in this part of North Devon is much along the lines of a federation.

I have been single-handed for some years along with 2 other colleagues about 5 & 10 miles away. We joined together as a PMS pilot a few years ago with financial help from the PCT towards a doctor to work between the practices & cover for annual & study leave. This worked for a while but difficulty finding one or even 2 doctors to do this has meant that we each employ our own additional help separately. However we continue to meet most weeks to discuss clinical & management issues & cover for each other for marginal times & emergencies. We have a cooperative approach to things like protocols & from time to time will make cross referrals to each other at our own or our patient's request. We have yet to go down the route of having one practice manager, I think we are too stubbornly independent for that, but it is likely to be a model for the future as we reach retirement.

I hope this helps.

Best wishes

Stephen Miller  Devon
Moving forward
Many rural practices already embrace the concept of cross-practice co-operation and see this as an opportunity for more effective working.  Unfortunately, geographical isolation can work against this. Primary Care Federations in various forms may well be the answer to many rural practices development needs, although some smaller practices may favour less formal arrangements perhaps allowing more flexibility and less bureaucracy. Given that rural practices are generally small organisations with needs that reflect the needs of small often isolated communities, such alignment may not necessarily be with a neighbouring practice, but perhaps with a practice more distant with similar clinical commitments. Therefore some federations may well not be geographically connected, rather associated by electronic communication methods such as e-mail, videoconferencing and web sites. Several years ago the solutions report in Scotland suggested the twinning of practices, and this could even be an association between urban and rural practices with a cross-fertilisation of ideas and cultures and could involve the exchange or rotation of workforce members. 
Feedback to date shows that there is sufficient level of interest among rural GPs to at least explore the possibilities of what Primary Care Federations could do to improve services for patients in the Primary care setting.  As the RPSG commented in its response to the College consultation.... ‘The concept may allow traditional General Practice to survive in an age when private corporate enterprise is looking to get a hold on primary Care.’ 
This could be one of the early priorities for a non geographical rural faculty should the College agree to pilot this. An opening move could be for the rural faculty to set up workshops across the UK to facilitate the setting up of PCFs in rural settings and provide a means sharing and developing ideas.

� http://www.rrh.org.au/articles/subviewnew.asp?ArticleID=1003
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