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ABSTRACT

The drive to increase recognition of the different health care needs of rural communities has been more successful in North
America and Australia than in Europe. This success has translated into political support for a range of education, workforce and
service model initiatives that appear to be effective in providing a better prepared and supported healthcare workforce in rural
communities, providing services through specifically developed delivery models, all with the aim of improving the quality of
health care for rural people. The reasons for the differences between Europe and nations with greater success appear to relate to:
the absence of a clear, shared definition of rurality across a very diverse group of nations within Europe, and a weaker coalition of
interests advocating rural health issues. As a result, although very similar rural health issues are present in Europe, governments are
not particularly supportive of initiatives aimed specifically at rural health and so rural medical education is much less well
developed. This article explores how the rural health movement in Europe might build on success elsewhere to develop and
successfully promote localy relevant models of rural medical education.
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Background

The international rural medical education movement has
gathered strength over the last 20 years to become a broadly
based coalition of interests that shares experiences and
expertise in the delivery of medical education for rural
practice. The strength of the movement lies in North
America and Australia, where rural communities are
recognised as having specific healthcare needs, and
initiatives have been introduced to improve rural health
status. It is also where much of the initiative has been found
for doing things differently, including developing rural
medical education, either through broad national approaches
or through the development of medical schools that focus on
rural health. However, in Europe the need for a different
approach in rural health is less well recognised, and therefore
rural medical education is less well developed. This article
explores the relevance to Europe of developments elsewhere,
aiming to translate and contextualise key messages into

information that is relevant to Europe.

Common themes in rural health

At the heart of the rural health education agenda is that rural
people have different healthcare needs and reduced access to
services'. By most definitions, rural people live in smaller
communities some distance from major population centres.
The local economies are more dependent on primary
production, such as farming and mining. These industries are
often associated with substantial economic transition, due to
globalisation of food production and mineral processing.
Rural populations tend to have different disease profiles to
those of urban populations; in Australia this includes higher
rates of heart disease, mental health problems, accidents,
suicide and several other major diseases’. Populations and
workloads in rural tourist destinations can fluctuate with the
temporary addition of visitors. The healthcare access
behaviour of rural people, particularly males, is affected by

cultural and social values, such that they tend to present with

more advanced disease’. Many young rural people move to
larger centres to improve education and employment options,
leaving an ageing population. All of these factors contribute

to a sense of isolation and difference in rural communities.

Rural health professionals face additional isolation issues.
Isolation from professional support requires a broader scope
of practice, more training and stronger support networks®.
Their partners face reduced local education and employment
opportunities. If they are not from the local community, they
may also be isolated from family and friends; it may take
years to become accepted as ‘part’ of rural communities. The
combination of different practice, training and support
requirements has resulted in problems with both recruitment
and retention of rural health professionals™®. The rural health
and education themes that are shared by many countries are
listed (Fig 1).

e Rural health status lower

e More accidents (rural industry)

e  Greater reluctance to seek help

e  Greater sense of community

e Rural economic reform

e Less access to higher education

e Less access to professional support
e  Rural health workforce problems

Figure 1: Common international themes in rural medical
education

Developments in North America and
Australia

These are nations that combine longstanding Indigenous
cultures with more recent European immigrant populations,
secondary and tertiary industry, and European-style political
concepts and structures. There are population groups, often

comprising Indigenous peoples, that have markedly worse
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health status than other citizens. Distances can be vast and
population density low, in comparison with Europe, from
which the basics of healthcare systems may have been
imported. In the more successful and wealthier of these new
nations, rural communities expect equal access to healthcare
services compared with urban communities. The health
status of their rural populations appears to be better than in
developing nations, but still worse than that of their own

urban populations.

Much of the success in North America and Australia has
come from two features that are less obvious elsewhere. The
first is that there is an expanding research evidence base that
supports the development of policy change and initiatives to
address identified problems. The second is that there are well
organised groups that have found the ear of government and
achieved policy changes that resulted in funded initiatives to
address shared concerns. As an example, in Australia there is
both a strong coalition of rural interests in the National Rural
Health Alliance and strong rural doctor associations’*.
Largely due to their effort, there has been a wide range of
incentives for students and professionals to work in rural
communities’, and the establishment of rural professional

. . . . 10,11
organisations and rural-oriented medical schools .

The situation in Europe

Although European countries illustrate similar rural health
education themes, there is considerable diversity amongst
them in the degree to which rural health is considered as
important. The UK represents one extreme in the spectrum,
as a relatively compact and wealthy nation that provides
comprehensive health care to its citizens. Distances are
usually small and poor access to health care is often regarded
as being due to factors other than distance and rurality.
Whereas rural populations in North America and Australia
have higher rates of almost every health problem and worse
healthcare outcomes than urban people, health research in
England suggests that rural people have slightly better
mental health and no significant difference in overall

mortality from ischemic heart disease (except in remote

12-15
. In

communities), renal dialysis or breast cancer
Scotland, rural people are happier than urban people with
their health care services, despite having high expectations
of a quality service'®. While some research has produced
different results'’, the only major health statistics in common
with the rural Australia are an increase in road traffic
accident mortality and suicide among rural males'™". Rural
residence is frequently regarded as being synonymous with

healthier and wealthier lifestyles.

However, in almost all UK research about rural-urban health
inequalities, comment is made about a confounding variable
that appears to dominate any data analysis: deprivation. In
the UK, deprivation is seen as predominantly an inner urban
phenomenon, as poor, unhealthy people congregate in
communities that have endured post-industrial collapse.
These people live closer to health services, and so have no
genuine geographical access problems, but have higher rates
of most indicators of disadvantage than people in outer urban
and surrounding rural communities'’. Hence the unit of

measurement in rural-urban research may be misleading.

Elsewhere in Europe the situation is more mixed. The more
established and wealthier nations appear to be more like
England, although Norway and Scotland have genuine
remoteness based on distance and climatic conditions. In
some of the ‘newer’ European Economic Association (EEA)
nations, national economies are less robust and rural areas
are the main focus of deprivation. The word ‘rural’ is
sometimes even regarded as a denigrating term, associated

with poverty and peasantry.

However no European nation, except perhaps Norway,
appears to recognise rural health workforce education as a
priority. Many medical schools do not have academic
primary care or general practice departments or academic
staff, and relatively few require clinical placements in rural
communities, although these are increasing in frequency and
popularity with students (verbal comment, anonymous,
EURIPA section, WONCA Europe Conference 2006).
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Issues to be resolved

Many European rural doctors are frustrated by the lack of
progress made in furthering the rural health education
agenda. However, in comparison with North America and
Australia, there are some key differences, and these need to
be explored as part of making progress. Developing and
collating an evidence base is important if a strong argument
is to be made for change. The issues that require resolution
are listed (Fig 2).

e Is an agreed definition of rural, regional
and remote possible?

e Can deprivation be re-defined as an urban
and rural issue?

e What are the likely workforce impacts of
changing work patterns of new graduates
and the global market?

e Is there local evidence for rural health
education strategies?

e Is the strong rural professional and

community leadership?

Figure 2: Issues to be resolved to further European

agenda

Defining rural, regional and remote

Agreeing on a definition of ‘rural’ is difficult within a single
country, let alone across a collection of countries. A key
problem is that rurality is probably defined more by how
larger cities are described than on firm criteria. The rational
approach relies on categorisation of data, often collected for
other purposes, such as local government boundaries,
population numbers and density, distance from services, and
industrial activity. However, these data are used and
combined differently, so there is no easy way of comparing

measures of rurality across Europe.

The second approach relies on the perception of individuals
and communities: do they identify as being rural? In an
increasingly urban world, much of the way we see
communities relates to relative position from large cities into
which essential services are centralised. In several European
countries there is a large, central city, containing the centre
of government, politics, finance, commerce, major
educational institutions and major health care facilities.
Transport systems are designed to move people rapidly
between the dominant cities and outer centres. Modern high-
speed mass transit systems bring communities up to 160 km
within commuting distance; twice the Australian rural health
access benchmark of 1 hour travel time (80 km) from
services’. For these commuters, access to services during
work time is the same as for urban people. They are in their
home communities only overnight, and have little connection

with the local people and services.

This urbanisation of rural communities leads to the
perception that rural residents are no different from urban
people. But this is almost certainly not correct. Not all rural
people are commuters. There remain substantial populations
of young and old people, local business people and farmers
who are in rural communities all day. Even the commuters
are there when not at work. What is clear is that the old
notions of rural and urban are no longer uniformly relevant.
There is an urgent need for a clear, current and measurable
set of European definitions to facilitate more rational,
informed and perhaps persuasive debate with professional

groups and politicians.

Further, the definition of rural medical practice needs to be
reconsidered. In Australia it does not include only primary
care and general practice®. Narrower specialists in regional
centres may face similar issues of professional isolation from
colleagues in major centres. Taking a more inclusive
approach would increase the support for rural-regional
medical education, which can be about developing an entire
workforce for regional areas. The situation in Europe may be

similar.
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Deprivation

In much of Europe, deprivation is regarded as an inner city
issue. However, deprivation knows no geographical
boundaries, and should be tackled everywhere. There is also
substantial rural deprivation, even if it is sometimes less
obvious'”?'. The recent immigration of substantial
populations of political and economic refugees from Asia
and Africa has introduced new, isolated and often unwell
population groups into many rural communities. The most
useful strategy would be to work with researchers and policy
makers to see that the powerful deprivation debate includes

urban and rural communities.

Impact of a changing workforce context

The medical workforce is becoming part of a global health
economy, with an international shortage of medical
graduates and increased movement across national
boundaries for education, economic and political reasons.
Despite agreements about the ethical position®, the net
migration appears to be in favour of wealthier nations.
Further, the barriers posed by EEA regulations to external
medical immigration may be increasing the movement of
doctors from Eastern to Western Europe. Expanding medical
education may simply provide more emigrant doctors, but
also has the potential to preferentially select and retain local
graduates through rural medical education. The latter is a

more persuasive political argument.
Evidence of successful educational strategies

Successful rural medical education elsewhere has been built
with the assistance of a research evidence base that indicates
the educational and workforce benefits of expanding rural
medical education. There is evidence, at least in North

. . 2326
America, Australia and Japan

, to support: preferential
selection of rural background students; providing positive
rural placements; facilitating student connection with rural
communities; and providing students with successful rural
professional role models. New rural-oriented medical

11,27,28
d s 1y

schools have been establishe , combining several

layers of strategies to develop a clear, coherent and
evidence-based approach to rural medical education that
attempts to maximise the effect of the initiatives. However,
apart from the pioneering work in northern Norway’, there

is little evidence of success of any such strategies in Europe.

The characteristics of successful rural medical education are
listed (Fig 3)’°. These should to be applied such that all
strategies reflect immersion in community partnership and
the mission of the school, as depicted (Fig4). The whole
package may currently be beyond the short-term reach of
European rural health movement, but it may be unnecessary
to establish stand-alone rural medical schools. If more
mainstream medical schools could be encouraged to expand
rural medical education, then there will be benefits. As
examples, the WWAMI program in north-western USA
shows how a traditional urban medical school can be a world
leader at rural medical education®’. Further, the Australian
strategy of making all medical schools introduce rural
medical education appears to be having a positive effect,
although it is too early for longer-term outcome data. The
driver for European rural medical education development
may be the expansion of medical education, as urban health
facilities are struggling to cope with increased student
numbers. This is an opportunity for rural medicine to offer
clinical teaching capacity in return for greater curriculum

involvement.

e  C(Clear relevant mission

e  Strong community partnership

e Structures that best deliver the desired
outcome

e Student profile matches mission

e Strong student support

e Learning experience matches mission

e Role models that reflect mission success

e  Continuing support/ mentoring

e  Graduate profile matches mission

Figure 3: Characteristics of successful regional/rural
medical education™.
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Community partnership

Mission

Student profile

Learning experience

Graduate profile

Role models

Figure 4: Congruence between strategies

Rural professional and community leadership

At this stage there does not seem to be the broad coalition of
professional, community and political interests found in
Australia and North America. The rural medicine movement
is primary-care based and regarded as a small part of much
larger professional organisations. Primary care organisations

in some European countries have rural practice interest

groups, and EURIPA is the most active pan-Europe rural
practice advocacy group’>. However, it is unclear just how
influential these organisations are within either the
profession or the broader community. Enhancing this
influence is not easy, but may follow more easily if there are

clearer definitions and an evidence base.
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Conclusion

The impetus for rural-regional medical education
development, and much of the success, has taken place
outside of Europe, based on a combination of evidence about
rural health status, evidence supporting educational
intervention, strong rural professional and community
leadership, and governments that have listened to the
resulting powerful argument. There is a clear case for the
development of academic rural medicine within Europe, to
act as a vehicle for the intellectual debates about definitions
and roles, and for gathering the educational research
necessary evidence to support initiatives that can make a
difference to health care and workforce problems. As
happened elsewhere, the best strategy may be to start with
carefully designed initiatives in several European nations,
gradually gathering momentum based on evidence and

success.
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