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NORTH OF SCOTLAND

PLANNING GROUP

Building A Health Service Fit for the Future: A National Framework for Service Change in the NHS in Scotland

This paper contends that the sustainability of rural healthcare is crucial to rural communities and rural economies. It is the responsibility of government and all public agencies within Scotland to ensure that public policy supports distinctive solutions for rural communities, through resource prioritisation and support of  the sustainability agenda.

NHS Scotland has developed a vision for healthcare in Scotland, described in the recently published “Building A Health Service Fit for the Future:  A National Framework for Service Change for the NHS in Scotland” (NFSC), which articulates the vision for healthcare for the next twenty years, and for the first time recognises that sustainability of the health system in Scotland inevitably means sustainability of rural services and provides the policy context for the retention, and indeed the extension, of services in remote and rural areas.

It is the purpose of this paper to summarise the main provisions of the framework (NFSC) and to consider these in the wider context of remote and rural Scotland. It also presents the work undertaken by the North of Scotland Planning Group and seeks endorsement of the convention to the approach proposed.
National Framework for Service Change in the NHS in Scotland

The Framework, developed by an expert group established by the Minister for Health and Community Care, is perhaps the first NHS policy document for Scotland, which explicitly considers how, in Scotland, we can provide safe and sustainable services that will support rural communities. In the past, the dominant model of healthcare thinking in Scotland has been distinctly urban based, with assumptions made and systems applied to remote and rural care, on clinical safety, training, education and workforce planning, which do not relate to the needs of local communities, the working environment, the roles which staff undertake, or indeed may have little evidential base.

The key messages from the framework are that we need to provide, in partnership with patients, local communities and with public and independent sector providers, preventative and anticipatory care, and to view the NHS as a service delivered predominately in local communities rather than in hospitals.  We also need to ensure sustainable and safe local services but to recognise that specialisation may be required . 

This report comes at a time where the drivers for change in Scotland are similar to those experienced across the western world, including an ageing population and workforce; changing patterns of health and mortality, with an increase in the prevalence of chronic conditions; technological change, which makes new methods of delivery possible; and changing skills, composition and availability of the workforce to deliver healthcare requirements. These drivers for change are exacerbated in remote and rural areas, and often require different solutions to those suitable for urban environments.

The focus of the NHS during the late 20th century was episodic care for acute conditions, with increasing multiple emergency admissions for the elderly, which often led to lengthy inpatient stays and the breakdown of community care packages. The NFSC recognises that this has not necessarily been a ‘direct reflection of increased morbidity or ill health…’ but a reflection of the way we have organised the system. The challenge for the 21st century is the increasing prevalence of chronic disease, as the population ages, with:

“Effective prevention and management of chronic conditions requires an evolution in healthcare away from the model that is focussed on systems towards a co-ordinated, comprehensive system of on-going care” (NFSC, p23) 

Health can’t do this alone. It will take co-ordinated and integrated action between all public sector agencies, the voluntary sector and local communities, to achieve this seismic shift in the way care is organised.

The Framework covers  all aspects of care, and makes recommendations for: shifting the balance of care – particularly for care of older people, for those living with long term conditions and for care in local settings; accessing the right level of unscheduled care as locally as possible; quicker access to planned care and diagnostics; new ways to deliver rural health care; delivering services for children; and delivering care designed to deliver best outcomes, concentrating on the evidential base for such decisions and how highly specialised care can be delivered. The Report also considers the significant role that self-care, volunteers and the voluntary sector play and will continue to play in healthcare delivery; and how we should further our efforts to to tackle inequalities in health. The Report concludes that a more integrated system of delivery is required within NHS Scotland, with better collaboration, integration and coherence between the different levels within the system, and partnership across public sector agencies if a sustainable model of care is to be found.

The full Report can be accessed on the National Framework website at www.show.scot.nhs.uk/nationalframework . This paper concentrates on the proposals for delivery of care in remote and rural areas and considers some of the implications for future service delivery.

Health in Rural Communities

“One fifth of the Scottish population lives in a rural area (Scottish Executive 2004). Of these, a significant number live in very remote areas that require healthcare arrangements suited to times of enforced self reliance due principally to weather and transport difficulties.”  Vol.2 p161 NFSC

Rural Scotland is however categorised by population sparsity, older populations, hidden levels of deprivation and thus unmet need and poor transport infrastructure; all of which have implications for sustainability of services and the design of services. Perhaps the biggest determinant of sustainable healthcare delivery is an available, trained and competent workforce to deliver care in the remote and rural environment.

Health in rural communities is not, however confined to the need to deliver healthcare. The provision of healthcare is inextricably linked to both the economic and social sustainability of the community. Work undertaken by the World Health organisation (2005)
 suggests that improvement of population health is a key resource in social and economic development, and conversely that poor or inequitable economic and social investment leads to poorer health and inequalities in health.

Kerr recognises that one of the biggest challenges to be tackled by NHS Scotland is the gap between those in affluent and those in deprived communities and recommends that new investment should be targeted to ‘allow people from deprived communities to have enhanced access to a range of health interventions’ (p88).’ 

Deprivation in rural areas can be difficult to define
, where ‘much rural deprivation is highly dispersed, and can ‘be hidden’
, although there may also be small pockets of post-industrialised deprivation. Measures of deprivation used in urban areas are not always useful in rural areas and if these are not adjusted for rurality can provide a skewed picture of the actual level of deprivation and therefore need in those communities. Measures such as the Scottish Index of Multiple Deprivation (SIMD), whilst an improvement on earlier measures, depends on concentrations of population and concentrations of multiply deprived people; which may not be relevant in a remote and rural environment, where communities are not as homogeneous as they are in urban Scotland, and deprivation is more likely to be scattered, separated by large distances or difficult access, and thus present significant challenges to delivery of and access to healthcare. In addition, funding decisions made on the basis of these urban-based indices may lead to inequity in the level of funding allocated to remote and rural areas if considered from the perspective of deprived families or households rather than deprived areas.

Funding within the NHS is currently allocated on the basis of weighted capitation, commonly known as Arbuthnott. This is a measure for calculation of resource allocation based on four measures: health board population, the age-sex profile, the morbidity and life circumstances of that population and the unavoidable excess costs of delivering health services in remote and rural areas. This measure is currently being reviewed and whilst it will take deprivation and rurality into account there are concerns that the needs of urban deprivation will outweigh the needs of rural communities. Planning and funding of preventative and anticipatory care needs to reflect the realities of rural deprivation. 

A focus on preventative and anticipatory care will demand strengthened partnerships with individual patients and with the wider community and community planning partners and will build upon the collaboration and service integration already in place.

Healthcare in Rural Communities

The Rural Access Action Team, established by the Expert Group, concluded that in order to address the healthcare issues facing remote and rural communities, it was first important to define rurality and remoteness in a way that is relevant to healthcare provision and to the development and maintenance of the rural health workforce. In reviewing available measures of rurality, it became apparent that this was complex and often required a composite range of measures to be used, to accurately reflect circumstances. 

Drawing on recently published work from the Centre for Rural Health, by Swan et al (2004)
, the action team recommended their index of ‘Clinical Peripherality’, which reflected 

“the characteristics of rural and remote general practices and the populations and communities that they serve, including access to secondary care…and ... centres of decision making and professional education and support.” Vol.2, p 161

Through application of the index a scale of clinical peripherality was developed for Scotland, which demonstrated the scale of remote and rural practice across all areas of Scotland. Whilst the Framework has a dedicated section for rural healthcare, the needs of rural populations are integral to every section of the Framework.  (See Figure 1) below:

Figure 1
Clinical Peripherality Scores for individual non-urban Practices
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The significance of the clinical peripherality index in health planning is the inevitable degree of insularity, of both island and mainland rural communities, and has particular relevance to planning of transport, retrieval services and the configuration of acute receiving facilities. The degree of insularity, leads to the need for a certain degree of self-reliance, which determines the range of services and therefore the skills and competencies required in a remote and rural community, which may be broader than those in an urban area.

New Ways To Deliver Rural Healthcare

To meet the needs of remote and rural communities therefore, the action team identified six areas for action:

· Retaining and expanding services provided locally;

· Delivering integrated health care across traditional boundaries, linking locally expanded services and specialist centres, including through tele-links, mobile diagnostics and improved networking;

· Ensuring access to appropriate out of hours care, including rapid retrieval arrangements;

· Defining the role of community and rural general hospitals;

· Developing a skilled and competent workforce for the remote and rural environment; and

· Ensuring an integrated approach to transport.

Maximising Local Access 

Maximising local access is not only about access to health or to social care and partnerships between agencies, but also includes fostering community resilience to anticipate needs, to support those at risk to remain within their own communities or to have the capacity to respond in the first instance. 

Extending primary Care

Enhancement and extension of rural healthcare is at the heart of maximising local access to services, including extended roles for the rural healthcare team. This includes extended roles for GPs, managing the early stages of severe sudden illness and trauma; or through development of special interests. Extending roles for nurses – developing the WHO concept of the Family Health Nurse, a skilled generalist in primary care, supported by Specialist and/or Consultant Nurses or Allied Health professionals (AHPs) to compliment local or isolated practitioners.  Specialist and Consultant Nurses and AHPs will also have direct clinical roles in the management of first contact care, onward referral, management of long-term conditions, rehabilitation and public health and health promotion. Robust arrangements for competency definition and assessment, protocols for care, clinical supervision and ongoing education and development will be necessary to support these extended roles for each of the professions within the multi-disciplinary team.

Community Hospitals

Scotland has a network of community hospitals providing a variety of services within local communities. This will be a key resource in the extension of primary care and should be integrated within the wider health and social care system to facilitate and enhance access to services, acting as a community resource to support the wider primary care team. The community hospital may develop as a local hub for the multi-disciplinary/multi-agency teams and could develop improved diagnostic or near patient testing, utilising modern communication technology, to support local access but remote reporting.

The community Hospital could also act as a local hub to link access to health services, social services and housing. A current example of this approach may be the project in Iona and Mull to develop a Progressive Care centre.

Access to Urgent and unscheduled care

In every community, the main concern, when there are proposed changes to health services, are the implications for illness that occurs out of hours and how this will be dealt with. GPs have traditionally bridged the time and care gap however, since the introduction of new contract arrangements, there is no requirement for GPs to provide out of hours care, although in many remote and rural communities, they continue to do so, for now. 

Evidence collected during the development of the Framework suggests that only 5% of current out of hour’s activity would be categorised as a genuine emergency and that an integrated system of care management is required for a  ‘resilient rural community’, including:

· Immediate telephone access to emergency triage and dispatch organisation;

· A system of first responders;

· Professional emergency response graded to need and with the appropriate skills and competencies;

· Access to Diagnostic facilities to define condition and stabilise the patient;

· Appropriate access to necessary transport systems, including road and air transport. Air transport may include fixed wing aircraft and helicopters and the Report proposes a review of the recent pilot by NHS Argyll & Clyde and NHS Greater Glasgow of a Helicopter Emergency Medical Service.

The group recognised however, that a sustainable solution for out of hours care must be developed collaboratively between territorial Boards, the ambulance service and NHS 24, Scotland’s out of hours emergency care service and proposed that this be developed on a regional level (i.e. at a level above an individual NHS Board). This will be challenging for Boards, who have local arrangements in place for out of hours care and may question the value/appropriateness of a regional approach.

In addition to the unique health solutions, there may be multi-agency solutions to support the vulnerable in the most appropriate setting, which may not be a health resource. Work will be needed within local Community Health Partnerships (CHPs) to define local solutions which address local need.

Rural General Hospitals
The action team recommended that NHS Scotland should recognise the importance of a new category of hospital in extending the local provision of rural healthcare. The Rural General Hospital (RGH) is defined as:

“A hospital sited in an area distant from urban conurbations which because of compromised patient travel times provides a locally based consultant led service to meet the healthcare needs of a population.” Vol.2, p173
The RGH is seen as providing emergency medical care, including triage, diagnosis, resuscitation and stabilisation on a ‘treat where necessary’ basis; locally based routine elective care and care for long-term conditions. Collaboration, with larger centres and with each other is identified as key to sustainability of the model. Whilst the RGH will provide a core range of medical and surgical services locally, it is equally important to define what an RGH will not do.  The RGH will provide an immediate resuscitation service for those requiring transfer, especially with trauma, but will also require a range of planned services if the facility is to maintain local access and staff skills.

The North of Scotland Planning Group, where the majority of such hospitals are situated, has been asked to facilitate the development of the menu of services and networks between the RGHs and larger centres.

The RGH has a key place within remote communities where distances and obstacles to travel are an issue however the main purpose will be to assess, stabilise and if necessary transfer patients. This does not mean however that every type of intervention will be provided locally. Some services can only be provided in bigger centres, however there needs to be clarity about the reasons why, including a sound evidence base. Appropriate transport links and clear community engagement with the new role of these facilities will be important in their success and sustainability. 

The development of the staff within RGHs will also be key to future sustainability, with competent rural practitioners, with wider roles traversing the traditional divide between primary and secondary care.  This will be necessary if we are to sustain a 24/7 service. The number of staff required to support a 24/7 rota in an urban setting is both unnecessary and uneconomic in a remote and rural area. A different approach is required, through the development of innovative staffing models, building on the skills within the whole healthcare team and through development of new skills and competencies e.g. GPs with specialist interest a sustainable model of delivery can be achieved.  There may also be potential for trainee GPS to undertake their hospital based training in a Rural General Hospital. This will require a flexible response by the medical Royal Colleges, who set standards and agree competencies but we are confident this is achievable.

Transport

Transport in remote and rural communities is currently provided by a variety of both statutory and voluntary organisations. An integrated transport solution will require active co-ordination and Community Health Partnerships, the Scottish Ambulance Service, the three Regional Planning Group’s and the Strategic Transport Partnerships have been charged with differing responsibilities. 

Transport infrastructure has an important role to play in sustaining local health services. Early engagement with the Strategic Transport Authorities is important for health providers, who are often one of the biggest users of life-line services, for example in Island Communities, where the air-links are of greater importance then the distance from the nearest service. 

Unfortunately the regional Planning boundaries in health are not coterminous with those of the recently established Strategic Transport Partnerships, which will present challenges.

Workforce

At the beginning of this paper the importance of a skilled and competent workforce, with the right skills was identified as one of the most challenging aspects of local delivery of care, in remote and rural areas.

The Remote and Rural workforce requires a wide base of skills and competencies to meet health requirements and sustain services. But the remote and rural environment needs to be viewed as a positive and valued area of healthcare practice if we are to attract and retain clinical staff and sustain services. Current education is largely institutionally based, catering for the majority in urban practice. The Report recommends:

· Development of career pathways for the remote and rural environment, including the corresponding educational pathways;

· Rural proofed competencies and learning programmes to develop and maintain these;

· Access to mentoring arrangements;

· Utilisation of joint appointments and attachments to larger centres;

· Integrated succession planning;

· Research and learning network; 

· Locally accessible educational programmes; and

· Local access into healthcare careers, including a virtual school of Rural healthcare.

Kerr recognises the need to develop multi-professional workforce solutions and this should be across organisational boundaries. One example of this is a project, funded by NoSPG, to scope the educational requirements for therapy support workers, across health and social care necessary to support Allied Health Professionals (e.g. Occupational therapists, who have a role to support clients in the tasks of daily living; or podiatrists). 

Maintenance of an appropriately trained, skilled and competent workforce is perhaps the single biggest challenge in remote and rural communities. Within Scotland, Kerr recognises that the population is ageing but so is our workforce. In the North, for example, our population is predicted to decrease over the next 10 years by 4.66% (compared to 1.82% for Scotland as a whole)
 , with the majority of our population in the 45-59 age group, but with significant growth  expected in the over 60s. Over half of the clinical staff within the North are aged 50 or over, as the population ages where will staff be recruited from?

Sustainability of workforce supply is therefore key to sustainability of service. Part of the solution must be development of local people in rural communities, to support services. This may be achieved through a variety of means, traditional and locally based, including access to a virtual school of rural health, local access to technologically based access courses or developing professionals in the local area. There are examples in both Northern Norway and Australia of resilient rural workforces, achieved through investment in local training programmes/schools. Other elements of the solution must be to attract skilled in-migrants and thus also help address the significant demographic challenges.

North of Scotland Planning Group (NoSPG) Proposal 

NoSPG is a collaboration of six NHS Boards across the North of Scotland and includes: Grampian, Highland, Orkney, Shetland Tayside and Western Isles. Current consultation by SEHD may also see large parts of Argyll included within the North from April 2006. 

As noted above, NoSPG has been identified in the Kerr Report as the appropriate vehicle for progression of much of the remote and rural agenda. This is perhaps because Kerr recognised that of the six most clinical peripheral areas in Scotland, only Argyll sat outwith NoSPG. Dumfries and Galloway and Borders are also amongst the ‘top’ 8 most clinically peripheral Boards and the NoSPG proposal would seek to engage these Boards in the work proposed.

NoSPG proposes the establishment of a pan-Scotland Remote and Rural Steering Group to support the development of solutions to deliver a sustainable health service for remote and rural communities. This steering group would be a collaboration of NHS Boards, defined as clinically peripheral and others appropriate to the progression of this agenda.

Five initial sub-projects have been identified:

· Define the role and function of a Rural General Hospital;

· Develop a framework of generic principles of service delivery for primary care;

· Develop a rural education strategy, in support of the national agenda;

· Review the role of the HEMS, in collaboration with other RPGs and SAS; and

· In collaboration with NES and the Academy of Royal Colleges, develop appropriate training pathways fro remote and rural practitioners.

NoSPG is aware that other projects will develop as the agenda is progressed and there may be a need to pilot models within projects, for example, it may be appropriate to pilot anticipatory care within a remote and rural area, to better understand the issues which this will present.

Recommendations

The Convention of the Highlands and Islands is invited to support the following:

· Preventative and anticipatory care will be a key part of preventing future ill health and reducing inequalities in health 

· Sustainable rural healthcare is crucial to the sustainability of the rural economy and longevity of rural communities;

· Sustainability will only be achieved through a multi-agency, integrated approach;

· Development of integrated approaches to rural primary and community care will be key to responding to the challenges facing multi-agency providers;

· The design of services will change – more of the same won’t work and there may be changes to the type of service provided.

· The Rural General Hospitals and Community Hospitals are key local resources which must be developed to support community resilience, but with new innovative ways in order to be sustainable.

· Establishment of a remote and rural healthcare steering group to progress the national agenda.

Conclusion 

‘The National Framework For Service Change For The NHS In Scotland’ at last recognises, that sustainability of the health system in Scotland inevitably means sustainability of rural services and finally provides the policy context for the retention, and indeed extension, of services in remote and rural areas. It also presents, however, some significant challenges to us all, to local care providers, to NHS Boards, to local authorities, to Regional Planning Groups, to professional organisations, to educators and fundamentally to those on the frontline delivering care because simply more of the same won’t do. The pressures being experienced by the NHS are not unique and the only way to address these challenges is to shift the way we deliver health and social care.

Implementation of Kerr presents the opportunity for remote and rural communities to develop community resilience, supported by technology and a design of service which takes into account the needs of the population. It should create new opportunities for employment and make the remote and rural areas an even more attractive place to live and work.

Dr. Roger Gibbins, 

Co-Chair, Rural Access Team National Framework for Service Change

Chair, North of Scotland Planning Group

Chief Executive, NHS Highland

14 October 2005
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