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There are a number of detailed annexes to this Report which are published on the

web at :www.tavside.scot.nhs.uk/nospd and follow link to Remote and Rural.
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Foreword

This Report presents to the Scottish Government our vision for the development of a
sustainable health system for remote and rural Scotland. It provides a framework for rural
health services to continue to develop and enhance their roles in the continuum of healthcare
across Scotland. The framework is intended to help services orientate themselves towards the
changing needs of communities and make best use of available resources to deliver further

improvements in the health of people living in remote and rural areas.

Access to healthcare should be as local as possible, for the whole population of Scotland, no
matter where they live. The remote and rural steering group were tasked to develop a policy
for sustainable remote and rural healthcare services and this report summarises their

response to the agreed objectives for the first phase of the project. These were intended to:

1. Deliver a strategy for sustainable healthcare in remote and rural Scotland, through a
number of sub-groups, by acting as Programme Board for Projects, ensuring linkages
between relevant projects and identifying synergies, cross cutting issues and gaps to be
addressed;

2. Define the role and function of a Rural General Hospital,

3. Develop a framework of generic principles of service delivery for primary care in remote
settings;

4. Develop a rural education strategy, in support of the national agenda, including
development of a proposal to establish a virtual School of rural healthcare;

5. Review the role of the Helicopter Emergency Medical Retrieval Services to determine the
appropriateness of this service in supporting unscheduled care in remote and rural areas;

6. Develop a workforce planning arrangements to support the remote and rural agenda.

This framework has been developed through engagement and consultation with those who
deliver healthcare in remote and rural areas, with other agencies and some public
representatives. Common to all of these groups is their passion for the provision of first class
locally delivered services. The challenge has been to identify common elements within the

diverse aspirations.

Roger Gibbins
Chair
Remote and Rural Steering Group
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Remote and Rural Healthcare - The Vision

This project was established to develop a framework for sustainable healthcare within remote
and rural Scotland. The changing nature of care and the increasing complexity of needs are
just some of the challenges that must be met to ensure accessible healthcare in remote and
rural Scotland. This Report recognises the interdependence of individual services and focuses
on the integration between different aspects across what is described as the ‘continuum of
care’. This is defined as self care and preventative care within the local community through
the different levels of supported care up to that which requires the resources provided by a

tertiary centre. Figure 1 below summarises the integrated network model that is proposed.

Figure 1: Model of remote and Rural Healthcare

Extended Community Care team

Secondary care

Tertiary
Services

Standards and Formal Support Networks

This model describes how much of clinical care can be provided within local communities,

with only a minority of cases requiring further referral outwith that community.

Within the remote and rural communities of Scotland, there are a limited number of health
and social care professionals, whose skills and expertise need to be shared if communities are

to have local access to the widest possible spectrum of care. The development of Extended
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Community Care Teams (ECCT) will ensure that a robust system of locally available services

is both available and sustainable.

All remote and rural areas will also have access to intermediate care services, some within a
Community Hospital (CH) and others delivered through augmented care within a patient’s
home. Whilst some communities have access to a Community Hospital, others may have a
Rural General Hospital (RGH), which may fulfil the Community Hospital function or these may

be separate.

Services must be well planned and co-ordinated with a greater focus on more collective and
collaborative responses within and across communities. This will include the formalisation of
networks to ensure that larger centres are obligated to support and sustain healthcare

services in remote and rural areas.

Remote and Rural Staffing model

Healthcare is currently delivered by a range of professionals, some working in isolation and
others working in teams. Future models for healthcare delivery are based on integrated
teams, demonstrating a range of competencies, defined by patient need. These
competencies can overlap, between traditional professional roles, to the benefit of holistic
care and utilises resources to better effect. Most of the team will be based within the remote
and rural community, in primary or community care, within the hospital service or in
combination, some team members will be based in the larger centre, with responsibility for

supporting local delivery and providing a visiting service, where appropriate.

Staffing Model

The following models shown in Figures 2 and 3, describe a stratified workforce, highlighting
those roles and competencies that should be within the remote and rural community team
and those in other agencies or levels of healthcare. The variation in local services will

determine the level of competence required within a particular area.

The Remote and Rural Steering Group



Figure 2: Remote & Rural Staffing Model
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Figure 3: Remote and Rural Team Competencies
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In order to sustain the competent workforce, appropriate training and education is required. This
workforce must be supported in a variety of ways including formal networks and mentoring
arrangements with larger centres, up to date equipment, modern Information Technology (IT)

and technological links and robust transport systems.

These are discussed in greater detail in the relevant chapters.

Commitment
This model of care for remote and rural communities, incorporating formal working links between

remote and rural areas and those in larger centres, should be introduced.

The Remote and Rural Steering Group
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Improving the Patient Experience of Remote Primary Care

Definition: What is Remote Primary Care?

The Centre for Rural Health defined remote primary care through the development of a Clinical
Peripherality Index that takes into account a number of factors including, population density,
practice size and time to reach secondary care®. This Clinical Peripherality map (figure 4 below)

demonstrates the scale of remote and rural practice across all areas of Scotland.
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Figure 4: Clinical Peripherality Map of Scotland
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The map, whilst not defining boundaries to remote Scotland, provides a visual image of the
extent to which most NHS boards have remote and rural areas and highlights (in blue) those

deemed to be most remote.

Remote Primary Care must sit within the context of an integrated Community Health Partnership
(CHP) model, incorporating the Community Hospital (CH), where there is one, and/or what is

currently known as the Rural General Hospital (RGH).

Is there anything different about Remote and Rural areas?

The collective term ‘Remote and Rural’ is used, but this masks large variations between areas,
especially in terms of mainland and island. This report proposes an overarching framework that
is relevant and fits all remote and rural (and non-urban) areas but is sufficiently flexible to permit

application to particular local circumstances.

Rural patients’ experience of care differs from that of urban patients in that they often have to

travel large distances to receive care®. Although the pattern of disease is similar in urban and

rural areas, differences do exist:

e Higher suicide rates*;

e Higher incidence of alcohol related disease;

e There are a higher number of accidents in rural areas: on roads, through climbing, farming,
diving and fishing;

e Palliative Care workload is proportionally higher than might be seen in urban areas, as
patients from remote areas often prefer to or are enabled to die at home, rather than in a
distant centre®;

e Seasonal fluctuation in population

These scenarios can present challenges in response times for traditional emergency services and

emphasise the requirement for immediate care skills for remote practitioners.

The demographic picture of Scotland over the next 20-30 years is changing®. It is projected that

there will be increasing numbers of older people and diminishing numbers of working age adults.

2 (2005) “Clinical Peripherality Index” August 2004, Centre for Rural Health

% (2000) *“ Treating Patients with Colorectal Cancer in rural and urban areas: a qualitative study of the patients’
perspective” 2000, Family Practice

4 Paykel ES et al (2000) “Urban-rural Mental Health Differences in Great Britain: Findings from the National Morbidity
Survey” Psychological Medicine 30; 2 269-280.

5 (2003) “Organisation of Cancer Services in Wigtownshire, South West Scotland: Threat or Opportunity”, 2003 RARARI
Project 124, Baird, Dr AG, Donnelly, DR CM, Wemyss, HD
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This is significant not only for the health patterns we can expect to see in Scotland, but for the
development of the future health care workforce and the available pool of unpaid carers to
support individuals at home. This demographic picture will have significant impact in rural areas

where there are smaller numbers of workforce.

Recruitment and retention within remote and rural healthcare is more challenging.” Changes in
demography have a proportionately greater impact in rural areas where the workforce is smaller.
Succession planning is a major challenge as the workforce within rural areas is aging.®
Maintenance of skills also poses challenges, whilst there is a requirement for a wide breadth of

expertise; but skills will decay, where practice exposure is low’.

Building Blocks of the Extended Community Care Model

Community Resilience

The term ‘Community resilience’ has evolved, and is key to sustaining local healthcare in remote
communities. It is defined as a collective and collaborative response within communities to
promote independence. Communities are facilitated to look after themselves, utilising all
resources available to them, encouraging self care and using volunteers and informal carers
within the local community. The Scottish Ambulance Service (SAS) 1% Responder Scheme is an
example of communities supporting themselves™. NHS 24 has a key role to play in the promotion
of community resilience through working in partnership with NHS Boards, Community Care
Teams and patients and carers. This role includes the utilisation of NHS 24’s services directly to a
patient’s own home, the provision of important health information and their role in promoting self
care and supporting long term condition management through their telephony and web based

structures.

Strong leadership and management will be required to facilitate the building of community

resilience.

5 (2005) “Delivering for Health” October 2005, Scottish Executive Health Department
7 (2005) “The National Workload Planning Framework” 2005 Scottish Executive Health Department
8 (2005) “Workforce Challenges” 2005 Data Presented at Stakeholder Event by the Northern Territories Group

o (2006) “Portfolio of Evidence for the Virtual School of Rural Health” 2006 Swann, G obo NES
0 (2002) “Priority Based Dispatch: Full Business Case” Scottish Ambulance Service Publication

The Remote and Rural Steering Group
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Self Care

Extended Community Care Teams (ECCTs) must promote, encourage and support individuals to
self-manage their own care (where appropriate and with support), working together in
partnership with voluntary agencies such as self help support groups and informal carers to
support the development of self care’. An example is the use of the fit elderly ‘good
neighbouring schemes’ which check on the frail and vulnerable within the community. Education
of the public in self care, should begin at an early age and focus upon health promotion and

patient empowerment through information provision.

Anticipatory Care

Evidence has shown that the most frequent reasons for admission of patients to community
hospitals are: rehabilitation, as a result of a fall, or chronic obstructive airways disease'®. An
analysis undertaken by the NHS Information and Statistics Division (ISD) shows a rise in multiple
admissions for over 65 year olds because of a failure of the out of hours care system to provide
preventative and anticipatory care for older people®®. The ECCT would place more emphasis on
prevention of disease crises, with systems that anticipate problems, as opposed to reacting to
those crises, when they arise'®. This will involve the Community Nurses and the Practice Nurse
(crucial to the monitoring of long-term conditions) and the wider team. Technicians from the
Scottish Ambulance Service can undertake planned home visits to patients who are at a high risk
of emergency admission. These practitioners will carry out risk assessments for issues such as
falls, ensuring that patients are managing to feed themselves and take their medication, and
liaise with the most appropriate professional where they judge that further action is required.
Increased use of e-health solutions to access information and to monitor patients will be

required.

Long Term Condition Management

It is suggested, that 'of the eleven leading causes of hospital bed use in the UK, eight are due to
conditions which if we strengthen community care could lead to a reduction in admissions'.
Better management of long-term conditions in the community would have beneficial outcomes
for individuals and carers and reduce hospital admissions. This is a significant issue in particular

for older people, many of whom, lose functional independence following admission to hospital.

1 (2006) “The Review of Nursing in the Community in Scotland” November 2006 Scottish Executive Health Department

12 (2005) “A Snapshot Audit of Admissions to Community Hospitals in Argyll and Bute” 2005 Champion, Tim
(Unpublished)

13 (2006) “The system of unscheduled care in Scotland: Variation in the level of admission by GP Practice” Delivering for
Health Information Programme Dec 2006 ISD

14 (2003) “Increasing emergency admissions among older people in Scotland: a whole system account” 2003 3:69
Kendrick, M and Conway, M
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The range of long term condition management activity will be determined by the skills and
competencies within the multi-disciplinary team and the resources available for appropriate
patient care. This will include routine monitoring of common conditions that do not require
specialist input and adjustment of clinical management with the aim of avoiding clinical crisis. For
example, paramedics could fulfil this role, reporting any adverse findings to the local General
Practitioner (GP) to discuss the most appropriate clinical management path. Diseases which will
require such monitoring are patients with coronary heart disease, diabetes, chronic respiratory

problems and mental health illness.

Planned Care

The GP will continue to be the principal ‘gatekeeper’ to secondary care, although in many areas it
may be appropriate for care to be provided by other practitioners. ECCTs must undertake the
majority of care locally, where it is safe and appropriate to do so. The use of new technologies
should be increased where this will maximise the amount of care that can be provided locally. An
example of this would be NHS 24’s initiative to develop cognitive behavioural therapy, currently

being piloted with the Western Isles and Shetland.

Where there is a requirement for referral to secondary or tertiary care, this should be as part of a
robust care pathway. ECCTs must aim to reduce multiple visits to secondary care wherever
possible, and to return the patient to care within the community, as soon as is practicable,
dependant upon the disease condition and the resources available locally. An example would be
local follow up of those patients that would traditionally have been reviewed by the Consultant in

an outpatient appointment at the District General Hospital.

Emergency Care

Facilities for immediate care of all patients presenting with acute illness or an emergency should
be available in the community. Assessment as to whether further management will take place in
the community or whether to transfer a patient to another hospital or appropriate facility, which
may include a care home, should be made by the senior practitioner involved in the patient’s
care. Crucial to emergency care is the ability to transport the patient in a timely manner where it
has been deemed clinically appropriate to do so. This aspect is covered in the Transport chapter

of this report.

15 (2004) “Better Health in Old Age” November 2004, Department of Health

The Remote and Rural Steering Group
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Out of Hours

Out of Hours Care must be provided as locally as is possible to remote and rural patients by the
Extended Community Care Team (ECCT), working in partnership with NHS 24. NHS 24's
advanced Knowledge Management System (KMS), which makes the provision of advice to

patients in remote and rural areas much more effective, is a welcome development.

The responsibility for the out of hours service lies with NHS Boards who should ensure that
sufficient capacity and capability is built within the ECCT to deliver a high quality service. The
benefits gained from the new GMS contract in terms of work/life balance for GPs, however, must
be maintained. This will require changes in practice in a large number of remote areas,
particularly islands where the arrangements for out of hours cover remains with single-handed or
small GP practices. A team approach to out of hours involving different members of the team
would ensure that the burden of call could be shared. There are examples of this under trial in
remote and rural areas e.g. SAS first responder pilots'®, and Unscheduled Care Nurse
Practitioners in Highland. Focus Groups undertaken as part of the remote and rural project
consistently reported difficulty in managing patients with mental health crisis (particularly out of
hours); so it is crucial that mental health services are extended and that practitioners in remote

areas have the skills necessary to manage mental health crisis 24/7.

A diagrammatic representation of the model for remote primary care is detailed in Figure 5.

16 (2005) ‘Pathfinder Project’ 2005, Scottish Ambulance Service Publication
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EMERGING MODEL - Primary Care Framework
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Figure 5: Remote Primary Care Model

Primary care is the centre of healthcare within a community, supporting or providing the majority
of care locally, including Health Promotion, Self Care, Anticipatory Care, Chronic Disease
Management, Primary Diagnosis, Planned Care and Emergency Care. The community is
encouraged to support itself through use of all resources available locally. Where professional
care is required, this care should ideally be provided from purpose built premises, and must be
supported by good infrastructure and diagnostics, integrated with the Community Hospital (CH)
and/or Rural General Hospital (RGH) where there is one. Where there is no such facility locally
the Practitioner should have access to good local diagnostics and an intermediate care service to
prevent unnecessary admission to hospital’.

Intermediate care is defined as short stay assessment, management of exacerbation of long-term
conditions, step-down from secondary care and palliative care. Intermediate care may be
provided within a community hospital, or a nursing home or a social care facility and a team who
can rapidly respond to patients with intermediate care needs and provide augmented care at
home. This occurs in Lochcarron where the GPs use the Howard Doris Centre for intermediate

care and in North West Sutherland, where intermediate care is provided in the patient’'s home.

1 (2006) “The Road Less Travelled: providing home care in rural communities” Caring 2006 25(11), Brown, D
The Remote and Rural Steering Group
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In order to facilitate benchmarking, remote primary care should have common methods of data

collection and data set.

Commitments

Patients should receive the same standards of care for common procedures irrespective of where

they live.

The system of care within remote and rural communities should support self-care, anticipate
health needs to avoid crises in chronic diseases and have the capability to respond to emergency

situations. CHPs should ensure that:
e Teams are integrated and co-located including health and other relevant organisations;
e ECCTs support individuals to self-manage their own care;

e Priority is given to anticipatory care and the prevention of disease escalation;
e Action plans are developed for implementing long-term condition management;
e There is local access to an emergency care service and that there is collaboration with the

SAS to develop robust community emergency response systems.

The system of care should build community resilience to ensure that local people can be cared for

as close to home as possible.

Remote primary care should have common methods of data collection and data set.

Forward Issues

Explore the use of the wider healthcare team to develop resilience within the community,
including the use of NHS 24 skills and technology and a pilot to test the role which Ambulance

technicians and paramedics can play in anticipatory care and chronic disease management.

The Remote and Rural Steering Group
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The Remote Community Hospital

The Scottish Government Health Department (SGHD) has identified Community Hospitals'® as a
key resource for the NHS in supporting the changing needs of local communities. It has also
recognised that Community Hospitals currently perform a wide range of different roles and has
proposed how, through redesign, might become more aligned. The role of the Community
Hospital is particularly important in remote and rural communities, where these exist, but given
the separate work to implement the Community Hospitals Strategy, we have confined ourselves
to a brief outline of the services that a remote community should expect from its community

hospital.

Services provided in remote community hospitals will vary according to local population density
and health need, the physical facility available and the skills set of the workforce. It is important
that, whatever model exists, that the hospital service is fully integrated across the spectrum of
care. However, where the community hospital is the Community Resource Hub for the

community, the following are the core services which should be provided:

e Hub for out of hours unscheduled care integrated with practitioner-led minor
injury/minor illness units;

e First line resuscitation, triage, transfer or admission as appropriate to the risk
assessment of the patient’s condition and proximity to secondary care;

e Diagnostic Services;

e Outpatient clinics by visiting specialists;

e Role in pre-operative assessment;

e Intermediate care beds which are accessible by all practitioners (i.e. some nurse-led);

e Midwifery service;

e Palliative Care;

e Designated Place of Safety for Mental Health Crisis.

Some community hospitals may also provide planned day case surgery. Evidence'® suggests that

18 (2006) “Developing community Hospitals: a strategy for Scotland” Dec 2006 SEHD
191 (2007) “Shifting the Balance of Care” Tierney F and Grant F, Unpublished Audit by Remote and Rural Project
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if there is investment in local diagnostics this will allow more patients to be managed within their

local communities.

It is evident that a sizeable Community, which is distant from either an RGH or a DGH, requires
access to comprehensive, high quality intermediate healthcare, provided locally and therefore
the level of service required within the Community Hospital (or one of the Community Hospitals)
needs to be augmented to that extent. This facility should provide a first line response in an
emergency, including assessment, management, admission, where appropriate; or stabilisation,
prior to transfer. Current examples include Campbeltown, The Mid Argyll, Dunoon, Broadford and
the New Galloway Hospital in Stranraer. The level of emergency department activity® is relatively
similar to that seen within the RGH, although these hospitals do not provide an emergency

surgery service, with those patients being transferred to another centre.

Commitments

CHPs should review their Community Hospitals to determine which, if any, should be enhanced

and develop plans to implement this model.

Remote Community Hospitals, acting as Community Resource hubs, should provide an agreed
range of services, including enhanced diagnostics. CHPs should be responsible for reviewing the

services provided within their Community Hospital and that these include:

e Acting as a resource hub to the community, integrating and co-locating services provided

by health and other related organisations;

e Provision of a first line emergency service and a minor illness/injury service including

acting as the Place of Safety for mental health crisis;
e Provision of a range of diagnostic services, as described later;
e Undertaking a role in pre-operative assessment;

e Provision of a range of outpatient visiting services appropriate to the health needs of the

local population;
e The provision of an intermediate care service that is accessible by all practitioners;

e The provision of a palliative care service.

2 Details of this activity are contained within the Technical Annex of this document.

The Remote and Rural Steering Group
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What are the Differences between the current model and this emerging

model?

The table below provides a summary of current and emergent models for remote primary care.

Current Model of Care Future Model of Care

Self care infrequent

Reactive care

Variation in care pathways
Multiple visits to secondary care

Self care encouraged

Anticipatory care

Robust negotiated care pathways
Shifting the balance of care to
locally based care

Four key pillars support this model of care: Workforce, including Education, Networks,
Infrastructure and Community Resilience. Professionals within this model must be robustly
trained generalists, with educational packages specifically designed for Remote and Rural
Practitioners, have good supporting networks from larger centres, and, be supported by

technology, transport and retrieval systems.

The Remote and Rural Steering Group
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Sustainable Secondary Care

Patients should expect to be able to access core secondary care services as close to home as
possible and only travel for those more specialised services that cannot be provided locally. As
part of the development of the model for the Rural General Hospital (RGH) the North of Scotland
Public Health Network undertook a Needs Assessment. This comprised a rapid appraisal of the
current use of hospital services by the catchment populations of rural general hospitals to
determine the relevance of the emerging model of an RGH?!. An additional analysis of the same
data was used to produce surgical procedure profiles of each hospital. This work was conducted
alongside an ongoing needs assessment in NHS Orkney. A review of the literature was
conducted to seek information and evidence to inform work. The full RGH Needs Assessment
Report is available as Annex 1 to this report. The main findings of the needs assessment were as

follows.

RGH Needs Assessment

The literature review sought to answer the following questions:

e What is the evidence-base for cost-effective delivery of healthcare services in rural
general hospital?
e How can quality and safety be assured in RGHs?

e What are the sustainability issues and how can they be addressed for RGHs?

Material was systematically retrieved from a wide range of both electronic databases and from
the grey literature including specialist web sites. Analysis was by a qualitative, narrative method
that consisted of a 3-stage process of identification, collation, thematic coding and critical

analysis. The level of evidence was graded using the system adopted by SIGN?%,

2 (2007) “Rural General Hospital Needs Assessment” 2007 March, North of Scotland Public Health Network
(Unpublished)
% pvidence is graded by SIGN on the basis of the quality of the evidence presented.

The Remote and Rural Steering Group
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Main findings

Analysis identified six main themes that cut across service delivery areas in a remote and rural
hospital: models of care delivery, quality of care, recruitment and retention, diagnostics,
telehealth and sustainability. The main service areas that were commonly reported on were
cancer care, chronic disease and care of the elderly, rural paediatrics, surgery, maternity services

and mental health.

Implications

Review of the literature indicates that there could be diversity between RGHs — this arguably
demonstrates they are meeting local needs appropriately. The concept of having a core of
services with a variable range of additional services seems logical on that basis. Although the

majority of findings were derived from level 3 evidence?, the following five themes emerged:

e While there is great potential for surgical work, the decision that RGHs will not provide

intensive care, limits appropriately, what can be done in them. (Level N/A)

e Intrapartum care should be provided only for low risk women with no identified risk
markers at the time of birth and who have normal weight babies. (Level 2-)

e RGHs should have a defined level of diagnostic capability. (Level 3)

e Better outcomes for many of the cancers are associated with specialised care and if
cancer care is to be delivered locally, it should involve shared care with outreach clinics
and deliver the same outcomes. (Level 2+)

e Recruitment should take account of both nature and nurture factors i.e. rural
backgrounds not necessarily Scottish-based and involvement in training programmes
designed to promote rural healthcare. Although multiple barriers to retention exist,
access to flexible continuous medical education including maintenance of advanced

procedural skills is an important requirement. (Levels 2++ to 3)

RGH Rapid Appraisal

Rationale
Early work to develop the model for the RGH was described within the context of non-
standardised hospital-based activity. This did not allow for consideration of the degree to which

local populations health needs are currently being met. However, hospital activity can be

2 o4 High quality systematic reviews of case control/cohort studies or high quality case or cohort studies with very low
risk of confounding, bias or chance; 2+ Well conducted case control or cohort studies with low risk of confounding, bias
or chance; 2- Case control or cohort studies with high risk of confounding, bias or chance; 3 Non-analytic studies e.g.
case reports, case series
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analysed to give standardised rates, which allows for structure as well as size differences in

populations. On this basis, total hospital utilisation by catchment populations around RGHs can

be compared with the national average without such bias (rural populations tend to be more

elderly). In addition, the degree to which the overall hospital utilisation rates of local populations

are being met by the uptake of the local RGH services can be assessed.

The main findings of the assessment are based on 3 years of hospital data SMR0O1 (2002/03-

2005/06 inclusive) and are as follows:

Based on all interventions, in all hospitals in Scotland (emergency medical, elective
medical, emergency surgical and elective surgical), there was a wide variation in the
intervention rates®® of the catchment populations of each RGH which this study does
not explain and requires further investigation.

The proportion of the total intervention rate® of the catchment population that was
taken up at the local RGH, also varied widely between the catchment populations. This
reflects the wide spectrum in the type of activity undertaken within the individual RGHs.
There were no systematic differences in the types of total intervention rates. For
example, some catchment populations experienced high emergency and high elective
intervention rates. Conversely, for some populations, both elective and emergency
interventions were relatively low when considered against the Scottish average. In yet
others, only the elective intervention rates were high.

For total intervention rates and with only one exception, the surgical day case activity
was significantly higher than the national average. Again with one exception, medical
day case activity was significantly lower.

The total intervention rates of all of the catchment populations included significantly
higher elective surgical rates for cancer patients than expected on a national basis. For

4 out of 6 catchment populations, this activity was predominantly taken up locally.

The implications of these findings apply locally to the populations around individual RGHs and

potentially, generically to those around all RGHSs.

24 The definition of total intervention rate is: the sum of hospital activity taken up by a catchment population in any
hospital within Scotland.

% |bid
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Local Implications

The reason for some of the variations found is thought to arise due to differences in patient
pathways, suggesting that there may be an opportunity to align patient pathways. For example,
low medical day case rates but high elective medical in-patient rates for the island populations,
where travel times are such that an overnight admission is more feasible than a procedure on a

day case basis.

Another example is the relatively high elective surgical in-patient rates for patients with cancer,
where local practices differ from the specialised centres in terms of not providing a one-stop
service. Other variants possibly need more investigation such as the almost universally high
surgical day case rates. These variations should be looked at to confirm or otherwise, the local
understanding of the patient pathways and to understand the appropriateness of these
variations. In addition, only medical activity pertaining to the acute specialities was analysed, ie it
did not include admissions to GP care only. However the total elective medical rates for the
catchment populations served by RGHs are, with the exclusion of one hospital, 1.3 to 3 times
higher than expected on the basis of the national average. This range included a RGH which

exclusively admitted medical patients to GP care only.

Generic Implications

The variations between individual RGHs in respect of the population intervention rates and ratios
of local to out of areas uptake reinforces the need to standardise the service provision by
adoption of a core model for the RGH. It is also important to understand why these variations
exist, as this should provide evidence to support the services provided beyond the core
requirements. If, for instance, some of the variations are as a result of lack of qualified,
supported, competent clinicians, this suggests that an improved training pathway and
recruitment of appropriately skilled staff is required to support the patient pathways.
Effectiveness and clinical cost-effectiveness issues should also be taken into account and any
changes to current patient pathways subject to clinical governance arrangements such as audit
activity. These changes will not just impact on the RGH, but also on the District General
Hospitals (DGH) and Regional Centres, particularly in terms of professional support,
communication and effective network working. These variations have raised a number of
questions and further work is recommended to investigate the variations in population

intervention rates.

The Remote and Rural Steering Group
25



RGH Surgical Procedure profiles

Rationale

The rapid appraisal, which measured the relative total intervention rates of catchment
populations and the proportion of total service uptake by these populations to the local RGH,
revealed large variations both between RGHs and against the national average. Surgical day case
activity tended to be higher and medical day case activity lower than the national average.
Elective surgical rates in patients with cancer were higher than the national average for all
populations around all RGHs. On the basis of these variations, it was requested that a comparison

of profiles of surgical procedures should be carried out for each RGH.

The main findings are based on SMR0O1 data covering episodes over 3 years (FYE 2003 to 2006)
for each of the six RGHs analysed using the OPCS4 procedure code®®, recorded in the primary

diagnosis position, only for identifying the procedure. Four different profiles were compiled:

1. All episodes (day cases and inpatients), all diagnosis;

2. Day case episodes, all diagnosis;

3. All episodes, (day cases and inpatients), cancer diagnosis only (in primary coding
position);

4. Day case episodes, cancer diagnosis only (in primary coding position).

The findings can be summarised as follows:

e Overall, 50% of total procedures were carried out as day cases for patients with any
diagnosis;

e 58% of patients with a cancer diagnosis were treated as a surgical day case;

e For all diagnosis, Endoscopic upper Gl examination was the most common procedure,
with Chemotherapy either second or third depending on inpatient or day case
admission;

e For cancer diagnosis, the top four procedures were similar for day case or inpatient
admission and these were Chemotherapy, other infusions, excision of skin lesions and

blood transfusions;

% Nationally agreed coding methodology for all surgical procedures.
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e Variations between hospitals were noted as:

i. Relatively higher rates of gall bladder removal in two hospitals.

ii. One hospital had a very high rate of mastectomies compared with the other RGHs,
although the actual number was low.

iii. Diagnostic endoscopic examination of the bladder was relatively high in one RGH
and very low in another.

iv. There was a relatively high rate of blood transfusions, mainly as day cases, in one
RGH.

v. Only three RGHs provided a locally delivered Cataract service.

vi. Diagnostic fibreoptic examination of lower respiratory tract is carried out in only
one centre.

vii. There were a number (56) of procedures coded as ‘unspecified other operations on
unspecified organs’ in one centre but none in other hospitals. This may be a coding

issue.

Local and generic Implications

Some of the variations are possibly explained by variations in clinical coding e.g. unspecified
operations. However, others are not and raise a question as to the degree to which hospitals are
meeting the needs of local residents and should be investigated further. There is also the
question of clinical safety associated with low volumes of some, particularly more complex,

procedures e.g. total mastectomies. This should be an area for further investigation.
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Commitments

NHS Boards should seek to maximise the provision of appropriate secondary care undertaken

locally.

Through further analysis of the population-based activity, NHS Boards should identify the reasons
for variations between RGHSs, in terms of surgical profiles, patient pathways, practitioner or
patient preferences and differences in patient management. NHS Boards should also use
collaborative analysis of the key features of the local work to understand and develop a rationale

to inform the detail of the service modelling.

The North of Scotland Public Health Network should support NHS Boards to further investigate
the variations in population intervention rates, ensuring that further work is framed within wider
contexts such as the impact on receiving hospitals, community hospitals, other small urban

general hospitals and primary care.

Through a network of RGHs, common protocols and standards should be developed for

appropriate local intervention.
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The Rural General Hospital

This chapter outlines the framework for improving access to secondary care, detailing the model
of the RGH, as an integrated part of the Extended Community Care system. Six Rural General

t?” and these are:

Hospitals are identified in the NFSC and the full Rural Access Action Team repor
e Gilbert Bain Hospital, Lerwick;
e Balfour Hospital, Kirkwall;
e Western Isles Hospital, Stornoway;
e Caithness General Hospital, Wick;
e Belford Hospital, Fort William;

e Lorn and the Isles Hospital, Oban.

Definition: What is a Rural General Hospital?

A definition has been developed which seeks to describe the service that should be provided
within an RGH:

“The RGH undertakes management of acute medical and surgical emergencies and is
the emergency centre for the community, including the place of safety for mental
health emergencies. It is characterised by more advanced levels of diagnostic
services than a Community Hospital and will provide a range of outpatient, day-case,

inpatient and rehabilitation services.”

Some of the facilities, currently defined as Community Hospitals, provide a similar range of
services to those identified above in this definition, for example the New Galloway Community
Hospital. Redefinition of these hospitals is beyond the remit of this project but NHS Boards will

find this framework helpful in orienting such hospitals on the continuum of care.

The National Framework for Service Change (NFSC) have defined services in levels of care®,

from level 1 - community provided services, such as General Practitioners and NHS 24, to level 4

2" The full Action Team Report, supporting the NFSC “Rural Access Action Team: Final Report” can be accessed at

www.show.scot.nhs/sehd/nationalframework
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- nationally delivered, highly specialised services. Level 2 facilities will include assessment,
diagnosis and treatment for routine conditions. Level 3 facilities are identified as the core
admitting services, with locally available 24/7 receiving in general surgery, general medicine, and
orthopaedics; with anaesthetic and radiology support. In addition, one or more of following

specialities may support these on a receiving basis: paediatrics, obstetrics and gynaecology.

Although the RGH does not easily fit into any of the above categories, it is best regarded as a
level 2+ facility. The model described will provide local assessment, diagnosis and treatment. It
will be the emergency centre for the community and while much of the activity undertaken could
be described as treatment of minor injuries and minor illness, the RGH will undertake first line
management of all patients presenting with acute illness. Whilst a proportion of these patients

may be transferred to a larger centre, the majority will be admitted to the RGH.

The Rural General Hospital is a key resource within the community providing local access to a
range of emergency, diagnostic and planned treatment services. The RGH may provide some of
the functions of a Community Hospital, but it will also provide a more advanced level of service,
similar to some of those services accessed by other communities in their local District General
Hospital (DGH), particularly some unscheduled surgical interventions. An RGH cannot, however,
provide the broader range of services expected in a DGH. For example, an RGH will not have an

Intensive Care Unit but will have the ability to provide high dependency care.

The RGH will exist in a network with larger centres. These may be District General Hospitals or
Tertiary Centres. The RGH should have arrangements to refer patients appropriately to definitive
care, based on robust care pathways that will sometimes by-pass the more local DGH. Formal
arrangements will exist between the larger centre and the RGH to support local delivery of care,
known as obligate networks. This should include formally agreed specialist clinical links, with
an obligation to support local delivery of care and local decision making within the RGH. This will
be available in a number of core specialities on a 24/7 basis. The current practice of visiting

specialists should be reviewed and extended where appropriate.

The RGHs should also network with each other and with the larger centres to develop agreed,
evidence-based protocols. This will ensure that the clinical standards are similar across Scotland.
RGHs will also be part of local networks linking with the locally based extended community care
team, with the principle that the RGH is retained to manage the more complicated conditions that

cannot be cared for at home, or within a community hospital setting.
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All RGHs must be supported by robust retrieval and transport systems to ensure that safe and

effective patient transfer to other centres is available when needed.

Core Services within the Rural General Hospital

The definition above suggests that the RGH will initiate immediate emergency triage,
resuscitation, and stabilisation; it will provide treatment, when appropriate, and transfer when
necessary. There will be a range of appropriate diagnostic facilities, access to specialist opinion,
including a range of visiting specialists and will provide certain services on the basis of networks
with others. A number of underlying principles have been agreed as necessary to underpin all

RGHs, as follows:

e A CORE range of services should be provided that are not different in different places;

e Standard protocols for procedures and transfers should be agreed;

e Formal links with other centres, developed through obligate multi-disciplinary networks
should be established;

e Access to a standard range of diagnostics — some local, some distant;

e Practitioners who are competent to deliver the level of care required — not necessarily
consultant led in every discipline;

e Appropriate training programmes;

e Skills update and mentoring should be supported by larger centres;

e Transfer from local services should be directly to definitive care, where it is possible to

determine this.

As a minimum an RGH should support the following services:
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Unscheduled

Planned

e Nurse led Urgent Care service managing
minor injury and minor illness;

e Ability to resuscitate patients;

e Ability to manage acute surgical and
medical admissions;
e [nitial fracture management and

manipulation of joints;
o Midwifery led maternity service;

e Neonatal resuscitation;

° Management of patients with stroke;

° Rehabilitation and step-down;

° Post-op step down, rehabilitation and
follow-up;
° Management of patients with long term

conditions, including haemodialysis, and
cancer care as part of a network;
° Provide ambulatory care for children

within the locality;

e Capability to diagnose and initially manage | e Routine elective surgery;
acutely ill or injured child; ° Visiting services.
e Capability to manage patients requiring a
higher dependency of care before transfer;
e Clear and appropriate retrieval and transfer
arrangements.
Diagnostic Support
e Diagnostic capability, including: ° Clinical decision support via e-health

Imaging: Digitised image capture,
Ultrasound and CT scanning;

e Laboratories:
Limited range of  Biochemistry,
Haematology and cross match blood.

e Endoscopy: Upper and Ilower Gl,
Cystoscopy;

e Surgical intervention: e.g. biopsy of lesion

e Cardiac Investigation including:

Stress testing and Echocardiography.

links to other centres;

° Pharmacy support.

Details of current RGH activity by speciality are available in the Technical Annex of this report.
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An Emergency service is required within the RGH. Nurses can manage the majority of the
activity with appropriate skills in the management of minor injuries and minor illness, but they

need to be supported by appropriate clinical decision support.

An Anaesthetic service within the RGH will be pivotal. There are two defined roles of

anaesthetic practice within an RGH, as follows:

e Emergency care, including resuscitation and stabilisation and administration of anaesthesia
for emergency surgery. This includes emergency airway management, however these skills
are not unigue to anaesthesia.

e Administration of anaesthesia for elective surgery, which will require a level of activity to

maintain skills and retain professional interest.

This service will be required 24/7.

Medical activity is by far the largest proportion of RGH in-patient work, accounting for 60% of
total in-patient admissions and there remains a clear role for acute medicine and secondary care
support for the management of long-term conditions within the RGH, including a wide range of
outpatient clinics. It is difficult to prescribe what should and should not be admitted to the RGH.
Those patients transferred will depend on the competency of the team and clinical decision
making of the doctor. An increase in the visiting medical services should be considered e.g.

locally available non-interventional cardiology.

The future role and shape of surgery in the RGH is to provide elective outpatient, in-patient and
day case services and a 24-hour emergency service, acting as part of a regional network of

surgical services, within the following agreed boundaries.

24-hour surgical services should provide local assessment, triage, resuscitation stabilisation of
emergency surgical and trauma patients followed by admission and surgical intervention, if
appropriate, and transfer, when necessary, in collaboration with the relevant receiving hospital.
In addition, due to the specific risk factors, island surgical services should provide an emergency

Caesarean Section Service.

The key role of the surgical service in the RGH is the provision of planned surgery, primarily on a
day case basis for the local community. Procedures which would be included within the core
surgical workload of the RGH, both on an emergency and elective basis, are described in detail in

Annexes 3a and 3b but are summarised in the table below:
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Emergency Surgical Workload Planned Surgery

e  Appendicectomy; e Biopsy of lesions;

e Caesarean Section; e  Cholecystectomy and/or exploration of common
e Endoscopy (including injection of varices); bile duct;

e Evacuation of retained products of conception; e Circumcision;

e Lacerations; e Endoscopy;

e |nitial fracture management and joint | ¢ Nail bed procedures;

dislocations; e  Peri-anal procedures;
e Repair of perforated ulcer; e Resection and anastomosis of bowel;
e  Control of haemorrhage (including | Simple undescended testes repair;
splenectomy); e Scrotal surgery including vasectomy;
e Resection and anastomosis of bowel, e Varicose veins surgery.

e  Ruptured ectopic pregnancy surgery;
e Chestdrain;
e Drainage of pericardium injury (for cardiac

tamponade) plus suturing of penetrating injury.

Where breast surgery is to be carried out within an RGH, it should be concentrated into the
workload of one surgeon, and that surgeon should become part of a formal network with either a

DGH or a tertiary centre.

Services that should be provided on a visiting basis include ophthalmology, Ear Nose and Throat,
Urology, Gynaecology and Orthopaedics. Some surgeons within the RGH already have the
necessary training and supporting team competencies to provide some of the visiting services

listed (for example, orthopaedics and urology).

Surgical services that should not be core provision within the RGH, and therefore should
not be provided unless explicitly agreed by the NHS Board, through appropriate clinical

governance arrangements, include:

e Surgery on children under the age of 5 years (with the exception of suture of cuts, drainage
of abscesses and foreign body removal where specialist expertise in that field exists and
where there where there is competency and practised paediatric anaesthesia);

e Neurosurgery (such as emergency burr holes);

e Operations on the neck and chest (other than emergency tracheostomy);
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e Stomach (excepting perforated and bleeding ulcer surgery) and rectum operations;
e Liver;

e Vascular surgery;

e  Ovarian (with the exception of ovarian cysts or torsion or haemorrhage);

e Vaginal or penile operative procedures( with the exception of circumcision).

Where there is a proposal to provide such local surgery which is not included within the core
service these need to be explicitly agreed though formal governance processes which would
include the demonstration of local health need, team competences, outcomes expected
(demonstrated to be at least as good as other centres) and approval by both the local NHS Board
and the Regional Surgical Service Network. Links have been established with the national
Volumes and Outcomes workstream in the preparation of the model of surgery that should be

provided within the RGH.

The RGH surgeon should provide outreach day case surgery in Community Hospitals where such

facilities exist.

Maternity

There are different models of maternity care within each of the RGHs but the number of births in
each centre is low, ranging from less than 1 birth per week in Fort William to 4 per week in
Caithness. Emergency caesarean sections are regularly performed in 4 RGHs, in two hospitals
(Caithness and Western Isles) these are carried out by locally based consultant obstetricians, in

others by a General Surgeon, however the frequency of this is also low.

Whilst the birth rate across Scotland has continued to rise from its lowest point in 2002, the birth
rate across remote and rural Scotland is decreasing. As a minimum, therefore, a midwife led
service is proposed as the most appropriate model in remote and rural areas. In light of this
recommendation, the role and competencies of midwives working in remote and rural areas has

been reviewed and is reported in Annex 2. NHS Boards should seek to maximise local deliveries.
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Commitments

The RGH should be defined as a Level 2+ facility.

NHS Boards should review the service provided within their RGH to ensure that the services

provided are consistent with the model described, specifically including:

e Anurse led urgent care service;

e The provision of a first-line emergency care service;

e The management of acute medical and surgical emergencies;

e A midwife led maternity service should be developed as a minimum, which should seek
to maximise local deliveries;

e The management of patients with stroke, step-down, rehabilitation and follow-up of a
range of patients conditions;

e The management of long term conditions;

e The provision of an ambulatory care service for children;

e Elective and emergency surgery as prescribed above;

e Visiting services appropriate to the health needs of the population;

e The provision of the prescribed range of diagnostics and clinical decision support;

e The provision of a pharmacy service.

Where additional services are provided, a clear governance framework should be developed.

Forward Issue

Obligatory Networks should developed and should determine the exact range of local and visiting
services that should be provided on the basis of population need within the framework of the

core services.
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