


Rural patient safety research 

 Under developed research area – especially rural 
context 

 Lack of evidence from many countries  in Europe 

 Research from USA, Australia and UK dominated 
findings 

 Treat findings with caution 

 Each local area will be different 



Patient safety literature review 

 Unintended event or hazardous condition resulting 
from the process of care that could lead to unintended 
health consequences for the patient (Klemp 2009) 

 

 Factors relating to rurality that make accessing or 
delivering care more difficult... leading 
potentially to adverse health outcomes for the 
patient.  

 



UK picture (primary care) 

 An adverse event is experienced in 1-2% of 
consultations with estimates being as high as 8% (The 

Evidence Centre, 2011).  

 Medication errors occur in up to 11 per cent of 
prescriptions, mainly due to errors in dosage (Sanders and 

Esmail 2003)  

 Elderly patients are particularly at risk. Mean adverse 
drug event prevalence rate - 16.1% (compared to 5.2% 
for adults) (Linneaus 2012).  

 



Some types of errors are more likely in 
rural healthcare settings 

 errors associated with the elderly 

 errors associated with lack of expertise due to low 

condition-specific volumes.  

 errors associated with assumed shared knowledge about 

patients. 

 errors associated with triage-and-transfer decisions 

      Wholey et al (2004)  

 



Organisation of healthcare  

 Sole v group practice 

 GP role as gate keeper 

 Public v private funding 

 Level of state control 



Issues for sole practice 

 GPs may be unable to attend professional development 
training - no colleagues to provide cover (Rechel et al, 

2008)  

 little or no opportunity for peer review (Hoffman et al 

2008)  

 less patient choice (Farmer et al 2006)  

 no cover for providing out-of-hours service resulting in 
doctors prescribing over the phone (Rechel et al, 2008) 

 pressure on single handed GP to know everything - no 
opportunity for a second opinion (Farmer et al 2006) 



GPs per 100,000 population  (WHO Health for All data, 2008) 
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The impact of rurality on patient safety   



The quality of care 
provided in rural areas 
appears comparable to that 
provided in urban areas  
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Why do errors happen in rural primary care? 



Physical isolation 

 Referral decisions are complicated 

 GPs may try to manage ‘in-house’ (Wholey et al 2004, Davies et al 

2009)  

 Patients may prefer to be treated by their GP 

 Tucker et al (2003): GPs and midwives tended to over-
diagnose mild non-proteinuric hypertension in 
pregnancy , in spite of guidelines. Association between 
the distance of the practice from a specialist maternity 
hospital and likelihood of referral 

 Lack of access to information about best practice, 
especially in Central and Eastern Europe (Rechel 2010) 



Physical isolation 
Heavier workload 

 Gabhainn et al (2001) : Rural GPs in Ireland 
significantly more likely to work longer hours (mean 
total hours per average week per GP: 77.95 for city 
practices and 103.6 for rural) & spend more hours on 
call 



Physical isolation 

Less access to specialists 

 Rural doctors need a wider range of skills and 
competencies especially with regards to minor 
injuries, obstetrics, monitoring the patient after 
discharge from hospital and dealing with 
mental health issues (Davies et al 2009).  

 

 No opportunity for a second opinion (esp sole 
practices) (Farmer et al 2006)  

 

 



Professional isolation 
 Difficulties in recruiting and retaining skilled staff 

(Wakefield 2002, Straume & Straw 2010).  

 

 Norwegian study: lack of opportunities for 
professional development was sited as most 
common reason for leaving(Straume & Straw 2010). 

 

 Lack of available doctors: Nurses left to cover the 
clinic and having to act outside of their role (McKeon 

et al 2006).  



Professional isolation 
 Isolation from professional colleagues (esp. sole 

practices) 

 Difficult to attend training as there are no colleagues to 
provide cover (Rechel et al, 2008, Farmer et al 2001) 

  GPs in remote areas are slower to take up best evidence-based 
practice perhaps as they find it more difficult to attend 
professional development  training or perhaps because they 
tend to be older (McLean et al, 2007)  

 little or no opportunity for peer review (Hoffman et al 2008)  

 no cover for providing out-of-hours service resulting in 
doctors prescribing over the phone (Rechel et al 2008) 

 



Do rural patients present to their GP 
later than urban groups? 
Distance to services: 

Increasing distance from cities is associated with more advanced 
disease at diagnosis and less frequent treatment at a cancer centre 
(Launoy et al 1994).  

 

• Jones et al 1998:  the likelihood of consulting a GP due to 
difficulty breathing decreases with distance from a surgery (after 
controlling for car ownership) 

 

 Lindsay et al (2006): people living in remote rural areas were just 
a likely as urban patients to attend screening for aortic aneurysm 
if the services were brought to within a 30 minute journey of 
their home (through outreach).  

 



Rural patient characteristics 

Rural patients may: 

present to their GP later than 
urban groups (Robertson et al 2004, Launoy et al 

1994).  

consult primary care less than 
those in urban areas (Farmer et al 2006).  



Do rural patients consult primary care less 
than patients in urban areas? 

Stoical attitude (esp. amongst men) 
 Cultural norm of self-reliance and self care (Davies et al 

2009, Eisenhower 2010).   

 

 The definition of what it means to be ‘ill’ is restricted by 
poor accessibility and affordability of healthcare for rural 
dwellers (Eisenhower 2010).  

 

 

 

 



Rural GP / patient relationship 

Close relationship with GP 

 Patient tends to consult GP first, even in an emergency (eg. 
chest pain) 
 Patient may not want to go to GP about an embarrassing 

problem 

 

 If the patient doesn’t like their GP they may delay seeking 
healthcare (esp. in sole practices) 

 

 Professionals may ignore information about the patient if it 
does not fit into stereotypical beliefs about that patient 
(Wholey et al 2004)  

 



More older patients 

 The older age demographic of some rural communities 
is likely to result in higher risk of injury because they 
receive so many more treatments (Wakefield 2002, Wholey 

et al. 2004, Thomlow 2008, Kralewski et al 2005).  

 

 Medication errors are likely to be more common in 
rural than urban areas where there is a greater 
proportion of elderly patients (Wholey et al 2004, Goodwin et 

al 2011).  



More older patients 

 Kralewski et al (2005): number of prescriptions per 
patient highly associated with average errors per 
patient and errors per prescription 

 Each additional prescription per patient was 
associated with an increase of 0.035 errors per patient.  

 Higher rate of errors associated with rural practice due 
to fewer organisational links with specialists and a 
higher caseload of elderly patients with complex 
conditions (requiring more prescriptions).  



How to improve patient safety 
in rural primary care? 



Solutions 

 Extended nursing roles 

 Outreach screening services 

 Regular reviews of elderly patients’ care and / or 

medication  

 Specific training programmes for rural healthcare 

workers  

 Professional networks  



Most important first step 

Consider the culture of your organisation 
 Does it encourage openness? 

 Do individuals get blamed when things go wrong?  

 

Tools to help you get started:  

 

 Manchester Patient Safety Framework for Primary Care 
http://www.nrls.npsa.nhs.uk/resources/?EntryId45=59796 

 WHO materials: 
 developing patient safety research competencies  

 Workshop on ‘learning from error’ (in French, Spanish & Russian also). 
Provides introduction to root cause analysis 

 http://www.who.int/patientsafety/education/en/ 

 

http://www.nrls.npsa.nhs.uk/resources/?EntryId45=59796
http://www.nrls.npsa.nhs.uk/resources/?EntryId45=59796
http://www.who.int/patientsafety/education/en/


Second step 

 Find a ‘patient safety champion’ 
 To model adherence to best practice guidelines 

 To demonstrate commitment to patient safety issues 

 

 Set up a system for collecting information about adverse 
events (including near misses): 
 non-punitive 

 confidential or anonymous 

 independent 

 timely 

(Hoffman et al 2008)  



Collecting information 

 Challenges in rural primary care: 

 Lack of anonimity 

 Fewer staff / close relationships 

 Traditional power gradients 

 Fear of retribution  

 Loss of reputation (esp. for single-handed) 

 Patients tend to be closer to the doctor 



Solutions  

 Collective reporting system – group of practices 

working together  

 Focus on ‘system change’ 

 ‘Patient safety committees’ – clinical and non-clinical 

staff 

 Feedback from patients (anonymous) eg. exit 

interviews 

 



Understanding unsafe care 

 Step 1: Measuring harm 

 Step 2: Understanding the causes 

 Step 3: Developing solutions 

 Step 4: Learning from implementation 

 Step 5: Evaluating impact 

 Step 6: Translating improvements into policy and 
practice 


