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There is no single definition of rural practice available. Definitions vary from one country to another, as countries 
differ in geography and have different health care systems with varying organizational specificities, even within the same coun-
try. In spite of increased urbanization and the specific health-related problems it brings with it, a large proportion of the world 
population still dwells in rural, remote, and isolated areas. In fact, there are many countries in the world with extensive rural 
areas. Rural areas are unique in organization, demographics, and infrastructure, and so are the specific health-related problems 
of people living in them. Healthcare in such areas is generally provided by general practitioners or by physicians specialized 
in family medicine. One of the basic challenges in rural health is defining which areas are rural and finding the characteris-
tics that define “rural”. There are several criteria and combinations of criteria that can be used to define rural areas. Their use 
mostly depends on the purpose for which the definition is used, and can thus vary from application to application. This paper 
addresses issues in rural family practice and criteria that may be used to define such practices. It also presents the use of criteria 
for defining rural practices in a small European country, on the example of Slovenia.
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Definition and specificity

The proportion of the population living in rural areas is 
very diverse and depends on the continent, country, and re-
gion. The diversity of rural areas makes rural practices dif-
ficult to uniformly define [1–4]. The majority of literature 
on rural practices originates from Australia, Canada, and 
the United States [1, 5, 6]. The field of rural health is well-
researched in these countries and Australian researchers put 
great emphasis on the problems of health care worker distri-
bution and isolation, health promotion, and money deficits 
in connection with rural areas [7–9]. These countries are 
geographically very different from European countries. In 
general, rural, and remote practices are defined as practices 
outside of urbanized areas, in which primary health care is 
provided by a small number of family physicians with lim-
ited access to specialists or advanced diagnostic equipment. 
Working in such an environment requires additional man-
agement skills and processes that are not normally required 
in urban areas [10]. 

Differences also arise in the use of the term “rural”. Al-
though this is an internationally used term, others do exist 
– for example, terms such as “remote”, “peripheral”, and 
“isolated”. For the sake of uniform terminology, we employ 
the term “rural practice” in this paper.

To define rural practice, several criteria and various 
combinations of these criteria are used; these are listed be-
low.

Number of inhabitants and population density. Number 
of inhabitants and population density are practical criteria, 
since they are used for statistical purposes to describe the 
distribution between rural and urban areas. On this basis, 
there are several definitions of rural areas used in the United 
States. The most common is the definition used by the Sta-
tistical Office. Urbanized areas are defined as those with 

inhabited cores of 50,000 or more inhabitants; suburbs are 
defined as areas adjacent to large towns of over 2,500 in-
habitants. All other areas are referred to as rural areas [1]. 

Distance from the nearest hospital or health center or 
emergency unit. This criterion is decisive in the management 
of critically ill patients. However, it is not only the distance 
in kilometers that is important, but also the time needed to 
transport the patient. This depends on driving speed, road 
quality, and weather conditions. The Canadian Association 
of Emergency Physicians defines rural areas as those where 
health care is provided primarily by family physicians and 
where specialist treatment is limited. The distance criterion 
is then used to divide rural areas into three types: rural iso-
lated, rural remote, and rural close areas, depending on the 
distance and time needed to transport a patient to a major 
regional hospital [11].

Professional isolation, opportunity to consult with other 
physicians, and additional requirements for education. Phy-
sicians in rural areas are more susceptible to professional 
isolation than those in urban areas. The smallest and most 
remote communities present particular challenges in terms 
of professional isolation and lack of professional support. 
Although the work itself may not differ much between the 
two very different geographical environments, the difficulty 
of work may vary. There is difficulty in cooperating with 
the local hospital, there is a lack of funding for the practice, 
and the practice is separated by a large distance from the 
more advanced care, referral, and specialist services. These 
are factors that affect professional isolation. Due to the lack 
of physicians in such areas, rural doctors provide a large 
amount of on-call and overtime duties. Despite the progress 
of information technology, physicians in rural areas are still 
deprived of conferences, workshops, and courses, because 
of the distance from places where this education takes place 
[10].
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Professional isolation affects patient safety. Apart from 
the reasons mention above, there is also less opportunity to 
consult with other physicians. This generates specific situa-
tions that can be dangerous for patients [12]. Wholey et al. 
also noted differences in professional errors between rural 
and urban hospital environment [13].

Social and economic status of the rural areas. The term 
“rural” is usually associated with an older population, more 
sparsely populated areas, and lower socioeconomic condi-
tions. The income of the population often depends on a single 
industrial sector that dominates the area [1]. The population 
in rural areas tends to decline, mainly due to the emigration 
of the younger population. Additionally, much of the rural 
population commutes. There are seasonal population move-
ments, with an increase during the tourist season [3]. In rural 
areas, the population is aging, which is associated with the 
aging of the population in general. The GDP in rural areas is 
smaller than in the country in general. The economy is based 
on primary (agriculture, forestry, and fishery) and secondary 
(industry, construction, and craft) sectors [4]. 

Accessibility of social, cultural and educational infra-
structure, employment opportunities for partners. Rural 
areas are characterized by a low number of cultural and 
social institutions, such as theatres, cinemas, art galleries, 
and libraries. They are also limited in the number and prox-
imity of educational institutions, such as primary schools, 
colleges, and universities. Access to facilities in another lo-
cation is often time consuming and expensive. This is also 
linked to fewer employment opportunities for partners and 
for children’s education. Single physicians also have fewer 
opportunities to meet partners in such an environment [10].

Health status of the rural population. Globally speak-
ing, the state of health of the rural population is worse that 
than of the urban population. In the European Union, be-
tween 5% and 41.5% of the population of rural areas works 
in a primary sector. This sector suffers from a large number 
of workplace injuries. There is also increased number of ac-
cidents involving vehicles and more suicides [4]. In rural 
areas, a large number of injuries occur in work in primary 
sector industries. There are also an increasing number of 
zoonoses, such as leptospirosis and diseases transmitted by 
mosquitoes and ticks. The rural population enjoys more al-
cohol and cigarettes [5].

Patients in rural areas have less choice of physicians 
[12]. In 2004, 9.4% of all Canadian physicians dealt with 
21.1% of the Canadian rural population [6].

Definition of rural by WHO  
and EURIPA

The World Health Organization (WHO), in a report 
named “Rural poverty and health systems in the WHO 
European region”, emphasizes that, for international com-
parison, the Organisation for Economic Co-operation and 
Development (OECD) regional typology permits regions to 
be classified as predominantly rural, intermediate, and pre-
dominantly urban. These classifications are based on criteria 
reflecting population density, regional population percent-

age living in rural communities, and the presence of large 
urban centers in a region. On EU levels, the definitions de-
veloped by the EC Directorate General for Regional Policy 
build on the OECD definition by considering accessibility to 
services [14].

The European Rural and Isolated Practitioners Associa-
tion (EURIPA) uses a grading system from the UK Depart-
ment for Environmental, Food, and Rural Affairs to define 
rural areas based on settlement type:

• Significantly Rural: districts with more than 37,000 
people, or more than 26% of their population in ru-
ral settlements and larger market towns;

• Rural 50: districts with at least 50% but less than 
80% of their population in rural settlements and 
larger market towns;

• Rural 80: districts with at least 80% of their popu-
lation in rural settlements and larger market towns 
[15].

Definition of rural practice in Slovenia

Slovenia is a central European country with a popula-
tion of 2,046,976 as of 1 January, 2010. Population density 
is 101.1 inhabitants per square kilometer [16]. There is no 
official definition of rural practice in Slovenia, but the most 
commonly used definition is that of the rural and remote 
section of the Family Medicine Society:

Rural and remote family practices in Slovenia are those 
practices located: 

a) in rural areas, outside larger settlements (in places 
with fewer than 5,000 inhabitants and places that 
are at least 15 km from major cities); or 

b) in a very rural, agricultural, mountainous, or sparse-
ly populated area; or 

c) in remote areas (> 20 km from the nearest hospital 
or emergency unit).

Many physicians in rural practices work in professional 
isolation; this term refers to the situation of a physician work-
ing alone or with a single family medicine physician within 
10 km. The practices where such physicians work may be 
branches of a larger health institution with its headquarters 
in a neighboring town, private practices, or independent 
health professionals [17].

Conclusion

No definition or criterion of rural practice is universal or 
covers all practices that could be classified as rural, espe-
cially when we consider different countries. The definition 
also depends on the purpose and need to which it applies 
[1]. Therefore, in deciding whether a certain practice is ru-
ral or not, we need to consider several criteria specific to 
a particular country and to take into account each practice 
separately.
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