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Rural Nursing is More Than Just Learning Tasks :
A Canadian Perspective

Kathryn Crooks”

“Health care in rural areas has unique requirements and challenges”(Long, Scharff, and Weinert, 1998)

When I married a farmer, little did I understand the consequences that would have for the career I was
entering as a new graduate clutching my nursing diploma. As one of the urban educated nurses of the early
1970’s I had never actually lived in a rural area. Moving to a farm and seeking work in the nearest hospital,
which was a 50 kilometer drive from my new home, was a culture shock that I am still amazed I survived. I
assumed that my urban college education would more than outfit me to work in a 25- bed acute care hospital
located in a small town in southern Alberta. I was hired to begin work on the night shift as soon as I returned
from my honeymoon. Not only had I never worked nights before, but I received absolutely no orientation to the
hospital prior to my first shift. Instead, I arrived the first night to find myself working with another registered
nurse who like me had graduated just weeks before. She at least had been working in the facility for about two
months, which placed her in the position of having to “teach me the ropes” . That first night is a blur in my
memory. I can only think this might be the resuit of selective recall on my part. I recollect something about a
laboring woman, sutures in emergency, a death, and chest pain, which I should clarify, was the patients not
mine. .

I remember the long drive home following that first night. It was a crisp autumn morning with the sky just
starting to get light. I also remember feeling scared and wondering how I could get myself out of working in that
place ever again. Needless to say, being the trooper I was in those days, I returned for the next night and the
next. Thus began my career as a staff nurse in rural health care. For the next eighteen years’ I worked in three
separate rural hospitals and an alcohol treatment center. By the time I left rural nursing, I was just starting to
believe that I had come to understand some of the finer points of being a rural nurse. Since I do not believe that I
am a particularly slow learner, I have to consider that there is something unique about rural nursing and that this
“something” makes nursing in a rural environment distinctive and not easily mastered.

Rural Canada

Canada is a vast montage of diverse weather, terrain, and population groups. Composed of ten provinces and
three territories, Canada stretches from the 49th parallel in the south, northward to the Arctic Circle, and from
the Atlantic Ocean in the east to the Pacific Ocean in the west. Despite this immense land mass, 2/3 of the
population of nearly 31 million people, reside in the provinces of Quebec and Ontario. While nearly 30 percent
of the Canadian population resides in rural and remote areas of this immense country, there is no singular
acceptable definition of what constitutes rural life (Pong et. al, 1999). The rural environment occupies 95
percent of the Canadian land mass and is inhabited by approximately nine million individuals (Kirby, 1999).
Some shifts in rural population have related to the de-population of established communities as young people
leave rural Canada for an urban life-style and those who remain in the community get older. However, certain
rural areas of the country are increasing in population. At the moment, the greatest number of inhabitants lives in
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the southern part of Canada close to the U.S. border (Central Intelligence Agency, 2003) however, shifts in rural
population have occurred northward as oil and natural gas was discovered and new settlements have sprung up
in territories formerly occupied by Canada’s First Nations people. For example in the north-south corridor
between Calgary and Edmonton, in the province of Alberta (Statistics Canada, 2003), the rural population has
actually increased greatly. This corridor is rich in oil, gas, and agricultural revenue and is within easy driving
distance from two large metropolitan areas.

Despite the inability to define what is rural and what is not, a study of the available literature, demonstrates
that over the past 10 years the nature of residing in a rural landscape is unique and distinct from the urban
culture. While each Canadian rural community exhibits an exclusive dimension distinct to its particular
population, there are shared beliefs, values, attitudes, and concerns that provide for identification of a collective
cultural designation (Bushy, 2000).

Rural Health

One of the key features of the rural cultural designation relates to the nature of health and health care
resources. On television, in the movies and in magazines, the rural environment is portrayed as a place to escape
and find clean air and green grass. Most media representations disregard the fact that much of the rural
environment can be dangerous and hazardous to individual health. While there are many affluent communities
that are located close to urban areas, the more distant a community is from an urban environment the less
prosperous it tends to be (Kinsley, 2002). This situation has an immediate impact on the health and well-being
of those rural residents. For example, in a survey conducted in Quebec, it was found there was a steady decline
in personal health as individuals moved outward from communities bordering urban areas (Pong et al, 1999).
Moreover, residents of small rural Canadian communities are found to have higher infant mortality rates
(Kinsley), a shorter life expectancy as well as higher rates of long-term disability and chronic illness than urban

dwellers (Pong et al).

Determinants of Rural Health

Agriculture, followed closely by mining, forestry, and fishing, has been identified as one of the most
dangerous occupations, not only for its incidence of injury, but for the residual effects of long-term exposure to
chemicals, pollutants, and the elements. Wright (1993), in one of the early works regarding rural nursing,
identified not only singular issues related to agriculture but the collective concerns related to the extreme level
of injury and illness experienced by family's who live on the farm.

Rural populations in Canada demonstrate an over-representation of senior citizens, children, and individuals
under the age of 20 years (Kirby, 1999). Persons residing in rural communities are noted to have less formal
education as well as correspondingly high levels of unemployment (Kirby). One result of this demographic
disparity is a reduced contribution to the economic infrastructure of a community yet an increased need for the
type of services supported by a sound economic base.

More than one-half of Canada’s 1.4 million First Nations People live in rural areas (Kirby; Kinsley, 2002).
First Nations People in Canada demonstrate an array of specific health concerns that stem from such things as
poverty, chronic unemployment, and deficient housing (Kinsley). Moreover, First Nations people, known to be
statistically younger than the remainder of the Canadian population, are also increasing at double the rate of the
rest of the country (Kinsley). This rapid growth increases the urgency to ameliorate the negative impact of
health related social issues as well as to insure increased access to health care for all rural residents.

Specific Health Problems
The Kirby Report (1999) points out the lack of information on the health of rural Canadians. From
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information that is available, it is known that there are health concerns that are distinctive to rural environments.
In Alberta alone, there were 1376 farm injuries reported in 2003 (Government of Alberta, 2004a). Farming and
mining are related to an increased incidence of various cancers (Pong et. al, 1999). Rates of alcohol
consumption, smoking, physical inactivity, and obesity are higher than the national average in parts of rural
Canada (Kinsley, 2002). Domestic violence, while a problem in urban areas, is even more of a concern in rural
areas because of distance from services (Scott, 1995). In addition, in rural areas, because income is frequently
directly related to place of residence, that is farm or town, the victim of domestic violence may lack the personal
economic resources to leave the abusive situation.

Children living in crop-growing areas have been found to have a high frequency of asthma (Dickinson, Denis,
& Li, 1995), while rural First Nations children have been noted to have a high incidence of exposure to second
hand smoke (Hemmelgarn & Ernst, 1997). Access to safe drinking water is a concern for many people in rural
and remote parts of Canada (Kinsley). Much of the concern regarding rural health and rural health care relates to
the accessibility of rural Canadians to appropriate providers (Canadian Policy Research Networks, 2001).

Access to Health Care

The majority of rural Canadians have expressed concern regarding the inability to access appropriate health
services without traveling great distances (Kinsley, 2002). For example, in northern and remote regions of the
country many residents live more than 100 kilometers from health care services (Kinsley). Because the majority
of nurses and other health care providers are concentrated in the more populated regions in southern portions of
the country, the rural population, which often requires urgent health care, is chronically underserved (Kinsley).
It is essential to understand however, that though the majority of Canadians reside close to the American border,
there are vast expanses of under populated regions even in the southern parts of this sparsely populated country
(Central Intelligence Agency (CIA), 2003). Moreover, it is known that while 30 percent of the Canadian
population resides in rural and remote areas, only 18 percent of registered nurses practice in these areas leaving
a large number of rural residents severely underserved (Kinsley). It is likely that this situation will become more
acute as the country experiences a severe shortage of registered nurses.

The Nursing Shortage

Over 10 years of government cutbacks in health care, nurses entering the workforce at an older age, and fewer
people entering the profession has created an overall deficit of nurses predicted to reach 78,000 by 2011
(Canadian Nurses Association, 2002). The Canadian Nurses Association (2005) reports that one in three nurses
will reach retirement age within the next five years. The increasing age of all nurses has had a negative impact

on rural areas and what was once a relatively stable workforce is faced with engaging in efforts to recruit new
staff.

Changing Times

Bushy (2000), points out that “nursing practice in rural environments are very similar in Canada, the United
States, and Australia” (p. 236).Despite a long history, rural health care and particularly rural nursing are recent
additions to scholarly inquiry. Rural nursing has been written about for approximately 15 years with the majority
of the information coming from the United States and Australia. I was introduced to this literature ten years ago.
At the time, I was the only nurse with rural nursing experience in the faculty where I work, and so I was asked to
be involved in the development of a course in rural nursing for the proposed undergraduate curriculum of a
generic baccalaureate program. While I was excited about the prospect, I must say conducting a literature search
was frustrating because of the paucity of information. The first thing I came across was an article entitled Rural
Nursing: Developing the Theory Base. This piece of writing provided substantiation for me and all the other
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rural nurses who felt like the “poor relations” of the nursing profession. Despite many an urban nursing
specialist’s attempts to make me and other rural nurses feel that the care given in our facilities was second best,
we knew we made a difference. Finally, this difference was being recognized, and theories relevant to its
existence were being discussed. Scharff (1999) identifies that the desire by rural nurses to be recognized
“...stems from the frequent, albeit unintended, distortion of truth about rural nursing communicated by those
who do not fully understand what it means to walk a mile in a rural nurse’s duty shoes” (p. 20).

Long and Weinert (1989/1999) point out that though rural nursing shares much in common with other areas
within the profession, it is the “intersections ... the dimensions ... the philosophy ... responsibilities, functions,
roles, ... skills, ...boundaries ...” (p. 14) that make rural nursing distinct from its urban cousin.

Extended Roles

Diffusion of roles, driven by necessity, describes the ability of rural nurses to assume other than the nursing
role, and is one of the hallmarks of rural nursing practice (Long & Weinert, 1989). In remote northern parts of
Canada, nurses frequently take on an advanced practice/nurse practitioner role providing medical care to
patients because of the scarcity of physicians. Even in the more populated southern parts of the country, rural
facilities, from time to time, have limited access to medical resources as well as a deficiency of allied health
personnel.

Nurses in rural facilities in Canada often perform the functions of respiratory therapist, physiotherapist, unit
clerk, pharmacist, and cleaning personnel. Health care cutbacks, coupled with a limited supply of certain allied
health personnel, make round the clock access difficult. As a result, nurses are pressed into fulfilling these tasks.
All of these duties are interspersed with the regular nursing role of providing safe, ethical, quality patient care.
As human resources in rural areas become increasingly scarce, concerns surrounding role diversification
become more obvious. One of the primary concerns related to role diversification of rural nurses relates to the
lack of peer support with little or no support to obtain the necessary skills (Bushy, 2000).

Emerging Technology and Education

Scarcity of resources impacts the nurse in other ways as well. Distance from services routinely creates
concerns for the nurse related to updating existing skill sets or acquiring new skills. Increasing technology has
provided nurses access to higher education in the form of theoretical content. However, access to updating
existing skills or acquisition of additional skills continues to be a problem. Telehealth as it presently exists with
interactive video does not generally assist with this problem. The reason for this relates to the difficulty in
becoming competent when utilizing equipment if given limited opportunities to work with the equipment.
Emerging technologies in patient care mean that the rural nurse must keep abreast of changes and new ways of
providing care because it is usually the nurse who must teach the patient and family how to use the equipment
(Bushy, 2000), or to “trouble shoot” should the equipment malfunction. Bushy points out rural nurses must
become proficient with increasing technology because of the “corresponding increase in the number of legal,
ethical, financial, and policy issues” (p. 240) that results.

Opportunities for simulation are essential but the expense associated with the purchase of simulation
equipment or for staff to travel to centralized equipment is often prohibitive. With staff shortages it is becoming
more difficult for nurses to get time away from work to attend simulation sessions in centralized areas.
Additionally at the moment most simulation equipment does not incorporate nursing specific situations
therefore its use is limited to advanced cardiac life support sessions.

The centralization of educational resources in urban health regions has created a situation in which there is a
tendency to forget the unique nature of rural health and rural nursing particularly in an effort to cut costs. It is
essential that each centralized health region that encompasses a rural area must have educators that are familiar
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with the distinctive facets of rural health and nursing so that both staff and patients are well served.

The rural nurse routinely provides care to patients from across the lifespan with a variety of diagnosis and
health conditions (Bushy, 2000). Rural nurses have the quintessential generalist practice (Bushy, Scharff, 1998)
and are described as expert generalists (Long & Weinert, 1998). The blurring of boundaries and the blending
and extending of roles that occur in rural practice require the nurse to have a broad range of knowledge and
skills facilitated by a large measure of flexibility. Hegney et al (1997) point out that” ...it is feasible that a nurse
would utilize knowledge and skills related to midwifery, accident and emergency, pediatrics, medical nursing,
surgical nursing and operating theaters in any one shift” (p. 82).

Some of the literature on rural nursing suggests that because much of rural practice is of an advanced nature it
is essential that those that practice in this environment be prepared at a post-graduate level. The reality however
is much different. The majority of nurses working in rural Canada do not have post-graduate degrees. In fact as
of the year 2000, only 18 percent of rural nurses had obtained a bachelor’s degree in nursing as their highest
level of education (CIHI, 2002). While access to graduate education is becoming more convenient, frequently
issues related to home, family, and finances prevent many rural nurses from taking advantage of these
opportunities.

More Than Just Tasks

Relational Concepts

Despite the presence of extended roles and a generalist practice, the foundation of nursing practice is not
essentially different in urban or rural settings. However, there is a sense of community integration in rural that
sets apart the two entities (Hegney et al., 1997; Scharff, 1998).

The core of all nursing is care, and care is the substance of the relationship between nurse and patient;
consequently what happens in the core of rural nursing is something apart from what happens at the core of
nursing anywhere else (Scharff, 1998, p. 20).

The strength of the relationship between the nurse and the patient is frequently the result of a prior association.
Often, rural nurses have an existing close relationship such as neighbor, friend or relative. Even if the
relationship only extends as far as a sense of belonging to the same community, an association exists. This event
is often called a “dual relationship” and occurs because in most rural communities, people are at least acquainted
with each other (Bushy, 2000). Many rural nurses express the benefit of having at least a degree of prior
knowledge about the patient. They believe the existence of a dual relationship with the patient adds a contextual
dimension to care that is absent in an urban setting (Rosenthal, 1996). MacLeod (1999) suggests it is the
“...personal dimension that figures prominently in their ability to provide high quality care to a wide range of
people” (p. 170). The visibility and familiarity encountered because of a dual relationship provide a foundation
for the intimate therapeutic relationship that features so prominently in the recent general nursing literature. The
dual relationship however does create an additional source of stress to the nurse who is often expected to provide
care for a neighbor, friend, or family member (MacLeod, 1999). The additional stress, experienced from the
existence of dual relationships are often the elements that new nurses are not prepared to experience. The
literature supports the notion that more people are unsuccessful in their careers through lack of interpersonal
skills than for any other reason. It is only in the past 15 to 20 years that many schools of nursing have provided
courses that set out to enhance these relational skills in their students. It is interesting to consider why this might
be the case particularly when these skills are so vital to a successful nurse-patient relationship.

The relational concepts, which assist the rural nurse in developing a deep therapeutic association, require the
presence of so called “soft-skills” such as warmth, empathy, genuineness and respect (Balzer-Riley, 1998).
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These “soft-skills” are often undervalued, in present day western society, which continues to value detachment
and disconnection (Crooks, 2001, p. 19). Moreover, the “soft-skills” do not lend themselves to study in a society
such as Canada that continues to value quantifiable “hard” evidence. The “soft-skills” ultimately are, regulated
to a subordinate position despite the fact that they play such a vital role in providing safe patient care. I find it
interesting that this paradox is present in a practice such as nursing, which claims to value not only subjective
knowledge (Crooks) but to place a high value on the relational concepts such as caring. In the nursing
profession in Canada, status is given to those elements that are closely aligned with the practice of medicine.
For example, someone who works in an emergency department, works in an intensive care unit, or functions as
a nurse practitioner is assured higher status then the nurse who works with a geriatric population. It is
unfortunate that something as foundational to nursing as the caring nurse-patient relationship is relegated to a
lower status then the ability to perform various psychomotor functions.

I believe the nurse’s ability to navigate relational concepts insures the success or failure of nurses in the rural
setting. While, Kenny and Duckett (2003) suggest assessment skills, mental health knowledge, advanced cardiac
life-support, and management and leadership skills are essential for the new graduate in a rural setting; I would
add that an understanding of the relational component of rural nursing, that is the dual relationships and the lack
of anonymity, is also vital to successful practice in the rural setting. One of the best ways for graduate nurses to
fully understand the unique nature of rural relational concepts is to become immersed in a rural community at
some point during their nursing education. Forneris (2004) notes that students come to understand through the
experience of interacting within a context. Murphy et al. (1995) suggests that a positive rural nursing experience
for students increases the likelihood of the student choosing rural nursing as a career following graduation. In
Canada, despite the large rural population, only 43 percent of nursing programs, at the basic or graduate level,
actually provide courses specific to rural health or nursing (Minore et al., 2001). The University of Calgary
program at the Medicine Hat College site is one of the few programs that provide a required rural nursing theory
and practicum course at the foundational level.

Rural nursing and gerontology form the focus of the Medicine Hat College curriculum (University of Calgary
degree at the Medicine Hat College site). Students receive instruction in biology, microbiology, psychology,
sociology, health assessment, therapeutic communication, medicine, surgery, gerontology, obstetrics, mental
health, community nursing, health education, nursing research, philosophy, and statistics before they enter into
the rural nursing course at the end of their third year of education. They must have successfully completed all
other course requirements to enter into the rural nursing course. Emphasis is placed on evidenced based practice
throughout the program and health promotion and illness prevention themes are evident in all courses as is
reference to pertinent elements of rural health.

The rural nursing course consists of 39 hours of theory, taught in a block format i.e. the students spend most
of the day in class for a period of 5-7 days. The content is divided into five themes: “What is Rural”, “Rural
Populations”, “The Rural Nurse”, “Issues in Rural Health Care” and “Rural Environmental Issues”

The teaching strategies utilized consist of selected readings that are updated yearly; guest speakers (e. g. a
community health nurse dealing with an ethnically diverse population, an addictions counselor who works with
troubled youth, and a nurse practitioner who works in a primary health care setting) may be invited to come and
speak to the students; lecture, class discussion, and case studies, are also utilized.

In the theory course there is an emphasis on personal exploration of issues which culminates in the students
choosing a rural topic to debate — topics are selected from a group of issues that are current to rural health.
Students are expected to seek resources and information to help develop their argument. The list of topics
changes from year to year depending on what is currently a concern for rural health care. One group of students
is expected to assume the positive side of the argument and the other group the negative. This makes for a lively
exchange and occurs the day before they leave for their practicum experience.

13
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Individual examination of the meaning of rural nursing in relation to personal values and beliefs is essential
for the students if they are to successfully deal with the relational concepts that are a crucial aspect of rural
nursing practice. To facilitate this process, students are placed in a rural acute care or home care setting for 195
hours of practicum experience. Students are precepted by a Registered Nurse that is an employee of the
practicum site. Students are given 7 aims that are to be fulfilled during this experience. Students are expected to:

- Gain an understanding of rural culture by exploring the nature of a rural community.

- Integrate the understanding of rural culture with the nursing of individuals and families in rural settings.
- Experience the concepts of rural nursing as they apply to a variety of settings.

- Engage in the nursing care of rural individuals and families.

- Integrate previous learning with the concepts specific to nursing practice in a rural environment.

- Integrate research on rural health and nursing into practice.

While there is ample opportunity for the students to practice skills and tasks, the emphasis of the course is on
the exploration of the community and personal values and beliefs related to the aspects of rural that have been
introduced in class. This process is facilitated by:

- Choosing two of the broad determinants of health and writing an 8 page scholarly paper outlining any
disparities in health that occur because of the rural setting. Students are expected to use appropriate
examples of this disparity from the community in which they are doing their rural placement as well as to
provide suggestions that would enhance the health and well-being of that particular rural population.

- Reflection on experience has been identified as a means of connecting theory to practice and solidifying new
knowledge (Forneris, 2004). To facilitate this students are asked to choose two significant events during
their rural practicum that made them think “...this is what rural nursing is all about”. They are to analyze the
event and find out what the rural literature suggests about the event.

- Each student is expected to have weekly contact with the faculty advisor. The nature of the contact should be
related to the way the student is meeting the course aims through the practicum experience. Therefore all
entries are to be related to rural theory.

These 3 essential elements are all tied to the culminating assignment, which consists of a poster presentation
related to their experience of being immersed in the rural community for the past 6 weeks. Students are asked to
outline their experiences as themes and illustrate those themes by developing a poster presentation. Students
who have been placed in the same region are encouraged to work together on the poster. The poster is then
displayed and judged by the 3 instructors involved in the practicum portion of the course as well as 3 guest
judges — these are usually the nurse managers from various rural sites within the region. The posters are
displayed in the lobby of the college and because this event usually happens during Rural Health Week
representatives from the media are invited to come and speak with students and discuss their posters.

During the practicum the faculty advisor makes one trip to the site if possible (depends on location) or makes
phone contact with the preceptor and student. This can be time consuming because of the distance traveled but is
necessary particularly when we utilize a site for the first time. Although preceptors and students are provided
with a resource manual it is often necessary to reinforce the information or to answer questions that the
preceptor might have. Many preceptors also indicate that it is much easier to contact one of the faculty advisors
once they have met them in person. Students also indicate that they enjoy a visit from the faculty advisor —
sometimes because they just need to see someone familiar and sometimes to proudly display all they have
learned in their rural site. Student clinical performance is evaluated by the advisor and the preceptor with input
from the student. Faculty advisors are available to the preceptor and the student 24/7 either by phone, computer,
or site visit. If a student is experiencing difficulty in the site, they are removed and brought to a site closer to the
college. On the evaluation form there are elements that are considered crucial to patient safety. If the student
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fails to meet any of these crucial elements they will fail the course.

The rural nursing course consistently evaluates well with students. Students experience a tremendous growth
in confidence related to their knowledge level and ability. This is the first time students are percepted by a staff
member without the on-site presence of an instructor and students appreciate this opportunity for personal
growth.

- “This experience has given me a great opportunity for personal growth”.

+ “Now I really know I can think like a nurse”.

- “I was scared when the rotation first started but now my confidence is through the roof”.
- “this is the best course yet”.

Preceptors indicate appreciation for the students’ ability to communicate with patients, perform psychomotor
skills, and to organize and prioritize patient care. Many of the preceptors also express approval for a rural
nursing course at the undergraduate level as a means of preparing nurses to face the peculiarities of living and
working in a rural community. Key to this approval is the recognition of the necessity of experiencing the
relational elements of rural nursing as a means of promoting recruitment and retention of nurses in the rural
setting. Preceptors find that the experience of being a rural preceptor is beneficial to them as well. For example
they make statements such as:

“I find it very rewarding to be able to share some of my experiences with students. Being a rural nurse has
unique challenges and it is great to share this with the student”.

“Having a nursing student helps me to keep up with skills and new theory”.

“I learned to appreciate a young student’s nursing heart. I hope I inspired her to continue with life long
learning”.

“I enjoyed the role of teacher, and I also learned a lot from the students fresh take on ideas”.

“It was a pleasure to have a student come to our rural hospital who felt that rural nursing was something
special. From her comments I gathered that the uniqueness of rural nursing was conveyed to her through her
class on rural nursing prior to coming to our facility”.

“We enjoy having students as they teach us as we are teaching them — we also learn new things”.

Following completion of the rural course, students spend one more 13 week semester doing an advanced
consolidation experience. During this same time they also take a 39 hour theory course in management, as well
as another 39 hour course in trends and issues in nursing. Both of these courses are via a distance education
format utilizing the blackboard computer system.

The rural nursing course, in its present manifestation, has been in progress for the past three years. Preceptors
and students are asked to evaluate their experience and provide suggestions for course improvement. Each year
it is taught there have been changes made to the readings, the course content, the teaching strategies used, and
the assignments used to evaluate the students. This course will continue to evolve as the years go by and as the
understanding of rural health and rural nursing increases in Canada. Because there is so little information
available in Canada regarding rural health and rural nursing it has been possible for our program to take a
concept and develop an entire curriculum around that concept.

While we have information regarding student and preceptor satisfaction about the course we presently do not
have any data that tells us which of these students are working in a rural facility and if taking the course helped
them to choose this option. This is an area of evaluation that I would like to take on as soon as I finish my

doctoral work because I believe it will help us to strengthen this course.
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Educational Effects of Dispatch of Nurses to Hospitals in Rural Area,
on their Nursing Practice Competence
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Sanae HARUYAMA?, Kumiko SUZUKI?

INTRODUCTION

The purpose of this research is to clarify educational effects of dispatch of nurses of Jichi Medical School
Hospital to local hospitals in rural area by examining experiences of those who participated in the dispatch
program.

Jichi Medical School was established in 1972 in order to ensure and improve the level of medical services
provided in remote areas where medical resources are scarce. The aim of the school is to turn out humane
doctors with highly advanced clinical skills, and to make progress in medical science and in the promotion of
community health.

Jichi Medical School Hospital was opened in April, 1974 as a teaching hospital. It provides residents in the
area with comprehensive medical services and also works as a teaching unit for our students. Now it is with
1,082 beds, 31 specialties with nursing staff approximately 900. Starting from 1990, the hospital sends nurses
for one to two years to some of the Jichi Medical School related hospitals near by and rural area. In 2004, nurses
were dispatched to 8 different hospitals.

The primary aim of the dispatch is to improve nursing practice and management competence of those who are
sent. For that purpose, the candidates for dispatch are limited for junior nurses who have been working more
than two years and those who are management staffs such as head nurses and chefs. We have heard many voices
from those who participated in the program that they had excellent experiences. However, we have not clarified
what they have learned from nursing experiences in the hospitals in rural area and what are the effects given to
their nursing practice abilities. To clarify this would give us important resources to place the dispatch program in
the life long education program of our hospital which necessary to create carrier rudder for nurses according to
the founding idea of the Jichi Medical School.

METHODS
Subjects

The subjects were those who gave us consent of participating in the research out of 84 nurses who were
dispatched certain period to local hospitals in rural area from our hospital.

Data collection and Data analysis

We took two surveys in order to summarize various experiences participants learn through the dispatch.

First survey was self administrated open question survey about nursing experiences at the hospital they were
dispatched in order to grasp whole picture of what they have learn. Two questions, “Contents of the nursing
experiences at the place where you were dispatched” and “What you have gained or leaned through dispatch”
were open ended questions.

Y Jichi Medical School Hospital
2 School of Nursing, Jichi Medical University
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Contents of nursing experience at the place dispatched and what the person have learn through dispatch were
extracted from the answers and classified according to the framework of 19 items of nursing practice
competence according to the “Achievement goals of university graduates for enrichment of nursing practice
competence” (Figure) which was reported on March 2004 at the “Committee to Examine State of Nursing
Education”, called by the Ministry of Education. The nineteen practical abilities were divided into 5 categories
and each category contains precise items. While more and more nurses will be educated in university revel, we
can regard these nineteen items as the basis for the nursing practice competence. For that reason, we used this
framework to examine the nursing practice competence of our research participants. Valid responses came from
72 respondents. Collection ratio was 85.7%. Contents of what have experienced and learn were classified into
48 items (Table 1).

At the first survey, “What were negative points about dispatch” and “Your opinion and request for the
dispatch program” were asked as open question. The data was analyzed qualitatively and five tasks of dispatch

program were classified.

competence

Osupport to help decision making of clients
Oto form supportive relationship with people in various age groups and
various background

(Group I : Competence to practice

Osupport action based on respect of human dignity and human rights protection
basic human care

Onursing assessment of developmental stages and health status of clients
Onursing assessment of health living in community life
Qappropriate performance of basic nursing skills

1 Onursing planning, intervention and evaluation

Group Il : Competence to practice
planned nursing care

Osupport for health promotion and prevention of ilness
QOsupport for the growth of next generation

Group Il : Competence to practice Orecuperation support for people with chronic illnesses
with people with specific health Orecuperation support
problems Osupport for health crisis intervention
Osupport and decision making about support tasks and care for the health living of
elderly

Osupport for people in terminal care

Oteam collaboration among nurses and health, medical, social welfare care providers

Onursing practice within the health care providing organizations

Group IV : Competence to coordinate
caring conditions and team-work

] Onursing function to help building care systems of the community

from practices Olearning to improve specialty while nursing practice

[Group V : Basic competence to learn 1 Ocollecting and applying research findings related to enrichment of nursing practice

Figure. Component of nursing practice competence
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Table 1. Learning experience which was important for itself

Staff Nurse Others
Total (N=57
Contents of learning experience (N=38) (N=19) g QST
Al % [A] % [A]l %
I . Ability to practice basic human care
1| Formed relationships with people of various age groups 14 36.8%| 8| 421% 22| 38.6%
2| Grasped thoughts and intentions of patients and their families 9] 23.7% 8] 421% 17| 29.8%
Il . Ability to operate planned nursing care
3| Experienced nursing techniques never have performed before 271 71.1% 3] 15.8% 30| 52.6%
4| Widened knowledge necessary for nursing 221 57.9% 5| 26.3% 27| 47.4%
5| Experienced nursing practices rarely experienced in Jichi Medical School 18] 47.4% 2| 10.5% 20| 35.1%
Widened view to assess daily life, family |ife and community |ife of
6 patients and their families 10| 26.3% 6] 31.6% 16| 28.1%
7| Gained awareness on dangers and risk-management on nursing practice 6] 158% 6] 31.6% 12| 21.1%
8| Took care of patients in various developmental stages ol 237% 2| 105% 11 19.3%
Recognized importance of applying nursing technique with understanding its
9 aim, need and method 4 10.5% 1 5.3% 5 8.8%
IT. Ability to practice with pepple with various health problems and various health status
10 l?:?zglggczlz:r?;c|3|on making about support tasks and care for the healthy 8l 211% 5| 2634l 13| 228%
11|Experienced nursing for patients and their families with various health 9] 23.7% 3| 15.8% 12| 21.1%
12|Experience of nursing at the time of emergency conveyance 6 15.8% 5 26.3%] 11 19.3%
13|Deepened attention for the recuperation after hospital discharge 6] 15.8% 5 26.3% 11 19.3%
14|Experience of nursing for people in terminal care 8 211% 2 10.5% 10 17.5%
15| Experience of assistance for a mother and a child in pregnancy/delivery 9l 237% O 00% 9 158%
16 sli':iﬂ:;:g:ce of emotional crisis intervention and handling of emergency 4 1054 4 211 8 140%
17| Experience of |ife crisis intervention and handling of emergency situation 6] 15.8% 1 53% 7| 12.3%
18| Experience of nursing for people in convalescence 5 13.2%| 1 5,3%, 6 10.5%
19| Experienced nursing patients and their families with various treatment 3 7.9%| 1 53% 4 7.0%
20| Experience of recuperation support for people after hospital discharge 2 5.3$ﬂ 21 105% 4 7.0%
Experience of support for the maintenance and improvement of health and
21 prevention of health problems 0 0.0% 3] 158% 3 5.3%
22| Experience of recuperation support for people with chronic ilInesses 3 79% O 00% 3 5.3%|
IV _Ability to provide care and to support team—work
Experience of evaluating quality, providing method, and organization of l
23 nursing service of Jichi Medical School hospital objectively 18| 47.4% 9| 474% 21| 474%
24| Experience of various works accompanied with medical services 13 34.2% 7 36.8%| 20 35.1%
Peculiar working experiences at health care providing organization which
25 consist of few (restricted number of) nurses (professionals) 17| 44.7% 3| 15.8% 20 35.1%
Understanding the necessity to grasp existing condition of health care
26 resources of the community 8| 21.1% 5| 26.3% 13| 22.8%
27| More consciousness as a team member and recognition of responsible actions 6 15.8% 7| 36.8% 13] 22.8%
Experience of providing own opinion and views to discuss with other nursing
28 staffs and other professions in order to improve medical treatment and care 4 10.5% 9] 474% 13| 228%
29| Experience of supervision with regarding improvement of cost awareness 5] 13.2% 8| 42.1% 13| 22.8%
Understanding the formation and the present condition of management of
30 health care providing organizations 5 13.2% 7 36.8% 12| 21.1%
Experience of running and administrating health care service providing
31 organization as an administrative person 0 0.0% 12[ 632% 12] 21.1%
Reformed nursing service providing methods in own nursing service
32 organization (ward) 4] 10.5% 7| 36.8% 11 19.3%
Experience of cooperation and collaboration with other occupations for
33 satisfying the individual needs of patients and their families 5 13.2% 5 26.3% 10 17.5%
34|Understand the role of own health care providing organization in the 6] 158% 3| 158% 9 15.8%
Experience of administration and maintenance of systems at nursing service
35 providing organization (nursing department) 0 0.0% 9] 474% 9 158%
Experience of maintenance of in-hospital educational environment at nursing
36 service providing organization (nursing department) 1 2.6% 8| 42.1% 9 15.8%
37|Experience of activities toward improvement of care systems of the community 1 2.6% 6] 31.6% 7 12.3%
Understanding abilities desired for the nursing professionals in own health
38 care providing organizations 5| 132k 2| 105% 7 12.3%
Experience of administration and management at the nursing service
39 organization (ward) 1 2.6% 6] 31.6% 7| 12.3%
Experience of integration and maintenance of nursing standard at nursing
40 service providing organization (nursing department) 1 26% 6] 31.6% 7 12.3%
Deepened understanding of necessity of cooperation and collaboration
41 between nurses in order to satisfy individual needs of patients and their 3 7.9% 3 15.8% 6 10.5%
Experience of coordination with other sections of health care providing
42 organizations 0 00% 6| 31.6% 6/ 10.5%
Experience of participation in integration and improvement of services at
43 nursing service providing organization (nursing department) 0 00% 4 21.1% 4 7.0%
V. Ability for life—long improvement of specialty as a nursing profession
44) Strengthen the consciousness of occupational ethics as a nursing profession 7 18.4%! 4 21.1%) 11 19.3%|
45| Deepened understanding about nature and specialty of nursing 6] 158% 4| 21.1% 10| 17.5%
Understand what nursing professions should be (accumulation of nursing
46 practice experience and continuation of carrier |ife) 5 13.2% 3 15.8% 8 14.0%
Experience of demonstrate to analyze and solve tasks and questions in own
47 nursing practice 2 53% 2| 10.5% 4 7.0%
Deepened recognition of necessity of grasping own nursing practice and
48 related matters objectively 1 26% 0 0.0% 1 1.8%

20




Educational Effects of Dispatch of Nurses to Hospitals in Rural Area, on their Nursing Practice Competence

Next, the second survey, using self administrated questionnaire, asked about each of these 48 items whether it
was important or not in their own dispatch experiences. Among 84 candidates, participants were 81 people who
were working in our hospital and able to answer the questionnaires at the time of the research. Valid responses
came from 57 respondents. Collection ratio was 70.3%.

The second survey also asked about tasks of dispatch program whether it was necessary to improve or not.

Ethical Considerations

With the questionnaire, we have enclosed a letter explaining purpose of the study and acknowledged that they
agreed to participate on returning the filled questionnaire. The questionnaire was anonymous and it was clearly
indicated that no disadvantage would occur regardless of their answers. To open the envelopes and analyze the
questionnaires were administrated by faculties of the medical school nursing department. No administrators or

staffs of the hospital were involved.

RESULT
Characteristics of the respondents

The average career experience was 9.0%7.1 years. Average length of dispatch was 1.310.7 years. Position at
the time of dispatch are nurse or midwife; 75.4%, and chef, chef nurse or administrative position in the nursing
department; 24.6%. 93% of places dispatched were hospitals and lest were clinics etc.

Total number of learning experience classified by group
Group IV had most number of variety and Group I, II, V, I are follow. Group IV had most accumulative
number of answers and Group IV, I, [, I, V, are follow.

The contents of learning experience related to nursing practice competence of each group

The contents of learning experience related to Group I © Competence to practice basic human care” was “1.
Form relationships with people of various age groups” and “2. Understand thoughts and intentions of support
users.” About 40% and 30% each answered these items were important.

As for Group I : Competence to operate planned nursing care, 53% people answered “No.3, Experienced to
using techniques never have performed before” important. “No.4, Widened knowledge necessary for nursing”,
47%, “No.5, Experienced nursing practices rarely experienced in Jichi Medical School Hospital”, 35%, *“No.6,
Widened view to assess daily life, family life and community life of patients and their families”, 28%,

As for Group I ; Competence to practice with people with various health problems and various health status,
“No.10, Experience of decision making about support tasks and care for the healthy living of elderly”, 23%,
“No.11, Experienced nursing for patients and their families with various health problems”, 21%, “No.12,
Experience of nursing at the time of emergency conveyance” and “No.13, Deepened attention for the
recuperation after hospital discharge”, 19% were the top four.

As for Group IV ; Competence to provide care and to support team-work, about 50% answered “No.23,
Experience of evaluating quality, providing method, and organization of nursing service of Jichi Medical School
Hospital objectively” , about 35% answered “No.24, Experience of various works accompanied with medical
services” and “No.25, Peculiar working experiences at health care providing organization (a hospital, clinic,
etc.) which consist of few (restricted number of) nurses (professionals)” and about 23% answered “No.26,
Understanding the necessity to grasp existing condition of health care resources of the community”, “No.27,
More consciousness as a team member and recognition of responsible actions”, “No.28, Experience of
providing own opinion and views to discuss with other nurses and other professions in order to improve medical
treatment and care”, “No.29, Experience of supervision with regarding improvement of cost awareness” were
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the top seven.

As for Group V, 20 % of participants answered “No.44, Strengthen the consciousness of occupational ethics
as a nursing profession” important and 17.5% answered, “No.45, deepened understanding about nature and
specialty of nursing”.

Within these 48 items of learning experiences, all were selected as meaningful experience in some extend. In
the second survey, we have asked to write if they can think of any other learning experience besides listing but

no additional answers were returned.

Tasks regarding dispatch program (Table 2)

The content of the answer were sorted A. to clarify the purpose of dispatch:60%, B. Orientation before
dispatch and organizational preparation at the hospitals receiving:50%, C. Clarify positioning in career rudders
such as on what basis a person is nominated for dispatch and how the dispatch experience reflected to ones
career:44%, D. Follow-up of the person dispatched during the period such as mental support and to give
opportunities to participate in seminars: about 40%, E. Financial support for transfer: about 30% and F. Other.

Table 2. Takes regarding dispatch program
Staff Nurse Others

Tacks (N=38) (N=19) Total (N=57)
A % A % A %

A | To clarify the purpose of dispatch 201 526% 14| 73.7%| 34] 59.6%
Regarding orientation programs before dispatch and preparation of the

B hospital to receive personnel 20| 526% 8 42.1% 28] 49.1%
Clarify positioning of the dispatch program in career rudders. Ex. on what

C basis a person is nominated for dispatch and how the experience reflected to 141 36.8% 11 57.9%| 25| 43.9%
Support for the person dispatched during the period such as mental support

D and to provide opportunities to participate in seminars 14|  36.8% 9 47.4% 23 40.4%

E |financial support for transfer 10 26.3% 8l 421%| 18 31.6%

F__ |Other 7] 18.4% 1 53% 8] 14.0%

The result comparing group of nurses and midwives and group of chefs and person in administrative
positions (Table 1)

Let's look the result comparing group of nurses and midwives (from now on, call this group as STAFF) and
group of chefs and person in administrative positions (from now on, call this group as ADMINISTRATORS).

As for Group I, there were no differences.

As for Group I, most number of people (70%, 27 out of 38) answered “No.3, Experienced nursing
techniques never have performed before” and 60% answered “No.4, Widened knowledge necessary for nursing”
50%” No.5, Experienced nursing practices rarely experienced in Jichi Medical School Hospital”. among the
administrators, about 30% (6 people out of 19) answered “No.6, Widened view to assess daily life, family life
and community life of patients and their families”, and/or “No.7, More awareness on dangers and risk-
management on nursing practice” followed by “No.6, Widened view to assess daily life, family life and
community life of patients and their families”, 26%.

As for the Group III, 24% of Staffs answered “No.11, Experienced nursing for patients and their families with
various health problems” and “No.15, Experience of assistance for a mother and a child in pregnancy/delivery
term” important

Followed by 21%, “No.10, Experience of decision making about support tasks and care for the healthy living
of elderly” and “No.14, Experience of nursing for people in terminal care”. No one selected “No.21, Experience
of support for the maintenance and improvement of health and prevention of health problems” as important
learning experience. Among chiefs, head nurses and administrators, about 26% answered “No.10, Experience of
decision making about support tasks and care for the health living of elderly.” “No.12, Experience of nursing at
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the time of emergency conveyance.” and “No.13, Deepened attention for the recuperation after hospital
discharge.” as important learning experience. And 21% answered “No.16, Experience of emotional crisis
intervention and handling of emergency situation.” No one selected “No.15, Experience of assistance for a
mother and a child in pregnancy/delivery term” or “No.22, Experience of recuperation support for people with
chronic illnesses”.

As for the “Group IV, Competence to provide care and to support team-work”. Among staffs, about 50%
answered “No.23, Experience of evaluating quality, providing method, and organization of nursing service of
Jichi Medical School Hospital objectively” and about 45% answered “No.25, Peculiar working experiences at
health care providing organization (a hospital, clinic, etc.) which consist of few (restricted number of) nurses
(professionals)” and about 34% ‘“No.24, Experience of various works accompanied with medical services”.

No one selected “No.43, Experience of participation in integration and improvement of services at nursing
service providing organization (nursing department)”, “No.42, Experience of coordination with other sections of

99 &6

health care providing organizations”, “No.35, Experience of administration and maintenance of systems at
nursing service provider organization (nursing department)”, “No.31, Experience of running and administrating
at health care service provider organization as an administrative person”” Among administrators, 60% answered;
“No.31, Experience of running and administrating at health care service provider organization as an
administrative person” and 50% answered; “No.23, Experience of evaluating quality, providing method, and
organization of nursing service of Jichi Medical School Hospital objectively” “No.28, Experience of providing
own opinion and views to discuss with other nurses and other professions in order to improve medical treatment
and care” and “No.35, Experience of administration and maintenance of systems at nursing service provider
organization (nursing department)” and 42% answered; “No.29, Experience of supervision with regarding
improvement of cost awareness”, “No.36, Experience of maintenance of in-hospital educational environment at
nursing service provider organization (nursing department)”

The ratio of answers regarding Group V was same as the answers of whole group.

The Tasks of dispatch program comparing STAFF and ADMINISTRATORS (Table 2)

As for the tasks of dispatch program, about 50% of staffs answered “A. To clarify the purpose of dispatch”
and “B. Regarding orientation programs before dispatch and preparation to receive dispatched personnel at the
hospitals” need to be examined. Among administrators, 70% answered “A. To clarify the purpose of dispatch”
and 60% answered “C. Clarify positioning of the dispatch in career rudders such as to clarify on what basis a
person is nominated for dispatch and how the experience reflected to ones career” and 50% answered “D.
Support for the person dispatched during the period such as mental support and to provide opportunities to

participate in seminars”

Comparison accumulative number of cases between STAFF and ADMINISTRETORS

Among staffs, accumulative number of cases was 312 and about 30% are Group IV and II, about 20% are
Group II. Among administrators, accumulative number of cases was 218 and about 60% answered Group IV
and 15% Group 1.

DISCUSSION

1. The result from this study clarified the contents of the learning experience related to nursing practice
competence during dispatch program of Jichi Medical School Hospital as well as the fact that the nursing
experience provided by dispatch program has positive effect on improvement of nursing practice competence of
the participants. Most number of responses of the meaningful learning experiences was included in No.4 Group
“Competence to provide care and to build team-work”. The participants may have experienced this because the
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local community hospitals are so small compare to the Medical School Hospital where they were from, with
much less number of nurses and other professionals, they need to communicate, understand and coordinate each
other in order to facilitate nursing practice effectively.

Next to the Group I, many number of participants answered items in “Group II: Competence to operate
planned nursing care” and “Group III: Competence to practice with people with various health problems and
various health status” as important learning experiences.

Even at the Medical School Hospitals, these can be experienced by transfer to ward and so on, however, at the
local community hospitals, because they tend to be small and with limited number of professionals, dispatched
staff members could experience these learning opportunities to practice with people with various health
problems and various health status in limited time.

2. Among staff members, many people answered Group IV, Group II, and Group III. Among the administrators,
many people answered Group IV as important learning experience. From these results, we can see that it is
important to place the dispatch program in career development system which meets the founding idea of Jichi
Medical School Hospital. In order to do so, selection of the person dispatched should be considered in relation
with abilities need to be developed and experience of dispatch should have appropriate place in career rudder of
the person dispatched.

3. From the founding idea of Jichi Medical School Hospital, it is continuously important to support hospitals and
nursing professionals in rural area. Previous researches indicate nursing activities below should be advanced
nursing practice in rural clinics.
1) Nursing activities based on understanding of cooperative life in the community.
2) Cooperation with related organizations as a member of home care team.
3) To share health problem of residents and work together with public health nurses for health promotion of the
community population.
4) Support of the healthy living of community people as a near-by advising institution.
5) Quick and appropriate judgment on emergency situation and cooperation with larger hospitals.
From this view point, learning experiences listed such as;
“No.6, Widened view to assess daily life, family life and community life of patients and their families”
“No.27, More consciousness as a team member and recognition of responsible actions”
“No.28, Experience of providing own opinion and views to discuss with other nurses and other professions in
order to improve medical treatment and care”
“No.33, Experience of cooperation and collaboration with other occupations for satisfying the individual needs
of patients and their families”
“No.37, Experience of activities toward improvement of care systems of the community”
“No.12, Experience of nursing at the time of emergency conveyance”
“No.17, Experience of emotional crisis intervention and handling of emergency situation” are very important.

4. From this research, tasks of the dispatch program are clarified. Using this result as a base, the Medical School
Hospital should try to clarify the purposes of dispatch and have follow-up of the person dispatched during the
period of dispatch as well as to cooperate with the counterpart institutions in order to improve their systems of
receiving the dispatch staffs.
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BACKGROUND FOR THE ELDERLY CARE

In Europe the share of population over 60-year-olds will be doubled by the year 2025. The demographic
structure of Finland will age more rapidly during the next five years than that of any other EU Member State or
the USA. One reason is that subsequent generations in Finland have been exceptionally small. (STM 1999 b,
Statistics Finland 2002.) In the period of 2000-2010 the relative change in the age group over 65-year-olds will
be in Finland 18.1 per cent, in Sweden 12.6 per cent, average in the EU countries 12.6 per cent and in Japan 28.6
per cent. The United States has lower numbers than Finland or Japan. (Demographic Statistics 2000.) In Finland
life expectancy for males is 74.6 years and for females 81.5 years (Stakes 2003).

The majority of the elderly, 86 per cent of those at least 75-year-olds, live in an ordinary home. Living alone is
also common, for more than half of the women and nearly a quarter of the men over 75-year-olds live on their
own. Moreover, the hospitalisation period during an illness is increasingly shorter. All of these facts stress need
for new kind of services for the elderly. (STM 1999 b, 2001 a.)

In Finland nine out of ten people at least 75 years of age have some chronic disease or disability weakening
their functional capacity. The most common diseases affecting the elderly are cardiovascular diseases and
illnesses in the locomotors system, but also diabetes, cancers, stroke and dementia. However, elderly people in
Finland are interested in many things, and most of them lead an active life. Only one in ten Finnish aging people
feels bored for lack of things to do. The elderly in Finland participate in several social activities and social
interaction has an important meaning for the elderly. Loneliness and insecurity are still the appreciable problems
in Finland. More than one in three people of over 60-year-olds often or sometimes feel themselves lonely. In the
age group of over 80-year-olds the corresponding figure is one out of two. (Kitinoja & Hyyppa 1997, STM 1999
b.)

This presentation represents the elderly care in Finland. The presentation concentrates in clarifying the
methodology of supporting the independency of the elderly living at home.

SERVICES FOR THE ELDERLY IN FINLAND

In Finland in the production of social welfare and health care services the main priority is health management
and support for independent life. National framework for high-quality care and services for older people in
Finland emphasises home care, service housing and residential care for elderly people (STM 2001 b, Saranummi
2001).

The main type of services for supporting the independent living of the elderly in Finland are 1) support
services, 2) home help services and home nursing, 3) support for housing, 4) support for informal care and 5)
health services. Support services include services that promote coping in daily life activities and in social
interaction that means meals on wheels, day activities, transport and cleaning services and emergency

b Seinijoki Polytechnic, Finland, Manager of International Affairs (helli.kitinoja@seamk.fi)
2 Seingjoki Health Center, Finland, Care Manager
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telephones. Home help and home nursing services provide assistance when the client, owing to illness or
reduced functional capacity, needs help at home in order to cope with routine daily activities. Support for
housing includes renovations at older people’s ordinary homes and living in a service home or a group home
and getting there outside support and assistance on a daily basis. Support for informal care given by the
municipality includes support for family members caring their elderly. This support could be financial or
services that support the care. (STM 1999 b.)

In addition to offering long-term care and other services for the elderly the municipal health centre is usually
also responsible for the service of aid devices for the elderly. Elderly people can borrow the aid devices they
need, free of charge or by paying a small fee. The payment depends on the monthly income of the elderly. For
receiving specialized health care services in a Central or University hospital elderly people have to have a
referral from a health center doctor or a private medical doctor. (STM 1999 b.)

The health care in Finland can be divided into primary health care and specialized medical care. The
municipality-is responsible for providing primary health care and social welfare services for its residents. These
services are produced mainly by the municipality itself or together with neighbouring municipalities. In Finland
there are about 450 municipalities and altogether 265 health centres. The health center hospital treats people
who have fallen ill suddenly and provides care for patients, especially for elderly patients, transferred there for
follow-up or rehabilitation after specialized medical care. A large patient group in a health center hospital is
elderly people receiving long-term care. The municipality can also purchase services for instance from private
enterprises or from other municipalities. The proportion of social services purchased from private service-
providers is on the rise. The municipality must ensure that the principles, personnel, facilities and actions of the
service providers meet the required level of the quality of services. (STM 1999 a, b, Vaarama & Kautto 1999.)

Municipalities are responsible also for organizing specialized medical care. For that Finland is divided into 21
hospital districts. Each hospital district has a central hospital, five of which are university central hospitals
offering more demanding forms of specialized medical care. Each municipality belongs to one of the hospital
districts. Patients have to have a referral from a health centre doctor or from a private medical doctor to the
specialized medical care. In the central and university central hospitals there are 3.7 beds for every thousand
inhabitants, while in health center hospitals there are 4.5 beds for every thousand inhabitants. In 2000 the mean
length of stay in specialized somatic hospital was 4.6 days and in health centre about 33 days. (STM 1999 a, b,
Vaarama & Kautto 1999.)

The services of social welfare and health care are financed mainly (90 per cent) through public funds raised
by municipal and state taxation. At present clients finance about 14 per cent of the cost of home help services
for the elderly, about 10 per cent of the cost of health care services and about seven percent of the costs of
specialized health care. Concerning the services of old peoples homes client fees cover 20 percent of the costs.
All people resident in Finland are entitled to the benefits of health insurance. The health insurance contributions
are collected from earnings and pension income. Reimbursement for medications prescribed by doctors (about
40 per cent of the medication’s cost), for trips to consult a medical doctor, and for private doctors’ fees, the
costs of the treatment and tests they provide (under half of the costs), are paid from the health insurance. (STM
1999 b.)

INDEPENDENT LIVING AS A PURPOSE OF HOME CARE

Health centres are responsible for home nursing, which is besides day hospital care, one of the most important
health care services for dependent elderly people. The visits vary depending mainly of the age structure of the
municipality, as most of the people covered by home nursing visits are over 65. The amount of help needed by

elderly people depends on their health, family relations, living conditions and functional capacity. (Vaarama &
Kautto 1999.)
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The aim of the Finnish policy for the old-age is to promote well-being and health of the elderly people and to
support their independent living as long as possible whether they live at home or in an institution (“ageing in
place”). The Finnish National Recommendation for the Development of the Quality of Care and Services for
Older People is given by the Ministry of Social Affairs and Health and the Association of Finnish Local and
Regional Authorities in May 2001. National framework for high-quality care and services for older people in
Finland emphasises home care, service housing and residential care. The Finnish National Public Health
Programme “Health 2015” also underlines the importance of the continuous improvement of the average
functional capacity among people over 75 years old. Based on the results their functional capacity has improved
during the last 20 years. (STM 2001 a, b.)

The focus of health care in Finland has been shifted from specialized care to primary health care and from care
in an institution to non-institutional care. In 2001 there were in an institutional care 4.4 per cent of the elderly
over 65-year-old; in 1990 the corresponding number in Finland was 6.7 per cent. The share of elderly people
living in service housing has in turn increased especially during the 1990s. The amount of service recipients
among the elderly over 65-year-old has been stable during the last ten years; in 2001 it was 13.8 per cent. Also
the amount of the elderly living at their ordinary home has been stable. (Stakes 2003.)

Table 1. Service recipients among the elderly over 65-year-old in Finland in 2001

Services Service recipients among all over 65s (%)
Long-term inpatients in health center hospita 1.7
Long-term inpatients in specialized health care 0.1
Old peoples home 2.6
Service housing with 24-hour assistance 1.3
Service housing for the elderly 1.5
Regular home care services 6.6

Source: Stakes 2003

Some sort of assistance, provided for instance by the spouse, children or municipal home help and home
nursing services, is received by 36 per cent of the over 60-year-olds. Assistance provided by the spouse has
increased in the past few years, as has also assistance provided by neighbours and friends, although this is still
not very widespread. (STM 1999 b.) It is estimated from population surveys that about 25-36 per cent of people
over 65 years need some social or health care services, but only about five per cent of them are in severe need of
help. Based on earlier research, about 50 per cent of the over 75-year-olds need some services, 10 per cent of
them on a daily basis, and of those over 85-year-olds between 63 and 90 per cent need regular help with at least
some functions. (Vaarama & Kautto 1999.)

In Finland the individual and family focus are the strongest in public health nursing practice (Eriksson 1993,
Koponen 1997) and the community focus is more rare (Simoila 1994, Koponen 1997). Community focus is
existent especially for the PHNs working in small rural communities Koponen 1997). However, the work
orientation is changing more and more towards family and community focused care and the services will be
developed multiprofessionally based on the needs of the clients and the results of research (Vaittinen 1995,
Pelttari 1997). Home care of the client is based on his/her individual Care and Service Plan which is usually
prepared in a working group in collaboration with the client and his/her immediate family. The working group
usually includes a social worker, a home help worker and a home nurse, sometimes also a general practitioner.
Usually the home nurse coordinates home care and home nursing and he / she is working independently. The
monitoring and follow-up of home nursing is the responsibility of the client’s primary general practitioner at the
local health care centre (Care Work with Older People 2003).
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During recent years, the rehabilitative work approach has been strongly brought to the field of care work with
older people. Each care and nursing situation must be carried out in a way that recognises and mobilises the
client’s own resources as much as possible in all care settings. In practice this means that in any care and
nursing situation the client is encouraged to do everything he/she is capable of doing himself/herself. There are
three fundamental priorities of the care of older people, a client-centeredness and a holistic perspective to the
clients’ life situation and circumstances and family-centred care. (Care Work with Older People 2003.)

HOME TELECARE SERVICES FOR THE ELDERLY

Hospitals and health centres in Finland use widely computerised medical devices (e.g. EEG) and software
tools for data handling and communications (e.g. Electronic Patient Records, videoconferencing) (Mékeld &
Jarvinen & Heikkild 1996, Kitinoja et. al. 2002). The mobile use of clinical analysers is common, too. In these
mobile cases measured signals (e.g. blood glucose, pulse, blood pressure) will be transferred via GSM (Group
Special Mobile) network or telephone line to the home nurse or to the medical doctor. Mobile analysers are
mainly used in ambulances, home nursing and home care services and in home hospitals. There will also be a
growing number of clinical analysers used at home by patients themselves supporting independent living. Self-
measured results will be sent via Internet, telephone line or GSM links to the family doctor or home nurse. At
present 20 percent of the health care institutes in Finland use an e-mail consultation via the secure web. New
projects related to the development of the regional network systems support also the possibility to access
client’s own health information using secure web-services. (Kajander & Konttinen 1996, Gates & Hemingway
1999, Ministry of Social Affairs and Health 2001 a, Nyberg & Reponen 2001.) In this article home telecare
means using ICT-based applications in elderly home care.

Information and communication technology is already tested in elderly care support systems around the
world. Care via interactive video-telephone for the elderly has been tested in many countries. (Rooney &
Studenski & Roman 1997, Magnusson et. al. 1998, Wootton et. al. 1998, Johnston et. al. 2000, Arnaert &
Delesie 2001, Ezumi et.al. 2002.) Wheeler (1998) stated that the cost of the video-telephone intervention was
about two-thirds that of an on-site visit and it allowed the nurse to attend to between 10 and 20 more clients per
day. According to the study made in Japan (Ezumi et. al. 2002) the elderly people using video-phones every day
clearly expressed their satisfaction with the video-phone. It was also noted a perceived improvement in
functional independence and an increase in active communication in more than half of the subjects. According
to the study in USA (Johnston 2000) remote video technology in the home health care settings was shown to be
effective, well received by patients, capable of maintaining quality of care, and to have the potential for cost
savings. Financial assistance will be needed to create a viable and attractive video-phone network and telecare
services for frail elderly people living at home (Bratton & Cody 2000, Ezumi et. al. 2002). Local cable systems
have also been effective in creating high-quality telemedicine audio and video systems for the elderly at the
rural sites and individual patient profiles have shown improvement (Lindberg 1997). In a pilot study in USA
(Bratton & Cody 2000) the participants, generally healthy elderly residents, were pleased with the experience
they had with the computer system recording their vital signs.

According to the earlier studies user perceptions regarding home telecare are positive. In a study of Agrell,
Dahlberg and Jerant (2000) most of the elderly had either neutral (60%) or positive (33%) outlook regarding
home telecare already before their enrolment in the home telecare pilot project. Following enrolment, all the
respondents were either very satisfied (67%) or somewhat satisfied (33%) with services they had received.
Almost all of them (93%) were willing to receive home telecare services also in the future. Similar perceptions
of the elderly can be seen in the results of other various studies, too (Johnston et. al. 2000, Chae et. al. 2001,
Demiris & Speedie & Finkelstein 2001, Guillen et. al. 2002). Chae et. al. (2001) noticed that elderly living in
their homes were more satisfied with telecare than elderly in nursing homes. According to the study of Guillen
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et. al. (2002) medical staff was reasonably satisfied with how the telecare service supported their work. They
also agreed that an improved quality of health services was offered through telecare.

Based on the results of the comparative study in Finland and in Japan it seems that the elderly in Finland are
quite active in the area of getting information and learning. Most common is to watch TV, so is also in Japan.
This offers a new challenge for developing new kind of ICT-based applications for the home care of the elderly
and utilizing TV for that. Also according to the results of the earlier studies nearly all of at least 60-year-olds in
Finland read newspaper, listen to the radio and watch television. In this study, however, user perceptions
regarding devices for entertainment and regarding electronic exercise equipments are not very positive in
Finland, neither in Japan. (Kitinoja et. al. 2003.)

In the area of communication and interaction Japanese elderly need more assistance for independent living in
moving than the elderly in Finland. In a study made in five European countries 86 percent of the elderly required
help with transfer, too. (Magnusson et. al. 1998). Although Japanese elderly live usually with their family they
need support in contacting relatives and friends, and also medical staff. The elderly in Finland participate in
several social activities but in Japan it is not so common. However, based on the earlier studies social interaction
has an important meaning for the elderly both in Finland and in Japan (Kitinoja & Hyyppd 1997, Ministry of
Social Affairs and Health 1999, Kimura 2000). So, in this area there are also markets for new ICT-based elderly
care applications. Based on the results of this comparative study there are positive user attitudes in both
countries towards movement sensitive sensors installed at home and cameras connected to medical staff.
(Kitinoja et. al. 2003.)

In the management of medication and health there is a need for new elderly care applications and best
practices of home telecare in both countries. User perceptions are also positive in both countries regarding
devices that remind medication and treatments and also regarding electronic memory aids and sensors attached
to the person. According to the results of the study elderly people need support in the area of security, too. In
this study the user perceptions are most positive regarding home telecare applications related to security.
(Kitinoja et. al. 2003.)

Subjects in both countries showed an overall positive attitude towards using new ICT-based applications in
home care. For the elderly it was sometimes difficult to imagine the utilization of these applications but the
experienced interviewers helped them in that case. The findings are in agreement with the earlier studies
(Whitten et. al. 1998, Agrell et. al. 2000, Demiris et. al. 2000, Johnston et. al. 2000, Chae et. al. 2001, Guillen et.
al. 2002).

Gerontechnology is a new area of research and it has been developed in Europe in the early 1990’ s. Itis a
combination of gerontology, the scientific study of aging-related phenomena, and technology, the research and
development of industrial methods and products for gerontology. Gerontechnology is thus a multidisciplinary
and inter-professional science. It involves technological research from the perspective of gerontology and aims
at a good living and good working environment and conditions, as well as high level of care, based on the needs
of aging people. Gerontechnology combines technical solutions and services and through concentrating in
gerontechnology, the independent life of the elderly can be well supported. (Graafmans 1999, Kaakinen &
Tirmi 1999, Kuusi 2001, Saranummi 2001.) In gerontechnological research the primary target is opportunities
for care, information transfer and coping at home made available by modern technology (Ministry of Social
Affairs and Health 1999). According to Graafmans (1999) gerontechnology can be applied in the areas of 1)
information and learning, 2) communication and interaction, 3) aging and health and 4) security and quality of
life.

REGIONAL SEAMLESS SERVICES FOR THE ELDERLY
Home-living elderly people usually require care, support and assistance from a number of different
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professionals. Ideally, they are offered a seamless, high quality system of services. Their illness often entails
transfers from one organization to another; from home to health centre, from health centre to hospital and from
hospital back to health centre before their discharge. To ensure seamless, effective and safe services, the
organizations and professionals should focus on finding new action models. Special attention should be paid on
the (increasingly early) discharge of elderly people, which often results in re-hospitalization. Successful
seamless multiprofessional collaboration is needed not only during transfers between institutions, but also at
discharge. (Pihlaja 1991, Noro & Aro & Jylhd & Pohjolainen & Ruth 1992, Kitinoja & Hyyppi 1997, Heikkild
1998, Kitinoja et al. 2000, STM 2001 a, Seindjoen kaupunki 2003.) A seamless system consists of pathways of
specialized medical services, primary heaith care and social welfare services, based on the clients’ needs and
created by means of flexible teamwork. It seems that we are undergoing a shift from the organization-centred
provision of services towards seamless, client-centred service pathways. (Asikainen & Jaatinen & Sch?nroos
2000, STM 2001 c.)

The importance of creating an information system that enables the appropriate flow, availability and
management of relevant information is stressed by Korpela (1999). From the perspective of information
management, the care and service pathway can be seen as a body of information on the care and service process,
gathered according to pre-set criteria and necessary for the management, supervision and monitoring of the care
and service pathways. (Stakes 1999). The participants to this process should always be able to control the
situation, rcgardless of which unit is currently providing the care ot other services. In the ideal case, the client
can be unaware of the shifts from one organization to another. (STM 1998, Asikainen & Jaatinen & Schénroos
2000.)

To sum up, the purpose of regional information systems is to contribute to the provision of seamless health
and social services, which will, among other things, enhance the independent living and coping of elderly
citizens. The information systems will help to bridge the gap between specialized medical services and primary
health services, between public and private services and also between professionals, clients, families and other
members of the community. (STM 2001 b, Raportti Hallitukselle 2002, STM 2002.)

CONCLUSIONS

New information and communication technology (ICT) facilitates new practices of care, prevention and
health promotion, information transfer and seamless client centred care services and independent living at home.
A challenge is to develop ICT-based services especially for preventive health care and home care. In this way
time and other resources can be spared in home care, but the quality of home care can be improved, too. The
matching of appropriate technologies with corresponding customer needs is of prime importance if the objective
of promoting independent living is to be fulfilled. Based on the results of the studies the perceptions and beliefs
of the elderly concerning new technology are identified as positive. So this is an encouraging factor for planning
new ICT-based services and devices for home care nursing.
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The Activity Process of People’s Participation in an Isolated Island in Okinawa
— A Comparison with People’s Participation Models —

Akemi OHWAN, R.N., PH.N., D.H.Sc. » Shigeji MIYAGI, D.H.Sc. ?
Masayoshi SAKUGAWA, R.N., PH.N., M.N. V
Mineko OKAWA, R.N., PH.N., M.N. "

Abstract
Purpose : The purposes of this study are to clarify the five years activity process of people’s participation in an
isolated island in which “mutual assistance” is expected the most, to compare it with precedent people’s partici-

pation models, and to identify its characteristics.

Subjects : Hateruma Island was selected as the highest “mutual assistance” region. The population is 600, and
the rate of elders is 34.4%.

Methods : The research period was from September 1999 to December 2004. This was a participatory action
research. The data gathering was made through the visit in the island for attending the people’s meetings, inves-
tigations by questionnaires, attendance to medical-health-welfare activities and traditional events in the island.
The comparison with precedent people’s participation models were made with health promotion action models
and with participatory rural development methods.

Results and discussions :

1) The characteristic of the activity process of people’s participation in Hateruma Island was to make good use
of the superiorities of the isolated island, the high mutual assistance, between the people.

2) It contained Qimproving of infrastructure for people’s participation first (organizing a residents’ group and
sharing information), (@making of people-centered plan which was based on residents’ needs, (®the portions
of activities were planning, implementation, and evaluation (the whole process), (®the who in charge of expe-
diting the proceedings were the representatives of residents.

3) The people’s participation has been discussed for many years in the medical-health-welfare, architecture, pub-
lic administration and development assistance fields. This research was started from the point of extension of
superiorities of the high level of “mutual assistance”, and was developed by a participatory action research
method. The results of this research suggest that this study is a new action model, which is different from any

precedent people’s participation models.

Key words : isolated island, elders, people’s participation, community care, activity process

b Okinawa Prefectural College of Nursing
» Kagawa Nutrition University
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Rural Nursing Practice in Australia

Karen Francis ©

1. Introduction

The development of rural nursing as a new discipline maybe traced to the inauguration of a professional
association, the Association for Australian Rural Nurses (AARN). This association was formed in 1991 in
response to growing awareness that rural nursing practice is different to nursing practiced in non-rural
environments (Hegney et al 1997, Handley 1998, Francis et al in National Review of Nursing education 2002).
The practice of Australian rural nurses is diverse, and by necessity, they must be experts in a range of clinical
nursing specialties (Hegney 1998). Australian rural nurses’ practice in hospitals and in community based
facilities with little or no collegiate, medical and/or allied health support. They are often the only health
professional servicing the community and are expected to provide ‘womb to tomb’ care. This paper will describe
the role of rural nurses in Australia and will profile the development of rural nursing as a new nursing discipline.
The challenges of practice in this context will also be portrayed and contemporary issues threatening the
delivery of health care services to the people of the Australian bush outlined.

2. The rural health workforce

In Australian rural environments the composition of the health workforce is determined by the degree of
rurality. A number of studies have shown that rural Australia is under served by general practitioners and
specialists (Medical Workforce Data Review 1995, NSW Health Department 1995, Overs 1989, Rosenman &
Batman 1992). In Australian capital cities there are 1,043 people per general practitioner and in rural Australia
there are between 1,400 and 1,745 people for every general practitioner (Commonwealth Department of Health
and Family Services 1996). This reduced access to medical practitioners and allied health professionals has led
to an increased scope of professional practice for rural nurses compared with their metropolitan colleagues. This
greater scope of practice is characterised by an increased independence (Anderson & Kimber 1991) and a
greater generalisation of skills and wider clinical experiences (Hope 1993, Sturmey & Edwards 1991). In most
Australian states/territories new nursing career paths have been established that provide for legitimisation of this
expanded role, namely ‘nurse practitioner’ positions. The initial role out of these positions was in rural areas in
NSW (the most populous Australian state) as the broader ‘scope of practice’ of rural nurses was acknowledged
by government and rural health services who were finding it increasingly difficult to recruit medical
practitioners. While it may be argued rural nurse practitioner positions may have been established to gap fill’
medical service needs it is now obvious that the nurses endorsed for practice as Nurse Practitioners have
established role descriptions that are within the remit of nursing (www.nrb.gov.au, WWW.Nursesreg.nsw.gov.au).

3. Rural Nursing: the context

Nursing the sick in isolated and remote settings is a not a new phenomena (Bushy 2000), however,
acknowledgment by nurses who work in rural environments, that their practice is different to nurses who
practice in metropolitan areas, is new. Moreover, the acceptance by the nursing profession, medicine and
government that this context of practice is a legitimate speciality is ever evolving. Rural nurses have argued that
there practice is diverse and that they must be multi-skilled experienced in a broad range of clinical specialities

1) Monash University Gippsland Campus School of Nursing, Australia, Professor
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to practice effectively in rural contexts.

Contemporary Australian rural communities are characterized by diverse populations that include indigenous
and non-indigenous Australians and immigrant peoples (Smith 2004). Rural communities are declining, with
people from the bush moving to larger urban centres in search of work and social opportunities. Jensen (1997 in
Smith 2004) describes these changes as the ‘rural crisis’ indicating that this phenomenon is attributed to ‘new
managerialist’ practices, years of drought and a government policy that has embraced centralization as an
efficiency strategy (Francis et al, in National Review of Nursing Education 2002). Health service provision in
rural Australia has not escaped the impact of globalisation. The provision of health services is largely
determined on a population based formula (GMAHS 1998). This means that service provision is reduced with
distance from centres of high population density.

The rationalisation of health services has included the closing of hospitals and associated community services
in many rural towns, and the regionalisation of specialist and more complex services to towns of higher
populations. One-third of Australia’s population live outside capital cities and metropolitan centres which are
concentrated on the coastal fringes of the continent and where approximately 84% of the Australians live on 1%
of the land mass (Handley 1998).

Australian governments are committed to ensuring that all citizens have access to health services. To achieve
this goal at a cost that is affordable the health services that are provided in rural/remote areas are dependent on
clinicians having multiple skills to meet community needs (Malko 2001). These factors coupled with the
realisation that the rural health workforce is primarily a nursing workforce (65% and above) has led to rural

nurses being described as ‘Jills of all trades and masters of many (Hegney 1997).

4. Rural nursing practice

Rural nurses are generalist nurses with advanced practice skills and knowledge. Their practice demands that
they have expertise across the lifespan and are capable of managing effectively any situation that arises
including but limited to trauma, birthing, workplace injury, surgical intervention, palliative and end of life care,
health education and promotion activities in response to local need. They must have well developed
pharmacological, patho-physiological, and human science knowledge. Moreover, they must be effective clinical
decision makers who are capable of functioning in resource poor environments.

Rural nurses are recognised as being resourceful people within the Australian health care system. There is

acceptance by the broader nursing profession, medicine and government that they have an extended role (NSW
Health 1998). Hegney contends (1999, 1997) that rural nurses use similar core skills to remote and metropolitan
nurse colleagues but the skills required for rural nursing practice are more generalist than specialist in nature
and that the range of skills required for practice expands with decreasing community size.
The practice of rural nurses is often in environments with limited medical, collegiate and other support and
requires nurses to assume high levels of responsibility (Francis et al 2001). Kreger (1991 in Hegney et al 1997)
suggests rural nursing is the practice of nurses who work in environments with limited access to medical
support, while Hegney et al (2000, p.183) believe rural nursing is nursing practiced in environments where “...
no medical practitioners are employed full-time in a hospital, but are located within the town, or in community
health or district nursing service located outside a capital city or other major urban environments (that is less
than 80,000)”. Thornton (1992 in Hegney et al 1997, p.46) however, defines rural nursing as “... the practice of
nursing in communities with a population between 500 and 10,000 who have access most of the time to at least
one medical practitioners living within the town”. Anderson and Kimber (1991 in Handley 1996, p.3) define
rural nursing in the USA as “the practice of professional nursing within the physical and socio-cultural context
of sparsely populated communities”. While each definition embodies characteristics of rural nursing practice,
Francis et al (in Heath 2002) believe the following is a more accurate description of rural nursing:
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Rural nursing is the practice of professional nurses in rural environments as defined by the Rural, Remote and
Metropolitan Areas Classification (RRMAC) with or without medical and/or allied health support.

The Rural, Remote and Metropolitan Area (RRMA) classification system defines ‘rural’ communities as those
with a population of 5,000 - 99,999 and ‘remote’ communities as those with populations less than 5,000
(Australian Government 2005, www.health.gov.au). It is therefore argued that the practice of nurses in rural
environments is determined by the employer and the needs of the community.

S. Recruitment and retention of rural health professionals including nurses

It is claimed that there is a reluctance by many health professionals particularly medical practitioners to work
in small rural areas and an inability by health services to employ (due to the cost) a range of allied health
professionals (Hegney 1997, AMWAC 1996, Best 2000). Traditionally rural nurses have filled gaps in health
service provision in rural areas however the contemporary rural nursing workforce is ageing and new graduate
nurses are reluctant to apply for rural nursing positions (Hegney 1997, AMWAC 1996, ATHW 2001). There are
a number of reasons offered to explain why nurses are reluctant to take up the challenge of rural practice. Bell,
Daly and Chang (1997, p.2/11) consider that rural practice has its “... own unique stressors” and inadequate
training for rural area practice may push nurses to the limit in what is already recognised as a stressful
occupation. They argue that authorities fail to provide cost effective education for rural health professionals and
that access to available professional development education and training is restricted because of an inability by
employers to provide back-fill to release staff. Rural nurses highlight their frustration that they are unable to
maintain their knowledge and skills and are threatened by potential legal actions should they make a mistake
(Hegney 2000, Heath 2002). Many rural nurses have suggested that they feel unable to cope with the increasing
numbers of people presenting with acute mental health episodes and voice concern that their personal safety is at
risk (AARN 2005). Francis et al reported that rural nurses often work in isolated practice settings and have little
opportunity to debrief with colleagues and/or seek counsel when they necessary. AARN is to implement a
mentor program for rural nurses that will provide professional and social support to rural nurses in an attempt to
address this need. This project is being funded by the Australian government who have noted that unless
strategies are initiated to assist the rural nursing workforce service needs will not be met. There has also been
acknowledgment by rural nurses that they are often practising beyond the legal parameters of their designated
roles, justifying themselves on the grounds that lives are at stake and they are the only health professional in
attendance (Hegney 1997, Francis et al in Health 2002). The nurse registration authorities in each state and
territory in Australia have indicated that will not tolerate practice that is beyond legally defined scopes of
practice. The potential for nurses who continue with this practice to face prosecution and loss of their nursing
practice licence is great (Www.nrb.gov.au, www.nursesreg.nsw.gov.au).

6. Preparation for rural practice

Preparing nurses for the challenges of rural practice is identified as necessary by nurses (Francis et al in Heath,
2002). The literature describes the breath of curriculum content that rural nurses believe is required to prepare
nurses for this type of practice that includes clinical, educational, management and generic topics (See Fig 1.).
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Clinical Management
- Pharmaceuticals and pharmacology - Financial management
- Accident and emergency - Management/Administration
- Diabetes - Computer skills/systems
» Cardiac care - Human resource skills
- Paediatric care - Time/self management skills
+ Midwifery - Leadership skills
* Geriatric care
- First line emergency and advanced life-support Generic
- Nursing procedures and processes - Communication skills
- Nutrition and diet management - Legal aspects of nursing care
- Physical assessment skills - Counselling skills
- Nursing standards - Problem solving and decision making
Education
- Health Education and Promotion
- Teaching skills

Figure 1. Proposed curriculum content for rural nursing programs (Francis et al in Heath 2002).

The breath and depth of knowledge required for rural practice is extensive and advanced clinical decision
making skills essential. A curriculum that is able to address these needs at the undergraduate level is beyond the
capacity of traditional Bachelor of Nursing programs. Monash University, School of Nursing and Midwifery
developed a new 4 year bachelor of Nursing/ bachelor of rural Health Practice specifically for students seeking a
career in rural nursing practice. Positive evaluation of this program from the perspectives of students and rural
health employers is testament to the usefulness of this preparation (Francis et al 2004). It is expected that as
rural nursing evolves as a specialist nursing discipline undergraduate programs of this nature will flourish.

Rural clinical placements are offered to students in most health education programs, as a recruitment
initiative. There is concern however, that some rural students maybe disadvantaged if rural clinical placements
do not provide them with opportunities to develop an extensive range of clinical skills particularly those
associated with high technology and high dependency features (Francis et al in Heath 2002).

The need for rural nurses (post registration) to have current knowledge and skills has been highlighted and is a
challenge that educationalist are addressing through the adoption of new teaching techniques and modalities of
program delivery. The literature highlights that rural nurses appreciate post registration and post graduate
courses that have face to face content, and “hands on skill” development. Furthermore, research suggests that
rural nurses do not like distance education courses or computer based courses (Francis et al in Heath 2002). The
research that this finding was based on however, relates to the existing rural nursing workforce that is an older
population of nurses who may have meagre computing skills. As new graduate nurses enter rural practice it is
likely that the opposition expressed by the current rural nursing workforce toward computer based learning, will
disappear.

Rural Australia is still not well serviced by internet telecommunications. Access in many areas is limited and
many health facilities have inadequate or no computers available for staff use (Barnet et al 2004). The time
taken to download attachments has also been identified by rural nurses as problematic given the poor
telecommunication system available. Until this impediment to online learning is addressed the concerns voiced
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by rural nurses are realistic. Moreover, rural nurses are often unable to leave their workplaces, as there is no
locum relief which limits their capacity to engage in education that is clinically focussed and requires skill
development.

6. A new specialist nursing discipline

Rural nursing is emerging as a new specialist discipline. The Association for Australian Rural Nurses was
formed in 1991 led by an Australian rural nursing academic Professor Desley Hegney. She and a group of like
minded people felt that the practice of rural nurses was different and that there was no forum in which they
could raise their concerns and lobby for change. Hegney launched the Association for Australian Rural Nurses
(AARN) whose mandate was to raise the profile of rural nurses and to influence State and Territory and the
Federal Governments about issues facing rural communities and health professionals (Buckley in Seigloff 1997).
She argued that remote and metropolitan nurses’ interests were represented politically through professional
associations (e.g. CRANA, RCNA, NSWCN) which legitimated their claims for credibility. Rural nursing she
believed remained invisible until the formation of AARN in 1991. Today AARN provides rural nurses with a
political voice, representation on national and state executive committees and is the conduit for needs of ‘bush’
nurses to be addressed (Hegney, 1999).

With the establishment of AARN, a plethora of research has been generated to describe the practice of rural
nurses. Educational programs have been developed to prepare undergraduate and postgraduate nurses for
practice in this context. ‘Rural nursing’ is now a global phenomenon, and it is therefore argued it is a specialist
discipline with nursing.

7. Conclusion

Nursing practice in rural Australia is qualitatively different to nursing practice in metropolitan and remote
areas. Research contends that rural nurses are resourceful people within the health service (Hegney 1996), and
that they must be multi-skilled (NSW Health 1998). Their practice is often undertaken in environments
characterised by limited medical, collegiate and other support. Rural nurses assume high levels of responsibility
and must be expert clinical decision makers. Rural nurses use similar core skills to remote and metropolitan
nurse colleagues and the skills required for rural nursing practice are more generalist than specialist in nature
(Hegney 1999, 1997). Practice is challenging and also rewarding. Supporting nurses to consider rural practice
as a career opportunity is perhaps the responsibility of my colleagues and of the nurses gathered her today.
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HERDOANSHORBEERIT, BEROEER L HWIRORBRES_ETIToTVE I L, ~NXHBODEH
DEERITEREMHPZ L OBENDH - 72,

Z Z ChRancisBEDPH, A=A M7 7OBEEKBOHECOVWTHEN D72 (M2)e F—X 5
7 Tl FBEERBEEE 3 34, Clinical Nurse (ERFRER) & L CERRCM X, Specialist Nurse (EFiEE
i) &0, ARYY YR PDI—-RICAY, BEEEELTILNCE V) T—RIZAB D, NPIZk b,
BRI CB) { BEMIEEDN0%IEFE LD L TH S,
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Nurse Practitioners (0.5%)

. Clinical Nurse Specialist (1-3years)- - *PHP level

1 ‘ (4.5%)

Administrative
. Specialist Nurse (1-4years) (15%)

Apon’s

Clinical Nurse (1-8years) (80%)

f

UG Degree B Nsg  (3years)

K2 #—XLSUTICHIBF+ YT /XX (Career Pathways)

HALFERE, £—2 5 T7Th, ~NEHTIZ40% D HEFEM (KEHTIEL0%) THY, 207204
HWTFEEMPESTEMOSDERZEDLZINELRL T, BEIEL 2oTWnEZ)ThHb, /2. &
—Z S TOBFEMOBRKRALLHETH Y, BVEEMIHLTRCTH ZLHLNE) TH L, Bk
OBEEALIZ. BB BEEMIIBONTHEEL TS Z) Thb, $72, ~EHTEH FERT &) B
T2OREVIMETIE, EFYaRETE, ~NEHTOEZFZHAANTEY ., ZOEFHKERICL DER
SBFLOZEDNEHICHEELEOL IR BEE)TH L, £/o, MEATRAY vy 72RET LD, T
THEHELERMOBAEIHLVEI TH L, T2, “NEHICVIFERIIHTHE VT4 VEE AT
o TBY, KEBIZZOF VIAVTOREVATLIIPRIL 7L VW)IEBOHSLEH) TH 5,

B2, FrancisioE D SIRTRENABROMEREZRT (1), SHOFHETOFRLEVIE, BE
s, XAMEOW L ETF0 LS EBEFHICGKE U2 T TREEL R P07, L L, V—F V) —
U TDEBIE. S LRETAEBTHY, BObELEREMEY. EERL, BFEL, EY LT
TV ZEDRKRYTH B EDRBEPRERFVL Lo FHETH 72,

x1 SEOMAERE

1. to define rural nursing (V—F NV F—T V7R EHRTHI L)
2. toestablish “why” it is and/or is it different (V' —F NV F—3 Y I HLECHES Z2HFO20O02H L
[ P
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