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Abstract 

This thesis examines how Remote Area Nurses (RANs) working in very remote 

Indigenous communities sustain their roles, and why some remain while others reach a 

point of departure. Rather than positioning remote nursing as primarily clinical or 

logistical work, the study centres the relational, emotional, and symbolic dimensions of 

practice in settings shaped by isolation, workforce instability, historical trauma, and 

uneven organisational support. 

Drawing on symbolic interactionism alongside the Job Demands–Resources model, the 

research examines how Remote Area Nurses construct professional identity, negotiate 

responsibility, and make sense of demanding work within relational and organisational 

contexts. Using qualitative ethnographic methods, including semi-structured interviews, 

participant observation, reflective field diaries, and long-term embedded engagement, the 

study foregrounds lived experience as both empirical material and analytical lens. 

Findings suggest that sustainability in remote nursing emerges from the ongoing 

interaction among structural pressures, relational experiences, and the meanings nurses 

attach to their work. Demands including isolation, intercultural negotiation, distance 

management, staffing instability, and social strain shape everyday practice, while 

sustaining resources such as autonomy, altruism, role diversity, cultural engagement, and 

meaning-making support continued engagement. 

The thesis argues that sustainability cannot be explained through workload or individual 

resilience alone. Instead, it develops through processes of interpretation and identity 

negotiation, particularly where organisational supports remain inconsistent, and nurses 

draw on symbolic resources to sustain engagement. By integrating lived experience with 

theoretical analysis, this research contributes to understandings of workforce sustainability, 

culturally situated care, and the relational realities of practising at the edge of the 

healthcare system. 

Keywords: Remote Area Nursing; Indigenous Health Australia; Remote Health 

Workforce; Symbolic Labour; Symbolic Interactionism; Job Demands–Resources Model; 

Cultural Safety; Workforce Sustainability; Professional Identity; Compassion Fatigue; 

Ethnography; Lived Experience 
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1. Introduction  

1.1. EXPECT THE UNEXPECTED 

It seemed like an ordinary day. I was at home, likely staring at my computer screen under 

the pretext of writing this thesis, when the call came. In the remote Australian Outback, I 

live in a small Indigenous community of around one hundred people. I'm a white, middle-

aged male, not local to the area, and not even Australian. Officially, I’m listed as an All-

Purpose Orderly attached to the community’s health clinic, but in practice, I support my 

wife, a Remote Area Nurse. She, also non-Australian, works in small, remote two-nurse 

clinics like this one, delivering essential care across vast, under-resourced regions. 

That day, I heard my name shouted urgently from the clinic next door. We live behind the 

clinic, within its gated compound, and I knew the tone of that call meant something was 

wrong. I ran to the clinic’s rear entrance and found an Indigenous man in cardiac arrest 

on the emergency gurney. One nurse immediately directed me to begin CPR. I've been 

trained as a first responder and knew the drill. So did the security guard, who joined me 

in rotating through compressions and ventilations. The two nurses managed everything 

else: one monitored the patient with the Zoll defibrillator and coordinated our CPR 

efforts; the other was on the phone with doctors at the regional hospital while preparing 

medications and arranging emergency evacuation through the Royal Flying Doctor 

Service. 

The situation was dire. The patient had no self-sustained heartbeat for 14 minutes. I 

focused on maintaining rhythm, mentally playing “Staying Alive” by the Bee Gees to 

guide my compressions while listening for updates. Then, against all expectations, the 

patient regained a pulse. It wasn’t stable yet, so we continued compressions. The patient 

deteriorated several more times but eventually stabilised, an outcome so rare in that 

context that it left us both relieved and quietly stunned. 

The Royal Flying Doctors retrieval team eventually arrived and took over. They had 

diverted from another destination to arrive as quickly as possible. I drove to collect them 

from the airstrip, helped unload their equipment, and returned to assist at the clinic. The 

retrieval team secured the patient’s airway with a breathing tube and gave medication to 

keep him sedated before transferring him onto the plane. As they worked, the clinic was a 
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mess, scattered with opened packages, used equipment, and body fluids. Once the patient 

departed, we all helped clean up. 

The emotional high was palpable. In most cases, we’re consoling family after a loss. This 

time, we were celebrating a rare victory. The patient returned two weeks later, fully 

recovered, to thank the nurses who saved his life. He continues to visit regularly. 

What struck me most was the absence of recognition from the clinic’s overseeing 

organisation. No formal congratulations, no debrief, no acknowledgment. — Field note 

by the author 

Moments like this began to shape the questions behind this research. The clinical outcome 

mattered, but so did everything surrounding it — the emotional weight carried afterwards, 

the relationships that held the team together, and the absence of structured support once the 

crisis ended. Experiences like this revealed that remote nursing is sustained not only 

through clinical skill, but through meaning, connection, and organisational conditions that 

are often invisible within formal systems. 

1.2. WHY STUDY REMOTE NURSING 

Remote Area Nursing in Australia demands a unique set of professional and personal 

qualities. A RAN must display clinical skills, independence in emergencies, and the ability 

to operate with minimal external support (Muirhead & Birks, 2019). Equally vital are traits 

such as compassion, resilience, cultural awareness, and a strong sense of self, which help 

with coping during extended periods of geographic and social isolation (Cramer, 2006; 

Muirhead & Birks, 2019). Other characteristics, like cultural adaptability, sociability, and 

an adventurous spirit, are said to help nurses manage the psychological challenges of 

remote placements (MacKay et al., 2021). Individual attributes become especially 

significant given the geographic and population contexts in which remote nursing is most 

commonly practised. Rather than treating these attributes as individual characteristics that 

determine success or failure, this thesis explores how they develop through interaction 

with workplace structures, community relationships, and the meanings nurses construct 

around their role. 
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Over the past century, RANs have largely served in geographically isolated Indigenous 

communities, often located more than 200 kilometres from the nearest regional health 

centre. In these areas, RANs deliver primary and emergency health care to residents.  

The breadth and intensity of this work arise from both geographic isolation and the 

specific health profiles of the communities served. According to the Australian Institute of 

Health and Welfare (AIHW, 2024), only 2% of Australians live in remote and very remote 

regions. However, this population, mainly remote Indigenous Australians, display distinct 

and marked health inequalities: lower life expectancy, a higher burden of chronic disease, 

and greater exposure to health risk factors compared to those in metropolitan or regional 

areas (AIHW, 2024). RANs are essential for delivering health services in these 

communities. In the absence of locally based nursing services, access to basic and 

emergency care often requires long-distance travel or temporary relocation.  

Despite the essential role RANs play in maintaining healthcare access in remote regions, 

the sustainability of this workforce is increasingly under strain. Recruitment and retention 

challenges have been widely documented, with authors highlighting persistent stressors 

such as professional isolation, role ambiguity, and workload intensification (Hegney et al., 

2002b; Lenthall et al., 2009). Compounding these pressures is a workforce demographic 

skewed toward older nurses. Among RANs working in very remote Australia, the Lenthall 

et al. (2011) report finds that 40.2% are 50 years or older, significantly higher than the 

national average of 33%.  

One visible consequence of workforce instability is the shift from long-term, community-

embedded nursing toward short-term contractual placements. Historically, many remote 

nurses, including those from religious orders, lived within the communities they served for 

extended periods (Yuginovich, 2000). In contrast, the contemporary RAN workforce is 

increasingly characterised by short-term and contract-based placements, with nurses 

frequently moving between communities within weeks, while sustained long-term 

placements have become less common (Howard, 2022; Lenthall et al., 2011; Weymouth et 

al., 2007).  

The literature associates this shift with concerns regarding continuity of care, community 

trust, and the development of culturally informed practice. Several authors distinguish 

between short-term and long-term RAN placements in terms of opportunities for 

relationship-building and culturally responsive care (Lenthall et al., 2011; McElroy et al., 
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2022; Muecke et al., 2011; Wakerman et al., 2012). Long-term nurses can consistently 

follow up on chronic conditions, adapt to ceremonial obligations, and participate in 

informal social exchanges that foster mutual understanding. Conversely, short-term nurses 

might arrive with strong clinical skills but limited chances to develop cultural fluency or 

establish rapport. Brief placements have been described as encouraging a more 

transactional model of care (Lenthall et al., 2011; Wakerman et al., 2012).  

These structural conditions also shape how clinical practice unfolds on the ground. For 

much of their work, RANs operate with a high degree of autonomy, often without direct 

supervision from a physician or nurse manager. This independence is often seen as a 

professional strength, enabling nurses to respond flexibly to local needs and exercise 

advanced clinical judgement. At the same time, Cramer (2006) describes how such 

autonomy can produce what she terms “amorphous practice,” referring to the variability 

and ambiguity that arise when clinical decisions are made in complex, resource-limited 

environments. Rather than representing a deficit, this variability reflects the realities of 

autonomous practice in remote settings, where flexibility and adaptation are integral to 

care delivery.  

In isolated practice settings with limited organisational oversight, clinical decision-making 

may be shaped by informal professional norms. New recruits may observe and adopt the 

practices of more experienced colleagues, particularly when there is no immediate 

supervision or consistent managerial guidance (Cramer, 2006). Clinical responses may 

also be shaped by situational pressures arising within patient encounters, where perceived 

urgency, expectations, and risk considerations can encourage greater reliance on 

established protocols rather than individualised care (Cramer, 2006; Lenthall et al., 2009). 

In the absence of consistent oversight and relational support, autonomy can shift from 

professional strength to professional risk. From my observations in remote healthcare 

settings, a recurring concern expressed informally by outgoing RANs is toward the “set 

and forget” mentality. This phrase captures the perceived managerial assumption that once 

a system is in place and staff are assigned, the situation is resolved and requires minimal 

further engagement, particularly if staff show a high degree of competence. Yet in the 

volatile, emotionally demanding landscape of remote healthcare, such an approach risks 

undermining staff morale. This concern aligns with broader workforce literature that 
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emphasises the importance of ongoing managerial engagement and emotional support in 

high-demand roles (Bakker & Demerouti, 2007). 

While acknowledging that management roles in remote health services often involve 

significant workload pressure and ongoing staffing crises, reflective observation suggests 

that this can inadvertently lead to reduced attention to nurses perceived as coping. In such 

circumstances, nurses may report feeling unsupported and professionally adrift during 

placements. This experience has been described in the literature as a form of structural 

abandonment (Farmer, 2003), in which institutional frameworks fail to provide adequate 

emotional, professional, and logistical support, not out of malice but through chronic 

under-resourcing and misaligned priorities. The resulting dynamic reinforces a cycle of 

isolation, invisibility, and burnout for nurses operating at the edges of the health system. 

The cultural dimensions of care in Indigenous communities warrant focused attention in 

this thesis. However, this focus should not obscure the fact that healthcare inequity in 

remote regions is fundamentally shaped by geography and service distribution, affecting 

many Australians. A tendency to conflate poor health access solely with Indigenous 

identity risks oversimplifying a much wider issue rooted in remoteness itself (Smith, 

2016). Many areas, regardless of cultural composition, rely on limited services such as 

satellite clinics or mobile outreach, which may be the only nearby healthcare option 

(AIHW, 2024; McElroy et al., 2022). 

This thesis focuses on RANs working in Indigenous communities due to the distinctive 

intercultural demands embedded in these placements. At the same time, this focus should 

be read as a case study within a broader context, one that encompasses the structural 

pressures and geographic realities common to remote healthcare delivery across Australia. 

These conditions, particularly geographic isolation, workforce scarcity, and constrained 

organisational support, are later examined through the Job Demands–Resources model, 

which provides a framework for understanding how chronic demands and limited 

resources shape workforce sustainability (Bakker & Demerouti, 2007; Demerouti et al., 

2001). It is within this broader landscape that this thesis situates remote Indigenous 

nursing practice, as both a distinct intercultural setting and a concentrated expression of 

wider structural pressures. 
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1.3. RESEARCH PURPOSE AND SCOPE 

This thesis critically examines the complex role of RANs working in remote Indigenous 

communities across contemporary Australia. Drawing on more than ten years of personal 

experience in remote settings, ethnographic fieldwork, and interviews with nurses, it 

explores the motivations, pressures, and adaptive strategies that shape this professional 

environment.  

This thesis is guided by a central research question: What enables some Remote Area 

Nurses to sustain long-term practice in remote Indigenous communities while others leave 

early? This question emerged not from abstract workforce theory but from repeated 

observations of nurses navigating the same environments in very different ways. Some 

remained grounded and committed despite ongoing pressure, while others withdrew or left. 

Understanding this difference required looking beyond workload alone to how nurses 

interpret their experiences, access support, and negotiate their place within both the 

community and the organisation. The question turns attention toward how nurses make 

sense of pressure, find ways to stay steady, and negotiate their place within complex 

intercultural and organisational environments. 

1.4. INTERPRETING THE REMOTE NURSING EXPERIENCE 

The theoretical framework of this thesis is twofold. First, symbolic interactionism (SI) 

(Blumer, 1969; Goffman, 1959) offers a perspective to examine how RANs create 

meaning from their experiences, interpret cultural symbols, and navigate social roles in 

unfamiliar environments. Second, the Job Demands–Resources (JD-R) model (Bakker & 

Demerouti, 2007; Demerouti et al., 2001) provides a structure for understanding how the 

emotional, cognitive, and physical demands of remote nursing are balanced with the 

internal and external resources available to RANs to meet these challenges. Together, 

these frameworks provide a way to interpret RAN experiences: one that considers both 

structural pressures and lived, subjective realities. 

From a SI perspective, the fluidity in role performance highlighted by Cramer (2006) 

illustrates the interpretive processes RANs use to decide appropriate actions within 

uncertain social settings (Blumer, 1969). In remote nursing settings, where organisational 

support may be distant and social environments unfamiliar, meaning is often negotiated 

through everyday encounters with patients, communities, colleagues, and systems. 
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Within the Job Demands–Resources (JD-R) framework, this high level of autonomy acts 

as a job resource that can boost professional satisfaction and motivation. At the same time, 

without adequate supervisory, procedural, or peer support, it can turn into a job demand, 

resulting in increased stress, uncertainty, and burnout (Bakker & Demerouti, 2007). 

When viewed through this combined theoretical lens, RANs can be understood as 

occupying a distinctive position within the wider nursing workforce. Their work routinely 

spans cultural boundaries and unfolds in settings characterised by uncertainty, limited 

institutional presence, and shifting expectations. In such environments, nurses must 

continually interpret unfamiliar customs, health beliefs, and community dynamics, 

negotiating their role and professional identity through everyday interactions. 

Remote Area Nurses are understood in this thesis as clinicians working within 

relationships, expectations, and constantly changing social environments. SI helps explain 

how nurses interpret these experiences and make sense of their role, while the JD–R model 

provides a practical way to understand how demands and supports shape whether the work 

feels sustainable. When combined, these frameworks offer a way to explore why some 

nurses remain in remote practice while others step away, and how sustainability emerges 

through everyday experience rather than through fixed personal traits or organisational 

design alone. 

1.5. POSITIONALITY AND PERSPECTIVE 

My perspective is shaped by more than a decade of lived experience alongside my wife, a 

RAN, across multiple remote Indigenous communities in Australia. While I am not 

clinically qualified, my role gradually developed into an informal support and liaison 

position, providing practical assistance and maintaining close proximity to everyday clinic 

life. This allowed sustained observational access without formal clinical authority, placing 

me in a position that was both insider and outsider to the work. 

Living and working within remote communities exposed me to the same isolation, cultural 

negotiation, and relational dynamics experienced by RANs, even though I did not carry 

clinical responsibility. Over time, I became increasingly aware that observation is never 

neutral. My interpretations were shaped by my background, cultural positioning, and 

personal relationships, requiring ongoing reflexivity throughout the research process. 
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My interest in this study emerged from witnessing the psychological, relational, and 

organisational pressures faced by remote nurses, alongside the ways they adapt, interpret, 

and sustain themselves within demanding environments. Being embedded within these 

settings provided depth of insight that would be difficult to achieve through external 

observation alone, while also requiring careful attention to bias, positional influence, and 

ethical responsibility. 

Throughout this thesis, I recognise that my observations are shaped by lived experience, 

relationships, and time spent in these communities, and I aim to balance empathy with 

critical reflection.  
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2. Contextualising Remote Nursing in Indigenous Australia 

The contemporary role of Remote Area Nurses (RANs) is shaped by historical, cultural, 

and geographic realities. Remote Indigenous settings are influenced by ongoing colonial 

legacies, structural inequalities, intergenerational trauma, and limited access to healthcare 

services (AIHW, 2024; Carson et al., 2007). This chapter outlines the historical, cultural, 

and geographic context shaping remote nursing practice. 

2.1. AUSTRALIA’S FIRST PEOPLES: DIVERSITY AND IDENTITY 

Remote nursing in Australia mainly happens in small, remote communities predominantly 

inhabited by Aboriginal and Torres Strait Islander people groups. Although often referred 

to collectively as Indigenous Australians, those termed as such exhibit remarkable 

linguistic, cultural, and social diversity.  

These identities remain strongly localised. From extensive exposure across multiple 

remote communities, I observed that even geographically close groups can be seen as non-

kin. In a single isolated setting, both non-local Indigenous people and non-Indigenous 

outsiders were regarded as equally “foreign,” highlighting that belonging is defined 

relationally rather than broadly or pan-Indigenously (Garbutt, 2011). 

This diversity has direct implications for remote healthcare practice. Generalising cultural 

protocols or communication strategies across communities is ineffective. Each remote 

placement often requires re-orientation to local kinship systems, language use, gender 

norms, and health beliefs. Cultural competence is better understood as an ongoing, 

reflective process shaped by place and relationships. As Muecke et al. (2011) noted, 

healthcare workers in remote Indigenous settings often encounter cultural dissonance and 

must continually adjust expectations and practices to suit local norms. 

The term “Indigenous” carries both ethnic and political meaning, argues Smith (2021), 

referring to groups shaped by systemic colonisation and its enduring legacies. Where 

possible, referring to groups by their specific names acknowledges this specificity and 

respects local sovereignty (Garbutt, 2011). Though necessarily this thesis errs toward the 

confidentiality of a collective term. 

In line with guidance provided by Indigenous representatives during cultural safety 

training for healthcare staff (WADH, 2015, 2021), this thesis uses collective terminology 
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only when discussing shared experiences of colonisation and structural disadvantage. 

Throughout, it emphasises that Indigenous identity is not singular and that understanding 

local differences is essential for meaningful engagement in remote healthcare contexts. 

2.2. PRE-CONTACT INDIGENOUS CIVILISATION 

Before colonisation, Indigenous people groups of Australia lived within highly organised 

and resilient communities. Contrary to early colonial portrayals of Aboriginal people as 

“nomadic” or “primitive,” current scholarship and Indigenous knowledge highlight 

complex social systems rooted in kinship, law, land stewardship, and spiritual ties to 

Country, shaped by tens of thousands of years of continuous presence (Gammage, 2011; 

Pascoe, 2014). 

Kinship systems shaped social relationships, marriage, resource access, and authority, 

serving as both social and political frameworks (Berndt & Berndt, 1999). Country was 

seen not as property but as a living being to which people had custodial duties. As 

Moreton-Robinson (2015) notes, Country is understood as a sentient presence intrinsically 

tied to identity and relational belonging, meaning that separation from Country may 

represent more than relocation but a disruption to ontological continuity. Similarly, Walter 

and Andersen (2016) emphasise that Indigenous belonging is relational and communal, 

and that movement away from traditional lands can affect reciprocal responsibilities and 

social identity. 

This history remains central to contemporary remote healthcare practice. It provides 

essential context for understanding Indigenous concepts of health, responsibility, and 

wellbeing, which remain closely tied to land, kinship, and collective identity. Recognising 

the depth and resilience of pre-colonial Indigenous societies is essential for culturally 

respectful engagement in remote health settings. 

2.3. INVASION AND THE FICTION OF TERRA NULLIUS 

Beginning in 1770, when Lieutenant James Cook claimed the east coast of Australia on 

behalf of the British Empire, colonisation proceeded under the doctrine of terra nullius, 

meaning land owned by no one. This effectively dispossessed Indigenous peoples of 

recognised land rights, rendering Country open for settlement (Behrendt, 2012). Coleman 

(2021), in autobiographical reflections as an Indigenous person navigating the impacts of 
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colonisation, describes the arrival of British settlers as a calamity in which land was 

appropriated without regard for Indigenous sovereignty, and introduced diseases that 

devastated Indigenous populations. 

Historical analysis suggests casualties from colonial disruption, through illness, homicide, 

slavery, and substance-related harms, may have resulted in population losses of 50% to as 

high as 90% in some areas (Carson et al., 2007; Coleman, 2021; Smith, 2016). This 

devastation contributed not only to physical loss but also to the systematic erosion of 

Indigenous ways of life, land custodianship, and cultural continuity through widespread 

dispossession and dislocation (T. Griffiths et al., 2016). 

2.4. HISTORICAL POLICIES AND ENDURING DISTRUST 

Contemporary remote healthcare cannot be understood without acknowledging the 

historical policies and practices that shaped relationships between Indigenous Australians 

and Western institutions. These legacies continue to influence levels of trust, engagement, 

and authority in remote communities. 

Colonial violence represents one of the most visible foundations of this mistrust. 

Historians have described the frontier period as a “war of extermination,” reflecting 

widespread and often unacknowledged brutality directed at Indigenous populations (T. 

Griffiths et al., 2016; Wolfe, 2006). Events such as the Myall Creek massacre of 1838, in 

which 28 unarmed Aboriginal people were killed, exemplify the scale of violence (NMA, 

2023b). 

Although overt massacres belong to the historical record, structural harm persists through 

contemporary forms of institutional violence, including disproportionate incarceration 

rates, child removal practices, unequal access to healthcare, and enduring disadvantage 

across housing, education, and employment (AIHW, 2019, 2022; Carson et al., 2007). 

Scholars argue that these patterns are not anomalous but reflect a continuing colonial logic 

that positions Indigenous Australians at the margins of the nation-state (Moreton-

Robinson, 2000; Watson, 2007) The Royal Commission into Aboriginal Deaths in 

Custody (1991) documented this as systemic neglect; decades later, many 

recommendations remain unimplemented, as evidenced by ongoing over-representation in 

custody and persistent social inequities (AIHW, 2024; COA, 1991). 
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Assimilationist policies of the twentieth century compounded this harm. From the late 

nineteenth century until the 1970s, Indigenous children were forcibly removed from their 

families in efforts to absorb them into settler society. These practices fractured kinship 

systems, disrupted cultural transmission, and produced intergenerational trauma now 

widely recognised as violating human rights standards (Smith, 2016). Economic control 

through practices such as “stolen wages” further entrenched disadvantage, with Indigenous 

labour systematically undervalued and pay for such labour withheld (Smith, 2016). 

Colonisation also negatively reshaped Indigenous health trajectories (AIHW, 2022; 

Behrendt, 2012; Carson et al., 2007). Introduced disease, dispossession, and enforced 

settlement led to sharp declines in health and wellbeing (AIHW, 2022; Carson et al., 

2007). The introduction of infectious diseases, dispossession from traditional food 

systems, enforced settlement, and exposure to alcohol and other substances contributed to 

rapid declines in Indigenous health. These disruptions laid the foundations for many 

chronic conditions now prevalent in remote communities, including metabolic disease, 

mental health distress, and substance-related harm (AIHW, 2022). 

Many contemporary remote communities are located on or near former missions and 

reserves, sometimes outside traditional lands, and in some cases comprise multiple 

relocated groups with distinct histories. Many missions and reserves imposed sedentary 

living arrangements that contrasted sharply with Indigenous cultural and geographic 

mobility (Smith, 2016). Housing was frequently overcrowded and inadequate, diets were 

nutritionally poor, and institutional control over movement, labour, and family life was 

extensive. These environments fostered dependency while simultaneously eroding 

autonomy, cultural continuity, and community cohesion (Behrendt, 2012; Smith, 2016). 

These arrangements have contributed to long-standing social tensions that persist in 

community life (McElroy et al., 2022). In some communities, historically distinct groups 

were relocated together, occasionally generating intergroup tension that continues to shape 

local social dynamics.  

These histories continue to influence relationships with Western institutions, including 

healthcare. Repeated experiences of control, neglect, surveillance, and broken 

accountability have caused wounds that remain socially, politically, and emotionally 

unhealed. 
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RANs practice within this contested historical space. They are expected to deliver 

compassionate, competent care while simultaneously representing institutions historically 

implicated in harm, dispossession, and marginalisation. This context is not peripheral to 

remote nursing practice; it is central to building culturally safe, ethical, and relational care 

in remote Australia. For RANs, cultural safety requires not only clinical skill but historical 

awareness, humility, and a willingness to recognise how past injustices continue to shape 

present-day relationships. 

2.5. RACISM AND MISTRUST IN HEALTHCARE 

Ethnocentrism shapes how people judge others through the lens of their own cultural 

norms and assumptions (Kottak, 2002). In the Australian context, colonisation embedded 

these ethnocentric worldviews into institutional systems, including healthcare, influencing 

how Indigenous peoples were understood, governed, and treated (K. Griffiths et al., 2016; 

Wolfe, 2006). Early missions and assimilationist policies reflect a belief that Western 

norms were inherently preferable, an assumption that continues to influence contemporary 

service design (Behrendt, 2012; Smith, 2016). 

Colonial racial hierarchies positioned Indigenous Australians as uncivilised or deficient, 

despite the sophistication and endurance of independent social, spiritual, and governance 

systems (Behrendt, 2012; Smith, 2016). Evidence of long-standing cultural continuity, 

including extensive rock art and complex social organisation, directly contradicts these 

colonial representations (NMA, 2023a). Nevertheless, these early characterisations 

continue to shape institutional attitudes and practices. 

Contemporary Australian healthcare remains largely based on Western biomedical models 

that focus on individual treatment, standard procedures, and efficiency. In contrast, many 

Indigenous views of health are relational and holistic, covering physical, emotional, 

spiritual, and ecological aspects, and rooted in kinship and connection to Country (Carson 

et al., 2007; Smallwood et al., 2021). When healthcare systems do not recognise or 

incorporate these perspectives, care can feel alienating and unsupportive. 

In healthcare settings, ethnocentrism is enacted through systems, routines, and professional 

norms. The Australian Human Rights Commission (AHRC, 2025) highlights how racism 

emerges as one mechanism through which these ethnocentric assumptions are normalised 

within policy, workforce culture, and everyday clinical practice. Addressing this requires 
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more than cultural competency initiatives; it demands sustained critical reflection on the 

historical, cultural, and institutional foundations of healthcare. 

One illustration of how institutional hierarchies may be reproduced within healthcare is the 

structure of the Aboriginal Health Practitioner (AHP) training pathway. Designed to 

increase Indigenous participation and support culturally appropriate care, the AHP 

pathway involves a shorter curriculum and distinct professional classification compared 

with registered or enrolled nursing, despite expectations that AHPs contribute substantially 

to frontline care (Stajic, 2020). While framed as inclusive, this structural differentiation 

raises questions about how professional authority, expertise, and value are formally 

recognised within health systems. 

In practice, my observations suggest that workplace expectations are also inconsistently 

applied across Indigenous and non-Indigenous staff. Flexibility around attendance or 

productivity is sometimes attributed to cultural obligations or trauma-informed 

approaches. While often well-intentioned, the inconsistent application of expectations may 

generate resentment or reinforce perceptions of paternalism. It may also create ambiguous 

boundaries around accountability, within which reduced engagement or opportunistic 

behaviour can emerge—not as an inherent characteristic of staff, but as a predictable 

response to unclear or inconsistently enforced standards. These dynamics underscore the 

need for management approaches that are both culturally safe and consistently applied, 

supporting equity, clarity, and shared professional responsibility rather than differential 

accountability (K. Griffiths et al., 2016; Menzies, 2019). 

In this context, differential treatment of Indigenous Australians is sometimes defended in 

health organisations through reference to Section 51 of the Australian Constitution, which 

permits laws or directives to be made for specific racial groups, including Indigenous 

Australians. Although often framed as protective, such provisions have been criticised 

locally and internationally for enabling structural discrimination when they result in 

separate systems, reduced standards, or diminished expectations (Brennan & Dominello, 

2007; Pritchard, 2011). When this logic is reflected in health workforce structures, such as 

shortened AHP training pathways or constrained professional recognition, it risks 

reproducing inequality under the guise of inclusion rather than addressing its underlying 

causes. 
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2.6. LEGACY OF MISTRUST AND STRUCTURAL DISPLACEMENT 

The effects of these historical and structural conditions are most clearly seen in the 

everyday realities of accessing and engaging with healthcare in remote communities. 

Multiple studies report persistent mistrust toward government agencies and healthcare 

providers among Indigenous Australians, shaped by both historical injustices and 

contemporary experiences of exclusion and displacement (Centre of Best Practice in 

Aboriginal & Torres Strait Islander Suicide Prevention, 2023; Moreton-Robinson, 2003). 

This mistrust is often reinforced by the practical realities of accessing care. For many 

people in remote communities, obtaining specialist or allied health services requires 

travelling hundreds of kilometres to unfamiliar urban environments, frequently alone and 

without culturally safe supports. Such journeys can be emotionally distressing and 

disorienting, intensifying anxiety and discouraging individuals from seeking care even 

when health needs are significant (AIHW, 2024; Carson et al., 2007). Barriers to 

healthcare include logistical, psychological, cultural, and relational factors. 

The challenge extends beyond physical access to include relational equity. Divergence 

between healthcare structures and local expectations can produce a persistent gap between 

policy intent and lived experience (Smallwood et al., 2021). Even where policy rhetoric 

emphasises partnership, empowerment, and community engagement, healthcare in remote 

contexts is often experienced as externally designed, inconsistently responsive, and 

insufficiently grounded in local realities. 

Understanding the enduring implications of colonisation is therefore essential to 

contextualising contemporary Indigenous health outcomes and the practice environment in 

which RANs work. The Australian Institute of Health and Welfare identifies colonisation 

as a foundational driver of ongoing disadvantage, shaping inadequate housing, disrupted 

education, over-representation in child protection systems, and broader socioeconomic 

exclusion, all of which influence patterns of ill-health (AIHW, 2019, 2022). Children of 

the Stolen Generations, for example, experience higher rates of psychological distress, 

financial insecurity, and cumulative life stressors, while intergenerational trauma, racism, 

and poverty continue to affect social and emotional well-being across communities 

(AIHW, 2019; K. Griffiths et al., 2016; Menzies, 2019; Smallwood et al., 2021). The 

persistently high rates of suicide among young Indigenous Australians have likewise been 
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linked to these unresolved legacies of disruption, loss, and trauma (Centre of Best Practice 

in Aboriginal & Torres Strait Islander Suicide Prevention, 2023). 

Colonial continuities include the ongoing erosion of cultural authority, limited community 

control over services, and institutional systems that were not designed with Indigenous 

worldviews at their centre (K. Griffiths et al., 2016; Smith, 2021). As a result, Indigenous 

Australians continue to experience substantially poorer health outcomes than non-

Indigenous Australians, shaped by the intersecting effects of structural inequity, social 

disadvantage, and cultural misalignment (Behrendt, 2012; Carson et al., 2007; van Krieken 

et al., 2017). These disparities are further complicated by differences in social organisation 

and value systems. Remote Indigenous communities often operate within collectivist 

frameworks grounded in kinship, shared responsibility, and community decision-making, 

which can sit in tension with the individualised assumptions embedded within Western 

biomedical models (Behrendt, 2012; Berndt & Berndt, 1999; Moreton-Robinson, 2000; 

Moreton-Robinson, 2003). 

These forces shape the context of remote healthcare practice. Remote nursing practice is 

widely understood as extending beyond clinical tasks, encompassing relational, cultural, 

and community engagement dimensions. It unfolds within communities shaped by the 

ongoing legacy of colonisation, and within health systems that may still be experienced as 

culturally unfamiliar, politically fraught, or historically untrustworthy. Appreciating this 

landscape is essential for understanding the realities of recruitment, retention, 

sustainability, and everyday remote nursing practice. 

2.7. FOUNDATIONS OF REMOTE NURSING IN AUSTRALIA 

Remote Area Nursing in Australia has a history spanning more than a century, emerging in 

response to geographic isolation, limited medical infrastructure, and the absence of 

resident doctors in rural and remote regions. By the late nineteenth century, trained nurses 

began to play a more formal role in remote healthcare. Yuginovich (2000) notes that 

before 1868, nursing in Australia was largely informal and locally organised, particularly 

outside major cities. The establishment of structured nurse training followed the arrival of 

nurses sent by Florence Nightingale in response to concerns about healthcare standards in 

the colonies, marking a shift toward professionalisation. 
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Religious organisations also played a significant role in the development of remote 

healthcare. Orders such as the Sisters of Charity and the Sisters of Saint John of God 

established services across missions and settlements, often becoming the primary providers 

of care in isolated Indigenous communities (Yuginovich, 2000). The legacy of this era 

remains evident in contemporary language, with nurses in some communities still referred 

to as “Sister,” reflecting the historical association between nursing and mission life. 

From its earliest foundations, remote nursing has required practitioners to operate with 

limited external support, scarce resources, and a broad clinical scope. Nurses were 

expected to work independently, make complex decisions in isolation, and deliver care 

across the lifespan with minimal medical backup. These formative conditions shaped a role 

grounded in adaptability, resilience, and deep engagement with community life, 

establishing the practical realities that continue to influence remote nursing today. 

2.8. SITUATING THE REMOTE AREA NURSE 

Understanding the contemporary role of the RAN also requires attention to how the 

profession has historically been positioned within healthcare hierarchies and systems of 

authority. Yuginovich (2000) describes remote nursing as occupying a paradoxical space: 

marked by high responsibility and autonomy in practice, yet afforded limited formal 

recognition and professional status. While nursing has often been framed as a subordinate 

and feminised occupation within biomedical structures, this characterisation sits uneasily 

with the realities of remote practice, where nurses frequently assume primary clinical, 

decision-making, and leadership roles. 

From its earliest iterations, remote nursing required practitioners to operate independently, 

often without immediate access to medical oversight (Yuginovich, 2000). Nurses were 

responsible for assessment, decision-making, and intervention across a wide scope of 

practice, relying on limited resources and infrequent communication with external 

services. These conditions demanded clinical confidence, adaptability, and resilience, 

positioning remote nurses as de facto primary healthcare providers within their 

communities. 

Despite this, Yuginovich (2000) suggests that formal recognition of remote nursing has not 

kept pace with its responsibilities. While other nursing specialties have expanded their 
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scope and secured advanced practice status, remote nursing has remained comparatively 

static in terms of professional classification.  

This historical positioning continues to shape contemporary remote nursing practice. 

RANs are expected to continue managing complex clinical presentations, navigating 

cultural and relational dynamics, and sustaining continuity of care in environments marked 

by limited infrastructure and organisational distance.   
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3. The Evolution and Realities of Remote Area Nursing 

Having outlined the sociohistorical and structural context of Indigenous Australia, the 

focus now shifts to contemporary Remote Area Nursing. Rather than revisiting the role’s 

colonial origins, the discussion here centres on how Remote Area Nurses (RANs) 

experience, navigate, and sustain practice in these environments today. The discussion 

draws on existing literature to examine the realities of remote nursing work.  

3.1. CONTEMPORARY REALITIES OF REMOTE NURSING PRACTICE 

Remote Area Nursing in Australia refers to nursing practice conducted in geographically 

isolated settings where access to medical services is limited, and nurses must operate with 

a high degree of autonomy (Lenthall et al., 2009; Wakerman et al., 2012). Unlike urban 

nursing roles, RANs are often responsible for delivering comprehensive primary and 

emergency healthcare across the lifespan, frequently in small clinics staffed by one to three 

practitioners (Lenthall et al., 2011).  

While Australian research has increasingly examined remote nursing, much of this 

literature adopts managerial, workforce, or service-delivery perspectives, often focusing on 

staffing, turnover, and system performance rather than immersive or long-term accounts of 

lived practice (Lenthall et al., 2009; Lenthall et al., 2011; Muecke et al., 2011; Opie et al., 

2010). Fewer studies draw on sustained field observation or embedded experience, leaving 

important relational, cultural, and everyday clinical dimensions underexplored (Cramer, 

2006). 

The scope of practice in remote settings is characteristically broad. RANs may be required 

to manage acute emergencies, chronic disease, preventive health programs, and 

community health initiatives, often in the absence of on-site medical officers (Lenthall et 

al., 2009; Yuginovich, 2000). This expanded scope requires advanced clinical judgement, 

adaptability, and confidence in decision-making when working independently. 

A defining feature of remote nursing practice is its cross-cultural context. The majority of 

very remote clinics in Australia serve Indigenous communities, requiring nurses to deliver 

care within social, cultural, and linguistic environments that may differ substantially from 

their own background (Lenthall et al., 2009; Muecke et al., 2011). Effective practice 

extends beyond technical competence to include the capacity to negotiate cultural 
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differences, build trust, and engage with community-based understandings of health and 

illness.  

In practice, remote nurses must do more than apply biomedical knowledge; they must 

interpret local norms and negotiate culturally grounded expectations within community-

defined priorities. Trust-building is central to clinical care and to effective and ethical 

practice in very remote Indigenous settings (Muecke et al., 2011). 

Continuity of care and relational stability are widely identified as central to effective 

remote healthcare delivery (Lenthall et al., 2011; Wakerman et al., 2012). That said, high 

turnover among nursing staff disrupts communication, weakens therapeutic relationships, 

and undermines community trust. As such, remote nursing cannot be understood solely as 

an individual clinical role, but as a relational practice embedded within small communities 

and fragile service structures. Despite this, staffing shortages have increasingly led to the 

placement of short-term or inexperienced nurses from urban settings in RAN roles with 

limited remote preparation, cultural training, or clinical support. The potential risks of 

inadequate preparation for remote practice can erode clinical confidence, compromise 

patient safety, and strain community relationships, particularly when care appears 

inconsistent or culturally misaligned (Smith, 2016). 

These features distinguish remote area nursing from other nursing domains and provide 

context for subsequent workforce challenges. These structural features of geographic 

isolation, expanded scope, professional autonomy, cross-cultural engagement, and reliance 

on continuity distinguish remote area nursing from other nursing domains and provide 

essential context for understanding the workforce challenges examined in subsequent 

sections. 

3.2. RECRUITMENT AND RETENTION OF REMOTE NURSES 

Recruitment and retention remain critical and persistent challenges in Australian remote 

healthcare systems (Hegney et al., 2002b; Weymouth et al., 2007). Despite sustained 

policy attention over several decades, workforce instability remains a defining feature of 

remote nursing practice. Evidence indicates these difficulties reflect structural and 

organisational conditions surrounding remote work rather than dissatisfaction with remote 

nursing itself. 
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Isolation, limited professional support, unclear role expectations, and insufficient 

preparation are consistently identified as key deterrents to both recruitment and long-term 

retention (Opie et al., 2010; Whiteing et al., 2021). While many nurses report strong initial 

motivation to undertake remote placements, these challenges often become apparent only 

after arrival, contributing to early contract termination. Prior metropolitan nursing 

experience, frequently assumed to be adequate preparation, has repeatedly been shown to 

be insufficient for the autonomy and complexity required in remote settings (Lenthall et 

al., 2009; Whiteing et al., 2021). This risk is compounded when nurses from metropolitan 

backgrounds are placed into remote roles without adequate preparation for clinical 

autonomy, cultural complexity, or resource-limited practice, increasing the likelihood of 

stress, reduced confidence, and early departure. 

High turnover is widely recognised as detrimental to service delivery in remote 

communities (Lenthall et al., 2011; Wakerman et al., 2012). Frequent staff turnover 

disrupts clinical coordination, erodes trust between practitioners and communities, and 

places additional strain on remaining staff. Reliance on short-term or transient staffing 

models functions more as a stopgap than a sustainable workforce strategy. 

Retention difficulties are sometimes attributed to demographic factors, particularly 

workforce ageing (Hegney et al., 2002b; McCullough, Whitehead, et al., 2021). Evidence 

indicates that retention is more closely linked to organisational support, realistic role 

preparation, and resource availability than to age itself (Opie et al., 2010; Weymouth et al., 

2007). Nurses who feel adequately prepared and supported are more likely to remain in 

remote roles, even when working conditions are demanding.  

However, this emphasis on workforce ageing may oversimplify the issue. Both existing 

literature and informal observations suggest that many long-term Remote Area Nurses 

enter remote practice after developing substantial clinical experience and personal 

stability, often later in their careers (Lenthall et al., 2009; Muirhead & Birks, 2019). In 

practice, this can translate into a higher proportion of enduring practitioners being aged 40 

and above. Younger nurses, while frequently enthusiastic, are more likely to leave within 

the first year as they pursue more conventional professional and personal pathways. The 

literature suggests that attributes such as clinical confidence, adaptability, and resilience 

are important for sustaining practice in remote settings. 
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Some recruitment strategies targeting younger nurses should therefore be interpreted 

cautiously. While early-career practitioners may bring energy and adaptability, they may 

not yet possess the clinical confidence, emotional regulation, or self-awareness required 

for isolated and culturally complex practice. Recruitment strategies that prioritise maturity, 

preparedness, and realistic job previewing may therefore be more effective than those 

focused solely on age or workforce replenishment. 

Targeted education for remote practice has therefore been repeatedly proposed as a key 

strategy for improving recruitment and retention (Lenthall et al., 2009; Lenthall et al., 

2011). Despite these longstanding recommendations, no nationally consistent pathway for 

preparing RANs currently exists. The persistence of these gaps suggests a structural 

mismatch between workforce expectations and the realities of remote nursing practice. 

Without addressing this mismatch, recruitment efforts are likely to continue producing 

short-term placements rather than a stable remote nursing workforce. 

Retention challenges do not appear to stem from dissatisfaction with remote nursing itself. 

Many RANs report high job satisfaction and strong commitment to their work, particularly 

regarding role scope, autonomy, and perceived meaningfulness (Hegney et al., 2002a; 

McElroy et al., 2022; Tyrrell et al., 2018; Weymouth et al., 2007). Instead, contract 

termination is more commonly linked to systemic pressures such as unsafe staffing levels, 

inadequate organisational support, poorly adapted urban service models, and weak 

transition or orientation processes (Opie et al., 2010; Weymouth et al., 2007). 

3.3. MOTIVATIONS FOR REMOTE NURSING PRACTICE 

Sustained remote practice depends on motivations beyond initial recruitment. A key issue 

is what motivates nurses to pursue and sustain work in remote settings when alternative 

nursing pathways may offer greater predictability, support, and proximity to family and 

services. Nurses who pursue remote practice are often motivated by factors that differ from 

those shaping urban nursing careers, particularly regarding lifestyle, identity, and 

perceptions of meaningful work. Prior rural or remote life experience, though not 

necessarily professional exposure, has been associated with a greater likelihood of 

remaining in remote positions (Hegney et al., 2002a). These experiences appeared to foster 

adaptability, tolerance for isolation, and comfort with non-urban lifestyles. 
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Compassion satisfaction also plays a significant role. Compassion satisfaction refers to the 

positive emotional experience derived from providing meaningful care, particularly in 

high-pressure contexts (O'Callaghan et al., 2020). For many remote nurses, the visible 

impact of their work and the depth of relationships formed within communities provide a 

strong sense of purpose. Compassion has also been identified as central to professional 

identity and resilience (Todaro-Franceschi, 2019). Sustaining compassion satisfaction not 

only supports individual well-being but also contributes to organisational stability and 

workforce retention. 

The literature indicates that motivation for remote nursing is closely linked to personal 

disposition, prior experience, and perceptions of meaningful work, as well as to 

organisational and contextual factors discussed in later sections (Hegney et al., 2002b; 

O'Callaghan et al., 2020; Todaro-Franceschi, 2019). When organisational conditions 

undermine these intrinsic motivators, retention becomes increasingly fragile, a dynamic 

explored further in subsequent sections (Lenthall et al., 2011; Opie et al., 2010; Weymouth 

et al., 2007). 

3.4. PREPARATION AND EDUCATION FOR REMOTE PRACTICE 

Adequate preparation and orientation are widely recognised as essential to successful 

remote nursing practice. Despite this, multiple studies report that nurses continue to be 

deployed to remote settings with insufficient preparation for the clinical, cultural, and 

organisational realities they will encounter (Lenthall et al., 2018; McCullough, Bayes, et 

al., 2021). 

Successful remote practice requires cultural awareness, autonomy, and contextual 

understanding, yet organisational recruitment processes do not always align with these 

requirements, contributing to mismatches between nurses and placements (Lenthall et al., 

2018). Recruitment pathways frequently rely on metropolitan experience as a proxy for 

readiness, despite evidence that urban nursing backgrounds alone do not prepare 

practitioners for the autonomy, resource limitations, and cross-cultural demands of remote 

practice (Whiteing et al., 2021). 

Orientation processes have similarly been criticised for their superficiality. When 

orientation programs lack sufficient clinical and cultural grounding, nurses may enter 

remote practice uncertain of their role and unprepared for the intercultural complexity they 
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encounter (McCullough, Bayes, et al., 2021). These deficiencies undermine practitioner 

confidence, weaken community engagement, and disrupt continuity of care. 

Inadequate preparation also carries organisational and financial consequences. Weymouth 

et al. (2007) report that poorly oriented nurses are more likely to terminate placements 

early, resulting in lost investment in recruitment, relocation, and training. Conversely, they 

continue, comprehensive orientation improves placement success and represents a more 

effective use of limited resources. 

Orientation functions as a critical workforce support and a key job resource in remote 

nursing contexts, particularly by reducing cultural misunderstandings, administrative 

confusion, and professional isolation (Lenthall et al., 2009). Despite longstanding calls for 

specialised remote nurse education (Hegney et al., 2002a; Lenthall et al., 2009; Lenthall et 

al., 2011), there is little evidence that such programs have been systematically 

implemented or sustained. Instead, the absence of structured preparation remains a 

persistent contributor to workforce instability. 

3.5. CULTURE SHOCK AND ADAPTATION IN REMOTE SETTINGS 

Culture shock is a well-documented psychological response to immersion in an unfamiliar 

cultural environment and has been examined in relation to remote nursing practice. For 

RANs, moving to Indigenous communities often involves exposure to social norms, 

communication styles, and worldviews that differ substantially from those underpinning 

Western biomedical training (McCluskey, 2020; Scott, 2014). 

Culture shock is commonly conceptualised as a staged process, typically progressing from 

an initial “honeymoon” phase through periods of frustration, adjustment, and eventual 

adaptation (McCluskey, 2020). Symptoms may include anxiety, homesickness, sleep 

disturbance, and emotional distress. While this model was not developed specifically for 

healthcare contexts, it has been applied widely to explain occupational adjustment in cross-

cultural settings. Culture shock is not considered a personal failing, but a common and 

expected response to sustained cross-cultural immersion, particularly in settings 

characterised by social, geographic, and professional isolation (McCluskey, 2020). 

In remote Australia, culture shock may be intensified by geographic isolation, limited 

infrastructure, and the relative invisibility of Indigenous lifestyles within national media 
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and public discourse. Indigenous realities are often marginalised within dominant national 

narratives (Moreton-Robinson, 2003). For incoming RANs, this disconnect between 

expectation and reality has been identified as a potential source of disorientation and 

misinterpretation during early placement experiences. 

Early encounters with remote communities are often filtered through expectations shaped 

by urban Western practice. Several authors note that what may initially appear 

disorganised or dysfunctional can instead reflect the historical impacts of displacement, 

underinvestment, and externally imposed governance structures (Carson et al., 2007; K. 

Griffiths et al., 2016). Without adequate preparation, nurses may interpret their own 

discomfort as evidence of cultural difference or individual deficit rather than recognising it 

as part of their own adjustment process. Previous research suggests that these early 

reactions are better understood as transitional responses rather than indicators of clinical 

inadequacy, underscoring the importance of contextual interpretation during early 

placement stages (Muecke et al., 2011). 

Adaptation requires time, reflexivity, and sustained engagement. Studies emphasise that 

nurses who are supported to interpret differences within cultural and historical contexts, 

rather than through deficit-based assumptions, are more likely to move beyond initial 

culture shock toward effective practice and relational trust (McCullough, Whitehead, et al., 

2021; Muecke et al., 2011). Where organisational support is lacking, however, culture 

shock may persist, contributing to dissatisfaction and early departure from remote roles. 

3.6. NAVIGATING BETWEEN PRIMARY CARE AND PATERNALISM 

Primary health care (PHC) is widely promoted as the preferred model for improving health 

outcomes in Indigenous and remote contexts, emphasising prevention, community 

engagement, and patient participation in decision-making (McCullough, Whitehead, et al., 

2021). In principle, PHC seeks to shift authority from practitioners to a shared 

responsibility among individuals, families, and communities. 

In remote Australian settings, however, the conditions required for effective PHC are often 

absent. Limited resources, workforce instability, and inconsistent patient engagement 

frequently undermine sustained partnership (McCullough, Whitehead, et al., 2021). As a 

result, RANs often assume greater responsibility for clinical outcomes, effectively 

reverting to more paternalistic models of care. 
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This tension between PHC ideals and practice realities has been noted in earlier research, 

which suggests that paternalism in remote nursing is not necessarily a product of 

practitioner attitude, but a pragmatic response to structural constraints, including time 

pressures, limited continuity, and safety concerns (Lenthall et al., 2009; Wakerman et al., 

2012). In such contexts, responsibility for care often rests disproportionately with the 

medical practitioner, despite policy emphasis on shared responsibility (Wakerman et al., 

2012). 

These dynamics extend beyond nurse–patient relationships and are evident within clinical 

teams as well. Structural arrangements within the health workforce, particularly the 

differentiated training and professional recognition of Aboriginal Health Practitioners 

(AHPs) (see section 2.5), can reinforce hierarchical assumptions about authority and 

expertise (Stajic, 2020). Although AHPs are expected to contribute significantly to 

frontline care, their training pathways remain shorter and more limited than those of 

nursing programs, resulting in distinct professional classifications and a constrained scope 

(K. Griffiths et al., 2016; Stajic, 2020). 

Such differentiation may inadvertently reproduce paternalistic assumptions about 

capability and leadership, particularly when AHPs undertake complex clinical and cultural 

work without corresponding authority or recognition (Menzies, 2019). For nurses working 

alongside AHPs, this mismatch has been identified as a source of professional tension 

within interdisciplinary teams.  

Effective primary health care has been described as dependent on patient engagement and 

mutual commitment, without which genuine partnership is difficult to sustain 

(McCullough, Whitehead, et al., 2021). However, framing disengagement primarily as a 

patient-level barrier risks overlooking the possibility that the PHC model itself may require 

cultural adaptation or reinterpretation to operate effectively in remote Indigenous contexts. 

Without such adaptation, the persistence of paternalistic practice may reflect systemic 

limitations rather than individual failure. 

3.7. ORGANISATIONAL OVERSIGHT AND DISTANCE MANAGEMENT 

Organisational oversight of remote health services is often conducted through distance 

management, in which clinics are administered from regional or metropolitan centres 

rather than managed on-site. This model reflects the practical realities of staffing small, 
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geographically isolated clinics, which are often staffed by only one to three nurses and lack 

the scale required for embedded management roles (Weymouth et al., 2007). 

While distance management is operationally necessary, research consistently identifies it 

as a significant contributor to workforce dissatisfaction and instability. Remote nurses 

frequently report poor communication, delayed decision-making, and unmet expectations 

regarding support (Weymouth et al., 2007). These issues are exacerbated by geographic 

separation, which limits managers’ understanding of the realities of remote practice. 

Specific organisational factors, including inadequate orientation, misleading recruitment 

information, and weak ongoing support, illustrate how distance management contributes to 

occupational stress among RANs. (Lenthall et al., 2009). When oversight is detached from 

day-to-day clinical realities, nurses may feel both professionally isolated and 

organisationally undervalued, despite carrying significant responsibility for patient safety 

and service continuity. 

Several authors suggest that distance management can reproduce a form of structural 

marginalisation, in which remote services are treated as peripheral to mainstream 

healthcare systems (Wakerman et al., 2012; Weymouth et al., 2007). In this context, delays 

in addressing staffing shortages, infrastructure failures, or safety concerns stand in contrast 

to expectations typically applied in non-remote healthcare settings. 

Although funding limitations and workforce shortages contribute to these challenges, the 

literature indicates that relational and responsive management practices are equally 

important. Improved communication, realistic recruitment processes, and consistent 

support structures have been identified as key factors in mitigating the negative effects of 

distance management and improving nurse retention (Lenthall et al., 2009; Weymouth et 

al., 2007). 

Organisational oversight plays a central role in shaping workforce sustainability, 

wellbeing, and service quality, according to the literature. Without management structures 

attuned to the realities of remote contexts, the demands placed on RANs intensify, which 

the literature associates with workforce strain and retention challenges. 
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3.8. COMPASSION FATIGUE AND BURNOUT IN REMOTE NURSING 

Compassion fatigue is widely recognised as an occupational risk within nursing and has 

been extensively documented in high-intensity clinical environments such as emergency 

and trauma care (Drury et al., 2014; O'Callaghan et al., 2020). In remote nursing contexts, 

this risk is amplified by sustained exposure to high emotional demands combined with 

limited organisational and professional support (Todaro-Franceschi, 2019). 

Compassion fatigue is commonly conceptualised as comprising both burnout and 

secondary traumatic stress (O'Callaghan et al., 2020; Schmulian et al., 2020). Burnout 

arises from chronic workplace stressors such as excessive workload, inadequate staffing, 

and insufficient preparation, while secondary traumatic stress reflects cumulative exposure 

to others’ suffering and trauma. For RANs, this exposure may encompass not only acute 

clinical events but also ongoing engagement with community-level adversity, including 

illness and the enduring impacts of historical disadvantage. 

Compassion fatigue is often characterised by emotional exhaustion, reduced empathy, and 

diminished professional effectiveness (Drury et al., 2014). When unaddressed, these 

responses have been associated with absenteeism, reduced professional engagement, and 

workforce attrition. 

Several authors emphasise that compassion fatigue does not reflect individual weakness 

but arises from structural conditions in which job demands consistently exceed available 

resources (O'Callaghan et al., 2020; Todaro-Franceschi, 2019). In remote contexts, factors 

such as professional isolation, extended after-hours on-call responsibilities, limited relief 

staffing, and inadequate organisational support intensify this imbalance, which the 

literature associates with increased emotional strain. 

The literature also highlights protective factors that can lessen the shift from compassion 

fatigue to burnout. These include strong collegial relationships, opportunities for reflection 

and supervision, realistic workload expectations, and the development of compassion 

satisfaction—the positive sense of purpose gained from helping others (Drury et al., 2014; 

O'Callaghan et al., 2020). However, access to these supports is often inconsistent in remote 

settings, resulting in unequal access across such environments. 
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Prolonged exposure to unresolved moral and organisational constraints is linked with 

moral distress or moral injury, which occurs when practitioners feel unable to act in 

accordance with their professional or ethical values (Todaro-Franceschi, 2019). In remote 

nursing, this may arise when systemic limitations prevent nurses from providing the 

standard of care they believe patients deserve, compounding emotional strain and 

accelerating disengagement. 

3.9. INTERPRETING REMOTE NURSING THROUGH THE JD–R MODEL 

The Job Demands–Resources (JD–R) model is widely used in nursing and health 

workforce research to examine how working conditions influence well-being, engagement, 

and workforce sustainability (Bakker & Demerouti, 2007; Demerouti et al., 2001). 

Originating in occupational health psychology, the framework explains how job demands 

and available resources interact to shape stress, motivation, and organisational outcomes 

(Demerouti et al., 2001; Bakker & Demerouti, 2007).  

The model is particularly relevant to remote nursing contexts, where high job demands are 

well-documented and organisational resources are often limited. The JD–R framework has 

been applied to remote nursing contexts to identify demands such as professional isolation, 

inadequate staffing, extended on-call responsibilities, safety concerns, cultural dislocation, 

and inconsistent organisational support (Lenthall et al., 2018). Lenthall et al. (2018) 

describe how cumulative job demands are associated with elevated stress and increased 

vulnerability to burnout among Remote Area Nurses. 

Remote settings characterised by sustained imbalance between demands and resources are 

associated with higher stress-related outcomes (Opie et al., 2010). Opie et al. (2010) argue 

that such environments are inherently high-demand and under-resourced, suggesting that 

stress-related outcomes are more likely in settings characterised by sustained imbalance 

between demands and resources. These findings reinforce the relevance of the JD–R 

framework for understanding patterns of attrition, disengagement, and compromised well-

being in remote health workforces. 

The JD–R model is used here as a practical tool for linking working conditions to 

workforce outcomes. It allows researchers to conceptualise compassion fatigue, burnout, 

and turnover as outcomes linked to structural conditions within the work environment, 

rather than as individual failings. 
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The JD–R model provides a useful organising framework for this thesis. Its application 

enables workforce experiences to be situated within established literature while 

maintaining a focus on organisational context rather than personal deficit. The theoretical 

foundations and detailed application of the JD–R model are examined in the following 

chapter.  
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4. Theoretical Frameworks: Symbolic Interactionism and the JD–R 

Model 

Following the literature review, this chapter outlines the theoretical frameworks used to 

interpret the experiences of Remote Area Nurses (RANs) working in remote Indigenous 

communities. These frameworks are not used as explanatory models in isolation; they are 

treated as complementary lenses through which to examine the social, emotional, and 

organisational dimensions of remote nursing practice. 

Symbolic interactionism (SI) is used to examine how meaning is constructed and 

negotiated through everyday interactions. It clarifies how RANs interpret their roles, 

relationships, and environments, particularly within culturally unfamiliar and relationally 

complex settings. This framework fits this thesis because it enables examination of 

processes such as adaptation, identity formation, miscommunication, and symbolic 

dissonance, which are central to remote nursing practice yet often overlooked by structural 

or quantitative approaches. 

The Job Demands–Resources (JD–R) model is introduced as a second, complementary 

framework that focuses on the organisational conditions shaping work-related stress, 

resilience, and sustainability. While SI foregrounds meaning-making at the interpersonal 

level, the JD–R model provides a structured way of identifying how specific job demands 

and available resources interact to influence well-being, motivation, and burnout. Used in 

combination, these frameworks support an integrated analysis that attends to both lived 

experience and organisational context. 

This chapter establishes the theoretical foundations used in the analysis. It introduces the 

key assumptions and concepts of SI and the JD–R model; applications to the findings are 

developed in later chapters. 

4.1. SYMBOLIC INTERACTIONISM 

SI theory examines how people interpret, negotiate, and act on meanings that emerge 

through interaction, an emphasis that aligns closely with remote practice, where 

professional, cultural, and relational boundaries are continually navigated. From a 

symbolic interactionist perspective, human interaction is an ongoing interpretive process in 

which individuals continuously assess and adjust their behaviour in response to others’ 
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actions (Blumer, as cited in Watson, 2018, p. 13). For RANs, whose work routinely 

involves unfamiliar cultural settings, ambiguous expectations, and shifting social cues, this 

process of interpretation is central to everyday practice. 

SI emphasises that meaning is not inherent in objects, actions, or roles, but is produced and 

modified through social interaction. Individuals enter encounters with pre-existing 

meanings shaped by past experience, professional training, cultural background, and social 

position. These meanings are then confirmed, challenged, or revised as interaction unfolds 

(Watson, 2018). In remote settings, where nurses frequently encounter unfamiliar symbolic 

systems, prior assumptions about communication, authority, time, health, and 

responsibility may not hold, requiring continual adaptation and reflexivity. 

The theory emerged from early twentieth-century sociological work associated with the 

Chicago School, particularly the contributions of George Herbert Mead, Herbert Blumer, 

Charles Cooley, and Erving Goffman (Dennis et al., 2013; Griffiths, 2017; Scott, 2014). SI 

positions individuals as neither passive recipients of structure nor entirely autonomous 

agents, but as reflective actors embedded within social contexts. 

One implication of this framework is that social experience is inherently fluid. 

Worldviews, identities, and expectations are continuously reshaped as individuals 

encounter new situations and negotiate shared meanings with others. This is particularly 

relevant to remote nursing, where RANs often move between communities, organisational 

systems, and cultural contexts that operate according to different ontological and 

epistemological assumptions. In such settings, meaning-making is not only interpersonal 

but also deeply cultural, shaped by differing understandings of knowledge, authority, and 

social responsibility. 

SI understands the challenges of remote nursing as interpretive processes rather than 

purely logistical or organisational issues. Difficulties in communication, trust, role clarity, 

and adaptation are viewed as arising from symbolic misalignment rather than individual 

deficiency. This orientation allows the analysis to move beyond deficit-based explanations 

and instead focus on how meaning is constructed, disrupted, and renegotiated in complex 

intercultural environments. 

In this thesis, SI is used to interpret how RANs make sense of their roles, relationships, 

and environments, and how these meanings influence their capacity to adapt, persist, or 
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disengage. It offers a theoretical foundation for examining the subtle, often invisible 

processes through which professional identity, cultural understanding, and emotional 

responses are shaped in remote practice.   

4.1.1. Everyday Symbols 

According to SI, individuals construct an understanding of their world through shared 

symbols that acquire meaning via social interaction (Kaur, 2023; Watson, 2018). Symbols 

may include objects, gestures, language, or mental images, and it is their socially agreed-

upon meaning that enables interaction within a given context. 

These shared meanings form an interpretive framework that allows members of a culture 

to anticipate one another’s actions and respond appropriately. Even simple interactions, 

such as greetings, reflect deeper cultural assumptions about knowledge and social order. 

For example, forms of address or greeting may signal relational positioning rather than 

formality, and misunderstanding these cues can create symbolic dissonance, where 

assumed meanings are not shared. In such moments, individuals must decide whether to 

clarify, adapt, or withdraw from the interaction. 

Social interaction, therefore, involves continuous symbolic negotiation. As Watson (2018) 

notes, individuals do not simply enact symbols but intuit how those symbols will be 

received and adjust behaviour in real time. While people often mirror one another to 

preserve rapport, some contexts require adherence to particular symbolic forms due to 

tradition, hierarchy, or personal boundaries, increasing the risk of discomfort or 

breakdown in interaction. 

4.1.2. Creating Meaning 

Language is one mechanism through which meaning is created, but shared vocabulary 

alone does not guarantee shared understanding. Words that appear familiar may carry 

different symbolic meanings depending on the cultural context. Concepts such as “family,” 

“responsibility,” or “respect” may reflect extended kinship obligations or relational 

expectations that differ from Western individualistic interpretations. Although participants 

may use the same language, the meanings attached to these terms can diverge significantly. 

By contrast, coordinated action can occur even in the absence of shared spoken language 

when participants operate within a mutually understood symbolic structure. In remote 
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communities, everyday interactions may unfold smoothly through gesture, observation, 

and familiarity with local routines, demonstrating how meaning becomes embedded in 

action rather than language. 

These examples illustrate that successful interaction depends on access to a shared 

symbolic framework, alongside shared symbolic language. When such a framework is 

absent or misaligned, interaction falters not because of ill intent or incompetence, but 

because participants operate from different systems of meaning. SI thus directs attention 

away from individual failure and toward the relational and interpretive conditions under 

which understanding becomes possible. For Remote Area Nurses, this highlights that 

effective practice depends not only on clinical skill but on recognising how meaning is 

negotiated through relationships, context, and shared interpretation. 

4.1.3. Schemas, Language, and the Construction of Meaning 

Much of the social interaction examined within SI relies on symbols that individuals 

already possess. Watson (2018, p. 12) refers to these as “self-meanings,” developed 

through social roles, status, affiliations, cultural norms, and values. These resemble 

psychological schemas, defined as internalised cognitive frameworks that shape how 

individuals interpret social situations and respond based on prior experience and learned 

meanings (Fiske & Taylor, 1991). Schemas enable people to navigate social life without 

having to consciously re-evaluate every interaction from first principles. 

However, schemas are not universal. Many are culturally specific and deeply shaped by 

language, socialisation, and worldview. While some symbols appear easily transferable 

across languages, others do not. Concrete objects may translate relatively cleanly, but 

abstract concepts, professional terms, or relational expectations often lack direct 

equivalents. Gestures and expressions that signal agreement, respect, or familiarity in one 

cultural setting may carry very different meanings in another. 

This variability highlights a central premise of SI: meaning is not inherent in words, 

gestures, or actions, but emerges through shared understanding within a social group. A 

symbol functions only when those involved ascribe sufficiently compatible meanings to it. 

When this shared symbolic grounding is absent, communication may break down despite 

goodwill or technical competence. 
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In remote nursing settings, such misalignment is common. Nurses may use clinical 

language or professional shorthand that is meaningful within biomedical systems but 

unfamiliar or differently interpreted by community members. Likewise, community 

responses shaped by local cultural symbols may be misread by practitioners unfamiliar 

with their symbolic context. Recognising that such breakdowns reflect differences in 

symbolic frameworks, rather than individual failure, is essential to developing effective 

and respectful cross-cultural practice. 

4.1.4. Cultural Stereotypes and Symbolic Misunderstandings 

Symbols and their associated meanings are readily recognised by members of a culture but 

are often difficult for outsiders to interpret. This is because cultural identities are formed 

over long periods of shared history, practice, and meaning-making, and cannot be easily 

conveyed through surface description. In contrast, stereotypes operate as symbolic 

shortcuts: simplified representations that reduce complex social realities into easily 

recognisable but often distorted forms (Griffiths, 2017). 

From a symbolic interactionist perspective, stereotypes are problematic because they 

flatten individual meaning-making into fixed and generalised assumptions (Goffman, 

1959). While every individual carries symbolic meanings shaped by their own experiences, 

stereotypes substitute lived interaction with inherited narratives. This dynamic becomes 

particularly visible in cross-cultural settings, where professionals may unknowingly rely 

on culturally distant or media-driven representations rather than relational understanding. 

Smith (2016), reflecting on the Northern Territory Intervention, observes how public 

discourse contributed to this process: 

There are many stories the Australian community could tell about remote 

Indigenous people, but they would be based on the stereotypical views 

they formed or reinforced during this time … as that is all they know 

[and] reinforces what they think they know (p. 152). 

Such narratives illustrate how dominant cultural discourses can harden symbolic 

interpretations in the absence of sustained, meaningful engagement. When stereotypes 

replace interaction, they limit the capacity for adaptability and mutual understanding. Just 

as shared symbols allow interaction to proceed smoothly, distorted symbols can constrain 

it, shaping expectations before any genuine relationship is formed. 
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SI helps to disrupt this process. It emphasises that meanings are not fixed but are 

continually revised through interaction. Through repeated, reflective engagement, 

stereotypes can be replaced by more nuanced, relational understandings that better reflect 

individual experience rather than collective simplification. This requires openness to 

existing symbolic frameworks being unsettled and reshaped through encounter, rather than 

reinforced by distance or assumption. For Remote Area Nurses, this highlights that 

effective cross-cultural practice depends on moving beyond inherited assumptions toward 

a relational understanding developed through sustained engagement with the community 

and its context. 

4.1.5. Role-Taking and Dramaturgy in Remote Nursing 

A central concept within SI is role-taking, also referred to as dramaturgy, a framework 

most closely associated with Erving Goffman and elaborated by Herbert Blumer. This 

concept proposes that social interaction involves the performance of roles shaped by 

context, expectation, and audience (Kaur, 2023; Watson, 2018). Social life can be 

understood as a stage on which individuals draw upon learned scripts and symbolic cues to 

guide their behaviour. 

This perspective is particularly relevant to Remote Area Nursing. When RANs enter a new 

community, the social “stage” is unfamiliar. The cues that typically guide professional 

interaction—authority, efficiency, directness, or clinical hierarchy—may not carry the 

same meaning, or may even disrupt relational trust. Nurses must therefore learn not only 

what role they are expected to perform, but how that role is symbolically understood 

within the local context. 

Some practitioners readily adjust their behaviour, attend closely to social cues, and revise 

their expectations through observation and reflection. Others rely more rigidly on 

previously successful scripts shaped by urban or institutional environments. In remote 

settings, this rigidity can create friction, particularly where relationship-building and 

contextual awareness are prioritised over procedural efficiency. 

SI highlights that successful role-taking requires interpretive skill. As Kaur (2023) notes, 

the ability to empathise, reflect, and revise one’s social performance in real time is 

essential in environments where assumptions frequently fail and symbolic meanings are 
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negotiated rather than given. For RANs, this means learning when to adopt an authoritative 

stance, when to step back, and when to listen, often within the same interaction. 

In this sense, the remote nurse is not only a clinician but a social actor navigating 

uncertainty, ambiguity, and shifting expectations. Dramaturgical flexibility becomes a 

critical resource, enabling nurses to maintain professional integrity while adapting their 

symbolic presentation to fit relational and cultural realities. Where this flexibility is absent, 

misunderstandings are more likely to arise, and the role’s emotional labour is intensified.  

4.1.6. Symbolic Dissonance 

When individuals from distinct cultural or social worlds interact, a common outcome is 

symbolic dissonance: a breakdown in shared meaning that results in misunderstanding, 

misinterpretation, or tension (Watson, 2018). Within SI, this occurs when participants 

draw on different symbolic systems to interpret the same interaction, resulting in 

misaligned expectations. Symbolic dissonance does not necessarily involve overt conflict; 

it may also appear as confusion, silence, withdrawal, or failed communication. 

In remote area nursing, symbolic dissonance is frequent rather than exceptional. RANs 

commonly enter communities shaped by epistemological and ontological traditions that 

differ markedly from those underpinning Western biomedical practice. Nurses trained 

within individualistic healthcare systems may encounter collectivist social structures in 

which kinship, family obligation, and communal responsibility take precedence over 

personal autonomy. Even foundational concepts such as ‘health,’ ‘decision-making,’ or 

‘responsibility’ may carry different symbolic meanings. 

The resulting tension is often systemic rather than interpersonal. It emerges from clashes 

between symbolic frameworks rather than from individual intent, competence, or goodwill. 

For example, Western healthcare models frequently assume an internal locus of control, in 

which individuals are expected to manage risk and take responsibility for outcomes. In 

contrast, many Indigenous worldviews emphasise relational, contextual, or external 

influences on life events. When these frameworks intersect, even routine clinical 

interactions can become symbolically misaligned. 

SI explains how meaning is produced through interaction and how dissonance emerges 

when symbolic assumptions remain unexamined. In remote nursing contexts, symbolic 
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dissonance therefore represents a critical interpretive challenge, shaping how actions are 

understood and how professional roles are negotiated within unfamiliar social worlds. 

4.1.7. The Looking-Glass Self and Identity Formation 

A further core concept within SI is the looking-glass self, originally proposed by Charles 

Cooley. This concept suggests that individuals develop their sense of self based on how 

they believe others perceive them. Identity is therefore not formed in isolation, but through 

an ongoing interpretive process in which people imagine how they appear to others, 

interpret the responses they receive, and internalise these perceived judgements (Griffiths, 

2017; Kaur, 2023). 

Where symbolic dissonance disrupts shared meaning, the looking-glass self may become 

destabilised. Social cues that once confirmed professional identity, such as gratitude, 

compliance, or verbal affirmation, may no longer function as expected. Gestures such as 

silence, indirect communication, or lack of eye contact may be interpreted as 

disengagement or disapproval when, within a different symbolic framework, they may 

reflect respect, caution, or relational restraint. 

In familiar social environments, repeated interactions tend to stabilise identity. People 

receive predictable feedback that affirms established roles and expectations. In contrast, 

when individuals enter unfamiliar or intercultural settings, such as when an urban-trained 

nurse works in a remote Indigenous community, the symbolic cues that once affirmed 

identity may no longer function as expected. Professional authority, friendliness, or 

clinical competence may not elicit familiar responses, leaving the individual uncertain 

about how they are being perceived. 

This uncertainty can be particularly destabilising in collectivist contexts, where identity 

and well-being are closely tied to relational standing and group recognition rather than 

individual achievement (Diener, 2001). When nurses perceive themselves as 

misunderstood, ignored, or ineffective, professional confidence may erode even in the 

absence of overt conflict. SI notes that such identity disruption is not a personal failure but 

an expected outcome when familiar symbolic feedback mechanisms no longer function. 
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4.1.8. Adaptation, Resistance, and Symbolic Conflict 

Through repeated interactions, individuals develop familiar symbolic frameworks. This 

framework, composed of shared meanings, role expectations, and habitual responses, 

provides social comfort and a sense of predictability. While such stability supports 

everyday functioning, it can also become a barrier when individuals enter environments 

that challenge their established assumptions. 

SI explains that when people encounter unfamiliar symbols or meanings that contradict 

their existing framework, symbolic conflict may arise (Watson, 2018). This conflict does 

not necessarily take the form of overt disagreement; it may instead manifest as withdrawal, 

defensiveness, rigidity, or resistance to engagement. These responses often reflect 

uncertainty rather than hostility, emerging when individuals struggle to reconcile 

competing symbolic interpretations. 

Stereotypes frequently operate as symbolic shortcuts in these situations. They allow 

individuals to respond quickly to unfamiliar contexts but reduce complexity and obscure 

individual variation. When lived experience contradicts a stereotype, practitioners face a 

choice: revise their symbolic framework or reinforce existing assumptions by dismissing 

contradictory evidence. SI suggests that adaptation is rarely immediate and typically 

requires sustained interaction, reflection, and emotional tolerance (Watson, 2018). 

In remote nursing contexts, this process is particularly salient. Nurses entering Indigenous 

communities may carry inherited assumptions about health, authority, communication, and 

responsibility. For example, a nurse may interpret silence during consultation as 

disengagement or non-compliance, whereas in the community it may reflect respect, 

careful listening, or kinship dynamics that shape decision-making. When familiar 

professional symbols, such as efficiency, clinical expertise, or formal authority, fail to 

generate expected responses, symbolic conflict may intensify. If practitioners remain 

rigidly attached to prior frameworks, frustration and disengagement may follow. 

Conversely, when uncertainty is tolerated and meanings are renegotiated, more effective 

and relationally grounded practices can emerge. From a symbolic interactionist 

perspective, adaptation is an active, ongoing process. It requires humility, reflexivity, and a 

willingness to revise symbolic interpretations without abandoning professional identity. In 

remote nursing, such adaptability is not optional; it is central to sustained engagement, 

professional resilience, and culturally responsive care. 
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4.1.9. Social Adaptation 

Watson (2018) observes that as societies become increasingly technologically mediated, 

there is a growing risk of diminished social adaptability. When everyday interactions are 

streamlined, automated, or reduced to familiar symbolic exchanges, individuals may lose 

the capacity to negotiate difference, ambiguity, and relational complexity. This becomes 

visible when people accustomed to highly individualised, digitally structured environments 

enter collectivist social contexts that operate according to different symbolic logics. 

This tension is particularly apparent when individuals from Western, technologically 

advanced societies engage with communities that have been historically marginalised and 

remain grounded in collective social structures. Watson (2018) argues that the erosion of 

mutual understanding and collaborative social practices represents a defining challenge of 

contemporary life. In remote healthcare contexts, this challenge becomes acutely practical. 

The burden of social adaptation falls largely on the individual entering the community, 

most often the RAN. Unlike tourists or short-term visitors, RANs cannot operate solely 

within their own symbolic frameworks; their effectiveness depends on their capacity to 

recognise unfamiliar social cues, adjust expectations, and engage respectfully with 

alternative worldviews. 

This places significant interpretive labour on the nurse. Preparation, cultural competence, 

and reflective practice become essential as practical tools for sustaining relationships and 

delivering care. McCullough, Bayes, et al. (2021) emphasise that inadequate preparation 

for this interpretive work undermines both service delivery and the practitioner–

community relationship. Without support for social and cultural adaptation, nurses are 

more likely to experience disorientation, frustration, and withdrawal. 

SI frames adaptation not as passive tolerance but as an active, relational process. Meaning 

and identity are continually negotiated through interaction (Blumer, 1969; Watson, 2018). 

Consistent and respectful engagement may allow new shared meanings to emerge, 

fostering trust and mutual understanding. However, this process is neither quick nor 

guaranteed. It requires time, emotional resilience, and an explicit recognition of power 

imbalances inherent in cross-cultural encounters. Non-Indigenous practitioners must take 

responsibility for this interpretive work, argues Moreton-Robinson (2004), rather than 

expecting communities to adapt to dominant institutional norms. 
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In remote nursing, social adaptation is central to sustained practice in remote nursing. The 

capacity to remain open, reflective, and relational in the face of symbolic difference shapes 

not only clinical effectiveness but also the nurse’s ability to remain engaged and grounded 

in challenging environments.  

4.2. THE JOB DEMANDS – JOB RESOURCES MODEL 

The Job Demands–Resources (JD–R) model explains how workplace characteristics 

interact to shape strain and engagement (Bakker & Demerouti, 2007; Demerouti et al., 

2001). The model proposes two broad categories: job demands and job resources. 

Demands refer to aspects of work requiring sustained physical, emotional, or 

psychological effort. These demands are not inherently harmful, but become challenging 

when intensity or duration exceeds available support. Resources, in contrast, include the 

organisational, interpersonal, and personal conditions that help nurses meet these demands, 

achieve their goals, and reduce the strain associated with ongoing effort, such as staffing 

support, mentoring, leadership guidance, autonomy, and opportunities for feedback. 

Resources both buffer the effects of demands and support motivation and engagement 

(Bakker & Demerouti, 2007). 

The JD–R model does not assume a fixed list of stressors, but highlights how demands and 

resources interact within particular environments. This makes it especially useful for 

remote nursing, where high clinical responsibility, geographic isolation, extended on-call 

requirements, cultural dislocation, and distance management can accumulate while access 

to formal resources is constrained. 

The JD–R model frames burnout and disengagement as structural outcomes of demand–

resource imbalance rather than individual failure. In combination with SI, it also invites 

attention to how demands and resources are interpreted and experienced; resources matter 

when they exist, are trusted, accessible, and symbolically valued.  

4.2.1. Applying the JD-R Framework in This Research 

The JD–R model is used here as an interpretive framework rather than a predictive model, 

providing a structured way to organise pressures and supports described in the literature 

and observed in practice. Rather than assuming a fixed set of stressors, it allows job 

demands and resources to be identified inductively within a specific occupational setting. 
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This flexibility aligns with the study’s ethnographic and interpretive orientation, which 

seeks to understand how RANs experience their work rather than to evaluate it against 

normative benchmarks. 

The categories of job demands and resources identified by Lenthall et al. (2018) provide an 

initial reference point for analysis. Their work outlines a set of stressors commonly 

reported in remote nursing, including isolation, staffing instability, safety concerns, after-

hours on-call responsibilities, organisational distance, cultural dislocation, and limited 

infrastructure. Corresponding resources identified in the literature include orientation, 

mentoring, collegial support, autonomy, role diversity, and opportunities for professional 

growth. These categories inform, but do not constrain, the analytical process used in this 

thesis. 

The JD–R model is not applied in isolation. Its use is informed by SI, which foregrounds 

how demands and resources are interpreted, negotiated, and given meaning through social 

interaction. From this viewpoint, job demands are not experienced solely as objective 

conditions, but as symbolically mediated pressures shaped by expectations, relationships, 

identity, and prior experience. Likewise, resources function not only through their 

availability, but through how they are perceived, trusted, and integrated into everyday 

practice. 

In practical terms, this means that the JD–R framework is used to organise themes 

emerging from the literature and, later, from the findings, into coherent domains of 

demand and support, while SI guides the interpretation of how these domains are lived and 

made meaningful by RANs. The model serves as a conceptual platform that supports, 

rather than replaces, an interpretive analysis grounded in lived experience. 

By using the JD-R model in this way, the study remains grounded in participants' lived 

experiences while drawing on a well-established framework for understanding workforce 

strain and sustainability, without reducing those experiences to managerial variables.   
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5. Methodology: Practising Ethnography in Context 

This study adopts an observer-as-participant ethnographic design aligned with symbolic 

interactionism, enabling close engagement with participants’ lived experiences and 

everyday meaning-making processes (Watson, 2018). The approach involved prolonged 

immersion within remote clinical environments and combined multiple qualitative 

methods, including participant observation, reflective field notes, daily diaries, and semi-

structured interviews. Ethnography was selected because it allows prolonged engagement 

with participants and their everyday experiences (Bryman, 2016).  

5.1. PRACTISING ETHNOGRAPHY FROM WITHIN 

This ethnographic research grew out of more than twelve years of lived experience 

alongside my wife, a Remote Area Nurse (RAN), across multiple remote Indigenous 

communities in Australia. Over time, I found myself embedded within the everyday life of 

remote clinics, not as a clinician, but as someone consistently present at the edges of 

practice, observing how work, relationships, and organisational realities unfolded on the 

ground. 

Although I hold no clinical authority, my role evolved into one of practical support and 

close observation. Across multiple communities and diverse Indigenous groups, I assisted 

in a range of informal roles at clinics, including receptionist duties, patient transport, 

orderly work, and second-responder work during after-hours on-call. This placed me in a 

space neither fully inside nor fully outside the clinical team. From this vantage point, I 

could observe how nurses navigated their work, how relationships developed or faltered, 

and how organisational structures were experienced in practice rather than described in 

policy. 

My presence often allowed me to witness interactions that occurred between formal 

moments of care, the conversations before clinic opening, the decompression afterwards, 

and the small relational exchanges that shape how remote healthcare actually functions day 

to day. Being present without direct clinical responsibility meant I could step back slightly 

and see the broader context while others focused on immediate tasks. This perspective 

aligned naturally with an observer-as-participant ethnographic approach, where 

understanding emerges through sustained immersion rather than detached measurement. 
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During the two years of formal research activity, this observational stance became more 

deliberate. A significant part of my role during this time involved transporting patients 

between remote communities and regional centres, journeys that often lasted several hours. 

These shared spaces allowed conversations to develop organically, or simply provided 

time to listen and observe without directing interaction. Insights drawn from these 

moments were treated as contextual understanding rather than attributable data, 

maintaining both confidentiality and ethical care. 

Daily life around the clinic also created opportunities for informal dialogue with nurses. 

Brief exchanges during routine moments often allowed clarification of emerging ideas or 

gentle testing of interpretations without turning those conversations into formal research 

encounters. Similarly, regular contact with distance managers provided exposure to 

organisational perspectives that shaped remote nursing from a different vantage point, 

contributing contextual awareness rather than forming a primary data source. 

To maintain ethical integrity, the core empirical data used in this thesis were gathered 

through overt participation. Nurses involved in structured interviews and diaries were fully 

informed of the study’s purpose and consented to participation. Informal observations 

drawn from everyday immersion were used only to provide contextual framing, ensuring 

that the central insights presented here remain grounded in transparency, respect, and 

collaborative engagement. 

5.2. NEGOTIATING MEANING AND BIAS IN ETHNOGRAPHY 

Participants’ perspectives develop through prolonged immersion in their own social and 

cultural environments, creating ways of seeing that may differ from external assumptions 

or expectations. Recognising this gap between insider experience and outsider 

interpretation became an essential part of the research process. Rather than assuming a 

shared understanding, I approached interpretation as requiring ongoing adjustment and 

reflexive awareness (Borowska-Beszta, 2017).  

Prolonged immersion gradually reshaped how I interpreted certain aspects of remote 

nursing practice. Situations that initially appeared emotionally detached or pragmatic 

sometimes revealed themselves as adaptive responses developed through experience. 

Observing how nurses navigated difficult situations required recognising that professional 

responses are often shaped by the practical realities of working within constrained 
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environments, where maintaining function and relational stability may take precedence 

over external expectations of emotional expression. 

This reflexive process was particularly important when encountering sensitive issues such 

as interpersonal conflict or domestic violence. Rather than approaching these events 

through fixed moral categories, I sought to understand how nurses made sense of them 

within the relational and cultural contexts in which they occurred. This did not require 

abandoning personal values or ethical commitments, but it did require recognising that 

meaning is constructed differently within different social environments. 

Such situations highlight how meaning is continually negotiated through interaction. 

Nurses interpret events through accumulated experience, relational context, and cultural 

understanding, adjusting their responses as circumstances unfold. Reflexivity, therefore, 

became less about correcting bias and more about remaining aware of how interpretation 

emerges through ongoing engagement. 

Throughout this research, reflexive awareness functioned as a practical discipline rather 

than a theoretical abstraction. By continually questioning my own assumptions, I aimed to 

interpret participants’ experiences with care, recognising that understanding remote 

nursing requires attention not only to what is observed, but also to how meaning is formed 

within relationships, environments, and shared histories. 

5.3. DAILY DIARY AS A SUPPLEMENTARY DATA COLLECTION 

METHOD 

To challenge, confirm, and expand on my participant observations, two supplementary 

data-collection methods were incorporated: a daily diary completed by fifteen nurses 

(n=15) across five remote communities, with only six completing it, and a follow-up semi-

structured interview with the same nurses. Due to staffing changes during the study period, 

only twelve nurses participated in the interview phase (n=12). Although the number of 

completed diaries was modest, participants represented multiple remote communities and 

provided depth rather than breadth of insight.  

The daily diary was designed to provide insight into the day-to-day activities of RANs and 

to explore the depth and complexity of their roles. Participants were asked to make one 

entry per day, describing either a task from that day, mundane or momentous, or reflecting 
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on a particularly salient issue. The original timeframe was 30 consecutive days, but it was 

later extended to allow participants to submit 30 entries over 60 days. Participants were 

invited to submit their entries in written or audio format, based on their personal 

preference. This flexible approach acknowledged different communication styles and 

proved equally effective across formats. Approximately half of the participants opted for 

written submissions, while the others used audio recordings, either through their phone’s 

recorder or direct SMS audio messages.  

Initial engagement with the daily diary component appeared strong. Participants expressed 

enthusiasm and recognised the value of the exercise for both research and personal 

reflection. Despite this, the final response rate was unexpectedly low. Of the fifteen 

participants, only six submitted any diary entries, and among those, the number of entries 

ranged from two to seventeen. The low completion rate itself reflected the intensity of 

remote practice.  

Firstly, ongoing conversations and encouragement via text or phone calls with all 15 

participants provided an extended observational opportunity. These interactions broadened 

my understanding of a wide range of RAN perspectives, from seasoned practitioners to 

those new to the field, further enriching the dataset. Secondly, the reasons cited for the 

lack of diary submissions were consistent and instructive: participants reported being 

emotionally and physically exhausted at the end of each workday. Rather than revisiting 

their day through documentation, they sought distraction and recuperation through leisure 

activities such as watching television, walking, or using the internet. 

This fatigue reflects the intensity of remote nursing work and highlights the degree of 

emotional labour involved in the role. In this sense, the low completion rate becomes a 

meaningful reflection of the occupational reality being studied. Moreover, the few 

completed diaries revealed profound insights into the intricacies of RAN practice. Themes 

included the challenges of entering new communities, adjusting to unfamiliar management 

styles, navigating cultural complexities, and caring for a chronically ill and often resistant 

patient population. 

Although fewer diary entries were submitted than expected, it nonetheless offered 

qualitative insights that confirmed and expanded the broader themes of this thesis. The 

experience also validated the methodological flexibility required when conducting research 



 
56 

in remote settings where high workloads and emotional strain may limit conventional 

forms of participation (Bryman, 2016). 

5.4. SEMI-STRUCTURED INTERVIEWS 

The semi-structured interview phase followed the diary period and consisted of fifteen 

open-ended questions informed by both the literature review and themes emerging from 

the daily diary entries. Drawing on the theoretical concerns outlined in Chapter 4, 

particularly the Job Demands–Resources (JD-R) model, the interview guide explored 

personal motivations, pathways into remote practice, preconceived expectations, reasons 

for remaining in the role, daily realities of remote living and working, and experiences 

interacting with management. Aligning the interview structure with both established 

literature and participants’ recorded experiences ensured that questions reflected 

recognised themes while remaining grounded in lived reality (Bryman, 2016).   

Interviews were conducted in person using a semi-structured format that encouraged free-

form discussion with minimal prompting. Interview duration varied according to 

participant availability and the depth of discussion, while the semi-structured format 

allowed participants to expand on issues they considered most significant. Interviews were 

conducted in settings convenient to participants during their remote placements, either 

privately within the community or by telephone when participants had relocated or when 

scheduling face-to-face interviews was impractical. 

Upon reviewing the initial interview data, I found strong alignment with JD-R themes. 

This prompted a second round of follow-up interviews focused on the six most prominent 

issues: isolation, culture shock, intercultural factors, distance management, staffing issues, 

and social pressures. In the first interviews, I had kept these themes deliberately broad to 

see what emerged organically. In the follow-up round, I asked directly for experiences tied 

to each of these six themes. These accounts formed the basis for the real-life narratives 

presented in the Findings chapter. 

Once again, in this follow-up round, enthusiasm for participation remained high, though 

actual delivery was sporadic due to competing commitments and fatigue. Many 

participants chose to provide their follow-up responses through informal verbal 

conversations rather than written submissions, asking me to transcribe their reflections. 
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This occurred informally, often through multiple brief conversations, giving participants 

time to reflect on and elaborate on each theme. 

5.5. ETHICS 

This thesis is situated in a doubly sensitive environment. First, it explores RANs’ 

relationships and interactions with a minority Indigenous group that has long faced 

discrimination and dispossession in Australia. I chose to anonymise the case study 

communities in this thesis out of respect for the people who live there and to avoid 

reinforcing place-based stereotypes. While this decision sacrifices some contextual 

specificity, it was made with care and intent. My aim was to ensure that the insights drawn 

from these communities could resonate more broadly with other remote-living Indigenous 

populations across Australia.  

Second, the nurses who form the focus of this thesis represent a minority within their own 

profession. Remote nursing positions account for approximately 0.4% of the total 

Australian nursing workforce, equating to no more than 2,000 individuals nationwide, 

staffing approximately 400 remote clinics (AIHW, 2022, 2024; Wakerman et al., 2019). 

The Australian Health Practitioner Regulation Agency reported that the total number of 

registered nurses in Australia in 2023 exceeded 450,000 (Ahpra, 2025). In such a small 

professional community, participant identification is a genuine risk. Thus, participant 

anonymity has been prioritised, especially given the sensitive reflections and sentiments 

some contributors have shared. Narratives have been carefully modified to preserve 

confidentiality while maintaining authenticity.  

This ethnography is conducted within the natural environment of both the nurses and the 

communities they serve. As such, I have sought to demonstrate respect for these settings 

throughout the research process. This has included extensive background and contextual 

detail in the initial chapters to inform readers about the broader environment in which 

remote nurses operate. Understanding this context is not only ethically appropriate but 

essential to accurately interpret and responsibly present the data collected. Omitting such 

context would be ethically negligent.  

At the project's inception, the research proposed a community-based focus. When I 

introduced this idea to local community elders, it was unequivocally rejected. Their refusal 

was not a personal dismissal, as our rapport remained intact; rather, it was a principled 
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response rooted in long-standing disillusionment with extractive research practices. They 

expressed frustration with what they perceived as recurring cycles of exploitation: 

researchers “taking” knowledge and stories with promises of return or benefit, promises 

that are seldom fulfilled. Consequently, out of respect for their position, I redirected the 

study to focus primarily on nurses rather than on the communities themselves.  

Ethical considerations in ethnography typically include: informed consent, voluntary 

participation, minimisation of harm, confidentiality, and the avoidance of deception 

(Bryman, 2016; Ghimire, 2021). These principles have been rigorously applied in this 

thesis. All participants, including non-nursing clinic staff and distance management 

personnel, were provided with an information sheet outlining the project’s aims and scope. 

Those actively contributing to the research were asked to sign a consent form indicating 

that they understood the study brief and were willing to participate. Verbal consent was 

also obtained from relevant clinic managers, with discussions clarifying that no identifying 

information would be disclosed and that all data would be handled confidentially.  

This project underwent peer review and received low-risk ethics approval from the Massey 

University Human Ethics Committee (Reference: 4000026598).  

All names used in this thesis are pseudonyms, and no organisations or communities are 

identified. Care has been taken to obscure any potentially identifying details while 

maintaining the fidelity of the information presented. 

5.6. DATA ANALYSIS 

All data from both the daily diaries and semi-structured interviews were transcribed into 

Microsoft Word documents, stored in Evernote for cross-platform/site accessibility and 

subsequently coded using NVivo qualitative data sorting software. 

In this thesis, two principal themes emerged: Job Demands and Job Resources, as outlined 

in the Job Demands–Resources (JD-R) model discussed in Chapter 4. Within the Job 

Resources category, codes such as autonomy, independence, and altruism were identified. 

Conversely, Job Demands included codes such as isolation, culture shock, cultural 

navigation, staffing pressures, and management dynamics. This structured framework 

allowed large volumes of raw qualitative data to be distilled into meaningful, interpretable 

units for analysis (Bryman, 2016).  
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NVivo was selected for its integration with both Microsoft Word, Evernote, and EndNote, 

the platforms where raw data were initially stored. Additionally, preliminary themes were 

informed by insights drawn from the literature review and were refined through iterative 

engagement with the empirical data. 

The analytical process also involved member checking, in which participants were invited 

to review their own interview transcripts and clarify ambiguous or context-dependent 

statements. Member checking is an established validation strategy that improves accuracy 

and fosters collaborative interpretation (McKim, 2023). This was particularly useful when 

transcribing audio recordings made shortly after significant clinical events, where the 

nurse’s familiarity with the context sometimes exceeded that of the listener.  

Peer debriefing also contributed to the analytical rigour of this thesis. Several experienced 

RANs participated in informal peer review sessions during which emerging themes, data 

excerpts, and interpretive insights were shared for feedback. These interactions not only 

validated the developed codes but also prompted further elaboration and the sharing of 

additional anecdotes, deepening the dataset.   

5.6.1. Participant Contributions to Analytical Themes 

The following table provides an overview of how individual participants contributed to the 

development of analytical themes while maintaining anonymity. The table is not intended 

to quantify findings but to demonstrate the interpretive grounding of analysis across 

multiple participants and data sources. 

See Table 1 - Overview of participant characteristics and analytical contributions 

5.7. SUMMARY: REFLECTIONS ON METHOD AND ETHICS 

This chapter has outlined the methodological approach used to explore the lived realities of 

Remote Area Nurses working in remote Indigenous communities. Guided by symbolic 

interactionism and supported by ethnographic practice, the research combined participant 

observation, daily diary contributions, and semi-structured interviews to capture both 

everyday experiences and reflective narratives across multiple settings. 

Rather than treating data sources separately, the study relied on triangulation to build a 

layered understanding of remote nursing practice. Observation provided contextual 
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grounding, diaries offered glimpses into daily pressures and routines, and interviews 

allowed participants to interpret their own experiences in their own terms. Together, these 

approaches supported a more nuanced account of how nurses understand and sustain their 

roles over time. 

Ethical considerations remained central throughout the research. Particular care was taken 

to protect anonymity within a small professional and community context, and participation 

was voluntary and transparent. The shift away from community-focused research toward a 

nurse-centred approach reflected direct consultation with local stakeholders and reinforced 

the importance of respecting relational boundaries within remote settings. 

As an embedded researcher, reflexivity was necessary to acknowledge how proximity, 

relationships, and lived experience shaped both access and interpretation. Rather than 

seeking detachment, the study recognised that understanding emerged through sustained 

engagement and careful reflection on position and perspective. 

The methodological choices described here were designed to capture the relational, 

emotional, and organisational dimensions of remote nursing without separating them from 

the environments in which they occur. The following chapter now turns to the findings 

themselves, presenting the themes that emerged from this work and exploring how nurses 

interpret, negotiate, and sustain practice within remote contexts. 

  



 
61 

  
Table 1. O

verview
 of participant characteristics and analytical contributions 

Participant 
G

eneralised 
E

xperience 
Stage 

E
m

ploym
ent 

T
ype 

Placem
ent Pattern 

(generalised) 
Interview

 
D

iary 
O

bservational 
E

ngagem
ent 

K
ey A

nalytical C
ontributions 

L
isa (R

1) 
N

ew
 R

A
N

 
A

gency 
Short-term

 interm
ittent 

rem
ote placem

ents 
Y

es 
Partial 

Y
es 

Isolation; autonom
y and 

independence; cultural experience 
Jules (R

2) 
Experienced 
R

A
N

 
A

gency 
M

ulti-com
m

unity contracts 
Y

es 
Partial 

Y
es 

D
istance m

anagem
ent; staffing 

issues; social issues 
K

elly (R
3) 

Experienced 
R

A
N

 
A

gency 
Long-term

 R
A

N
 

Y
es 

Y
es 

Y
es 

C
ulture shock; intercultural factors;  

staffing issues; cultural experience 
A

lex (R
4) 

N
ew

 R
A

N
  

A
gency 

C
om

m
unity-em

bedded role 
Y

es 
Partial 

Y
es 

Intercultural factors; autonom
y and 

independence; cultural experience 
K

as (R
5) 

N
ew

 R
A

N
 

H
ealth 

Em
ployee 

Short rotational contracts 
Y

es 
Y

es 
Y

es 
Isolation; autonom

y and 
independence; burnout 

K
arl (R

6) 
Experienced 
R

A
N

 
H

ealth 
Em

ployee 
Long service R

A
N

 
Y

es 
N

o 
Y

es 
D

istance m
anagem

ent; intercultural 
factors; staffing issues; com

passion 
fatigue; burnout 

L
esley (R

7) 
R

eliever 
R

A
N

 
A

gency 
M

ultiple short placem
ents 

Y
es 

Y
es 

Y
es 

Staffing issues; diversity of role; 
social issues 

Fiona (R
8) 

Late career 
new

 R
A

N
 

A
gency 

Short placem
ent 

Y
es 

N
o 

Y
es 

A
utonom

y and independence; 
altruism

; com
passion satisfaction 

Joan (R
9) 

Senior 
Practitioner 

H
ealth 

Em
ployee 

Senior N
urse - Long service 

R
A

N
 

Y
es 

N
o 

Y
es 

Isolation; culture shock; 
com

passion fatigue 
B

renda (R
10) 

Experienced 
R

A
N

 
A

gency 
Long-term

 R
A

N
 

Y
es 

N
o 

Y
es 

Intercultural factors; diversity of 
role; autonom

y and independence 
T

eri (R
11) 

Experienced 
R

A
N

 
A

gency 
Long-term

 R
A

N
 

Y
es 

N
o 

N
o 

C
om

passion fatigue; burnout; social 
issues 

C
arol (R

12) 
R

eliever 
R

A
N

 
A

gency 
M

ulti-site rem
ote experience 

Y
es 

N
o 

Y
es 

D
istance m

anagem
ent; intercultural 

factors; staffing issues 

All nam
es are pseudonym

s. 

 

Table 1:Overview of participant characteristics and analytical contributions 
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6. Findings: Job Demands, Job Resources, and Lived Experience 

The findings draw on three overlapping data sources: daily diaries, semi-structured 

interviews, and observation field notes. Although the diary phase yielded fewer entries 

than anticipated, it still offered an unfiltered glimpse into day-to-day remote practice, with 

recurring themes emerging organically. Interviews then deepened and clarified these 

patterns, particularly around isolation, cultural dislocation, strained professional 

relationships, and organisational pressures. The field notes added further depth through 

concentrated accounts of acute challenge and endurance, illustrating how demands 

accumulate in high-responsibility environments with limited support. 

While each theme is examined separately, they are tightly interconnected. Job demands 

rarely arise in isolation; they compound across emotional, organisational, cultural, and 

interpersonal domains, shaping both the meaning and sustainability of remote practice. 

Later in this chapter, I turn to job resources and explore how nurses sustain themselves 

amid these layered challenges. 

6.1. JOB DEMANDS 

This section examines the job demands experienced by RANs, drawing on the Job 

Demands–Resources (JD–R) model to identify the pressures most relevant to remote 

practice. Building on the themes proposed initially by Lenthall et al. (2009) and Opie et al. 

(2010), I re-analysed and reorganised these demands according to their frequency and 

importance in the data I collected from daily diary entries. This involved considering who 

spoke about each theme, how often it was discussed, the context in which it arose, and how 

uniquely the issue applies to remote nursing. From the original twelve themes, the analysis 

revealed six high-occurrence demands—isolation, culture shock, intercultural factors, poor 

management, staffing issues, and social issues—three medium-occurrence demands—lack 

of support, equipment and infrastructure, and safety concerns—and three low-occurrence 

demands—out-of-hours on-call demands, workload, and responsibilities and expectations. 

The discussion that follows focuses primarily on the six most prevalent themes, which 

consistently shaped participants’ lived experiences and formed the strongest patterns in the 

data. Many published studies cite these demands without clearly defining them, perhaps 

due to space constraints. For readers outside the remote health sector, this can obscure the 

specificity and weight of the challenges RANs face. Here, each theme is treated as a 
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distinct constraint with its own implications, rather than as a broad or interchangeable 

category, to better reflect the realities of remote clinical work. 

6.1.1. Isolation 

Isolation emerged as one of the defining experiences described by RANs working in 

remote communities. It extended beyond physical distance from urban centres to include 

organisational disconnection, social and cultural unfamiliarity, and professional solitude. 

Remote placements often begin abruptly, with nurses arriving without established support 

networks, trusted colleagues, or meaningful connections within the community. 

Joan’s narrative shows how isolation can begin abruptly, in the first moments of arrival. 

My first remote nursing job was in a very small community located in the 

central desert region of WA. I had never done remote nursing before—this 

was my first real remote assignment. 

I flew to Alice Springs and then boarded a little six-seater plane, often 

referred to as a ‘vomit comet’… We landed in 47°C heat. As I 

disembarked, another person boarded, handed me some keys to a vehicle, 

and said, ‘The clinic is that way,’ before flying off in the plane I had just 

arrived on. 

Upon receiving the car keys, I was left alone in the desert with no obvious 

signs of civilisation except for a road… I found the clinic, which had been 

abandoned for over six months [prior to the outgoing nurse’s short 

tenure]. I was the first permanent RAN in that time. 

I made my way to the house, only to find that the keys didn’t work. I had to 

break in… No sooner had I set my gear down than the phone started 

ringing, and rocks began hitting the roof, thrown by people trying to get 

my attention, the community’s version of a doorbell. 

In those first moments, feeling utterly isolated and overwhelmed, I found 

myself crying on the landline to my partner, who was 2,500 kilometres 

away… reminding me that there wouldn’t be another plane for seven 

days. 
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Despite feeling abandoned and helpless, I persevered. I spent nearly three 

years in the central desert, experiencing some of my life’s most 

challenging yet rewarding times. — Joan, Remote Area Nurse, interview 

by author, 14/6/2024 

Isolation is central to this story and shapes every aspect of Joan’s initial experience in 

remote practice. From the moment of arrival, the absence of orientation, familiar faces, and 

operational support left her confronting not only an unfamiliar landscape but an immediate 

and total burden of responsibility. As reflected in both Joan's account and my field 

observations, small but telling moments intensified the sense of being professionally and 

emotionally exposed. In those early hours, isolation involved being expected to function at 

full capacity without validation, preparation, or backup. Joan’s decision to stay despite this 

experience marks the beginning of adaptation, but it also raises questions about the level of 

endurance routinely expected of remote nurses. 

Beyond the shock of arrival, isolation is often intensified through restrictions on physical 

movement and access to space. Joan mentioned the heat and bleakness, yet other physical 

and cultural factors can also heighten feelings of isolation and confinement. In many 

communities, areas are off-limits due to gendered cultural rules or safety concerns like 

crocodiles, snakes, or aggressive dogs. As Alex and Kelly shared: 

At times, it's unsafe to go for a walk due to the presence of crocodiles, 

dogs or even the extreme heat. Other times, you’re restricted in where you 

can go due to ceremony or law happening around the community 

environs. —Alex, Remote Area Nurse, interview with author, 05/11/2022 

In one place, the only walking zone was the road that went to the airstrip 

and back again. And no deviating from the road was allowed. On one side 

of the road, you would eventually come to a creek where a child from the 

community was taken by a crocodile several months ago, so it was out of 

bounds for safety and cultural reasons, and on the other side was men’s 

land where they were currently engaged in law ceremonies. —Kelly, 

Remote Area Nurse, interview with author, 09/11/2022 
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Alex and Kelly show how isolation can become physical containment: even a walk is 

shaped by heat, safety risks, and cultural protocols. When movement is restricted, 

opportunities to decompress shrink, and psychological strain intensifies. 

Beyond physical containment, isolation is further compounded by the loss of ordinary 

routines and everyday outlets that help regulate stress and maintain a sense of normalcy. 

But yeah, being away [from home], just being able to go and get a coffee 

or being able to go and have a beer after work or being able to go to a 

gym… just all of that normal stuff... takes a big toll. —Lisa, Remote Area 

Nurse, interview with author, 09/11/2022 

... when you have those bad days, you can't literally just get out and go to 

the movies or something. —Alex, Remote Area Nurse, interview with 

author, 05/11/2022 

[Isolation for me] becomes an issue when you can't even get the food you 

want… Because it's the little things that you rely on to remain centred. —

Jules, Remote Area Nurse, interview with author, 10/11/2022 

For some nurses, isolation is entangled with safety. In a small number of instances I 

observed, unfamiliar environments, limited support, and heightened concern combined to 

precipitate early departure. One nurse described how vehicle vandalism in her first week 

prompted her and her partner to leave the next morning. Others endure, but at a cost. In my 

own experience, my wife and I have faced a home invasion and multiple instances of theft 

and property damage during remote placements, each incident unsettling and hard to 

recover from. These events sit within broader conditions of historical marginalisation and 

ongoing under-resourcing, and they can strike at emotional security as much as physical 

safety. 

Some remain, Joan and my wife among them, and gradually build something sustainable 

out of what first felt impossible. But even those who endure carry those early encounters 

with them. I have been a silent observer of many conversations where the same themes 

return, fear, anger, helplessness, and eventually resignation, told over dinner, by the fire, or 

during rare shared downtime. These stories are rarely told outside that circle, not because 

they are unimportant, but because they are hard to explain to those who have not lived 
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them. In these moments, isolation is not just distance. It is an emotional state, private, 

consuming, and hard to name.  

Some nurses described a shift from reacting to isolation toward actively managing it and 

becoming accustomed to isolation. For others, isolation became something they planned 

for, creating structure where little existed. One participant reflected that she had stopped 

expecting remote work to feel socially fulfilling and instead planned her days around 

solitude, carefully structuring routines and rationing contact with people back home. 

Isolation, in this sense, did not disappear; it became predictable. This form of adaptation 

speaks to a quiet recalibration of expectations, in which nurses learn not to overcome 

isolation but to live alongside it without being undone by it. 

For others, however, isolation extended beyond the placement itself and began to reshape 

broader social identity. The following reflections from Kas offer an important 

introspective glimpse into how remote nurses understand and navigate the social 

dimensions of isolation: 

And you have to go in open-minded, and you have to be aware that you're 

going to spend a lot of time on your own. 

Most communities don't want to talk to the nurse outside of the clinic, and 

that's fine. —Kas, Remote Area Nurse, interview with author, 05/11/2022 

Kas describes a kind of pre-emptive emotional distancing that many nurses accept as part 

of their role. The first quote suggests that solitude is not merely possible but inevitable, 

and that entering a placement with this knowledge is essential for coping. The second 

quote highlights the limited social interaction outside the clinical setting. When 

communities are reluctant to engage with nurses beyond work, it exacerbates professional 

isolation and creates a distinct sense of social exclusion. As a result, even casual 

conversation or simple human contact can feel unattainable, reinforcing the sense that 

nurses are visitors rather than participants in community life. These statements emphasise 

that isolation is not only environmental or logistical but also intensely social and 

emotional, often rooted in the placement's cultural boundaries. 

Related to what Kas identified, I have observed in some communities that the sense of 

isolation experienced by RANs is not only personal but also relational. Historical injustices 

and systemic mistreatment have created deep mistrust between Indigenous community 
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members and non-Indigenous clinic staff. This mistrust can sometimes manifest as verbal 

hostility and, in more serious cases, as damage to clinic property or threats to personal 

safety. In one community I observed, non-Indigenous staff were explicitly warned, during 

a cultural introduction offered by the community council, against forming personal 

relationships with locals, as doing so could lead to immediate expulsion from the 

community. This reflects a significant cultural boundary grounded in past harms. The 

emotional impact of this enforced distance can be profound. Yet consistency can shift 

these dynamics. Kas noted that after about a year of reliable care, attitudes began to soften, 

with trust developing cautiously toward the individual rather than the system they 

represented. She has now lived and worked in that community for over five years, and her 

experience reflects how slow, relational trust can become a stabilising force in care. 

Even when physical safety is not under threat, isolation can quietly undermine a nurse's 

broader social identity, which Kas elaborates on here: 

You know, it’s a bit hard to put into words, but even when I get a bit of 

leave and spend time with friends or family, it just doesn’t feel quite the 

same. I find it tough to really share my experiences, not because they 

don’t care—they absolutely do—but because I worry they just won’t 

understand, or worse, they might misread what I’m trying to say. 

For example, if I tried to describe the environment in some of these 

communities, they’d probably think I’d worked in the third world or 

something, not realising there are good reasons why things are the way 

they are. And the humour, sometimes it’s pretty dark. It’s just a way to 

cope when you’re dealing with really tough clinical situations. But if 

you’re not in it, I think it can come across as a bit callous, even though 

it’s really just a way to get through it all. I suppose only those who’ve 

been there truly understand what it’s like. —Kas, Remote Area Nurse, 

interview with author, 05/11/2022 

The implication from Kas and others was that friendships back home often fade, not 

because of neglect but because of a growing disconnect. RANs may find themselves 

unable to fully articulate the complexity of their experience to loved ones, not out of fear 

that others do not care, but because they worry they will be misunderstood. As Kas 

explains, even when she takes leave and sees family or friends, it no longer feels the same. 
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The emotional shift is hard to explain, especially when describing the realities of 

community life. Humour serves as a coping mechanism, often dark and situation-specific, 

but it can appear inappropriate to outsiders. The cumulative effect is a quiet distancing, 

where nurses begin to feel "less central" to the social worlds they once belonged to. Many 

choose to withhold stories rather than risk misinterpretation, thereby adding a further layer 

of emotional distance from their past social supports. For some, only those who have 

walked the same path can truly understand what it is like. 

In all these stories and the many quiet moments of reflection I have witnessed during 

shared meals or chats on clinic verandas, what stands out most is that isolation is not a 

singular or passing hardship. It is a constant that shapes the experience of remote nursing, 

both visibly and invisibly. Whether through geographic remoteness, cultural separation, or 

the absence of support, isolation cuts deep. It lingers in the background of every clinical 

decision, every difficult night, and every hesitant step toward connection. For many RANs, 

it becomes not just a condition of the job but a defining element of their professional 

identity. For some, these early encounters with isolation were inseparable from an equally 

disorienting confrontation with unfamiliar cultural norms, expectations, and community 

life. It is to this experience of culture shock that the next section turns. 

6.1.2. Culture Shock 

Culture shock emerged as one of the most consistently reported challenges for RANs. For 

many participants, the first weeks in community involved a level of cultural disorientation 

they felt unprepared for. Even highly experienced clinicians described feeling that familiar 

professional rules no longer applied. Everyday interactions, communication styles, 

expectations of care, and social cues often felt unfamiliar or confusing, quickly unsettling 

both professional confidence and personal assumptions. 

Joan, a RAN, described this process in her own words: 

I had no idea what community life would be like. My previous experience 

with First Nations people was limited to small towns or larger urban 

emergency departments… However, when I arrived in this community, I 

was greeted with warmth and compassion, as I was seen as the one 

without family or children. 
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I was also the only white woman in the community for most of my time 

there, which was a definite shock. I quickly learned that women couldn’t 

talk to men or look at them directly. Everyone spoke three to four different 

languages, not always including English… The women and girls 

communicated through storytelling and sand drawing; everything had a 

story, and it always took time to tell, so no one was in a rush. 

I realised that the Western biomedical model doesn’t work well in this 

setting. Health in an Indigenous context encompasses everything, not just 

physical health but also spiritual well-being, family, and Country. 

Achieving positive outcomes requires a deep understanding, negotiation, 

and compromise… 

There is no orientation manual or cultural safety workshop that can 

adequately prepare you for this… What this experience does is make you 

braver, more compassionate, and empathetic… accepting that despite 

your best efforts, sometimes you cannot save everyone.— Joan, Remote 

Area Nurse, interview by author, 14/6/2024 

Several nurses arrived believing prior exposure to Indigenous patients had prepared them, 

only to realise that hospital-based experience did not translate into community life. One 

participant explained that having previously worked with Indigenous patients in regional 

hospitals gave her a false sense of familiarity once immersed in community life. Prior 

exposure did not translate into a practical understanding of kinship, communication norms, 

or everyday community rhythms. The realisation that this experience had not equated to 

readiness intensified the initial shock and marked the beginning of a more tentative, 

reflective approach to practice. 

Many Australian-born nurses expressed surprise at realising how little they knew about 

Indigenous life in remote communities, particularly the depth of cultural law, kinship 

obligations, gendered practices, and linguistic diversity shaping daily interaction. For 

nurses entering remote practice from outside Australia, this gap was often even more 

pronounced, as captured in the following reflection: 

I remember our first journey into a remote Aboriginal community clearly. 

My wife arrived as the nurse, and I accompanied her in a supporting 
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role… We followed an unsealed road for hours, increasingly unsure 

whether the GPS was guiding us correctly… By the time we arrived, the 

heat, the silence, and the sense of isolation were already palpable. 

The community looked nothing like we had imagined. Dust roads ran 

between ageing tin houses, abandoned vehicles sat scattered across the 

landscape… The clinic itself appeared to have grown incrementally, 

assembled room by room in response to need. Early interactions with 

community members were guarded and, at times, openly wary. 

On arrival, we were given a set of informal but firm guidelines about 

where not to go, who not to approach, and the importance of not sharing 

money or goods with community members, as such actions were known to 

complicate relationships and create unintended expectations… We had 

arrived believing we were prepared to contribute and to help, yet instead 

we felt conspicuously out of place… There were moments when we 

questioned whether staying had been the right decision. 

Gradually, this discomfort began to shift. Through small, everyday 

interactions… people began to engage with us as individuals rather than 

representatives of an external system. Trust developed slowly and 

unevenly, but it did develop. We remained outsiders, but we became 

known ones, and that distinction marked the beginning of genuine 

connection. — from field notes of the author. 

Across interviews and my ethnographic observations, a consistent pattern emerged in early 

experiences. Beyond the initial visual shock, communication itself became unfamiliar. 

Even when English was shared, the meanings attached to words, gestures, and silence 

often diverged, creating subtle misunderstandings that were not immediately recognisable. 

Nurses described needing to slow down, listen differently, and allow meaning to emerge, 

an adjustment that many likened to learning to communicate again. This process 

challenged their confidence despite strong clinical skills, highlighting that communicative 

competence in remote contexts is not linguistic alone, but deeply cultural and relational. 

Compounding these communication challenges were cultural protocols that were rarely 

documented but shaped everyday life: where one could go, whom one could speak to, and 
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how one should behave. Restrictions linked to gender, ceremony, and kinship frequently 

left new arrivals uncertain and fearful of causing offence. 

It was common for nurses to reach a point in those early weeks where they seriously 

questioned why they had come. Some left. Others stayed, but only just. For those who 

remained, something usually shifted. A turning point came when someone in the 

community reached out, when a door opened, when things started to make a bit more 

sense. That is when they began to move beyond the shock and into something slower and 

more grounded. 

Culture shock was not only an emotional challenge but also a practical one, shaping how 

nurses delivered care and interpreted patient responses. Several participants described a 

sharp decline in confidence during early weeks, not because their clinical skills were 

lacking, but because the social and cultural context required unfamiliar ways of working. 

Confidence, they noted, returned gradually as understanding developed, but the early 

disruption was significant. 

Nurses who remained long-term developed a deeper understanding of community rhythms 

and felt increasingly competent in navigating cultural differences. In some cases, this led 

to strong relationships and a sense of belonging; in others, it remained an ongoing 

negotiation. 

Across participant accounts, culture shock appeared not as a brief adjustment but as a 

defining experience of remote nursing. It shapes decisions to leave, the pace of adaptation 

for those who stay, and how nurses come to understand themselves and their work. Even 

as familiarity grows, the work of navigating cultural difference continues. It is to this 

ongoing, everyday negotiation of intercultural connection that the next section turns. 

6.1.3. Intercultural Factors 

RANs are often immersed in cultural environments where familiar professional and social 

expectations no longer apply, requiring constant intercultural negotiation as Western 

biomedical assumptions about time, illness, and authority diverge from local priorities and 

worldviews. 

One nurse described navigating unfamiliar cultural terrain in a desert community: 
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In one experience in a remote desert community, I encountered a culture 

very different from other First Nation cultures. The community, referred 

to as ‘women’s Country’, was mostly inhabited by women, along with 

some old men and young children… I had to abide by specific cultural 

rules, including restrictions on where I could go and what activities I 

could undertake. 

When the Kaditjia men, who were considered lawmen, were present, I was 

restricted from travelling on certain roads and at particular times. 

Seeking permission to transport a seriously ill individual from another 

community caused considerable stress for both me and the unwell person. 

One of the privileges of my time in this community was working alongside 

medicine men who practised traditional healing alongside Western 

medicine. Witnessing the response of the unwell person to this dual 

approach to healing was deeply impactful. — Joan, Remote Area Nurse, 

interview by author, 14/6/2024 

This account illustrates how RANs balance medical responsibility within unfamiliar 

cultural frameworks, where mobility, activities, and healing practices are governed by 

protocols they may not fully understand on arrival. The role therefore extends beyond 

clinical care into ongoing relational negotiation. 

Other experiences highlight how cultural misunderstandings can lead to conflict or 

distress. Nurses may not realise how they are being perceived within the local hierarchy 

until something goes wrong. 

I was the only male nurse in the community’s health clinic when a 

significant incident occurred. We had to deliver a terminal diagnosis to an 

elderly male community member, a delicate process due to language 

barriers and cultural customs… 

On the day of the doctor’s appointment, I felt I didn’t need to be present 

during the consultation… However, the patient left the clinic in anger and 

began yelling at me in his native language, which left everyone 

bewildered. 
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A few days later, the patient explained [through the interpreter] that he 

felt disrespected because I hadn’t personally delivered the diagnosis to 

him, viewing me as the ‘Bossman’ due to my constant presence in the 

community. I apologised for the oversight and recognised the importance 

of cultural hierarchy and perceived authority in this setting. —Karl, 

Remote Area Nurse, interview by author, 8/6/2024. 

Rather than repeating the same dynamic, this account shows another dimension of 

symbolic negotiation. Here, expectations about hierarchy and responsibility were not 

explicit, leaving the nurse unaware of how he was positioned within the local social order 

until conflict emerged. On the other side of this dynamic, nurses may also be treated as 

service providers with limited authority, subject to competing expectations and demands. 

In both cases, the issue was not clinical competence but how authority and responsibility 

were symbolically attributed within the local hierarchy. 

Other nurses echoed this instability in their positions within the community. One 

participant reflected that she was alternately treated as the person in charge and the person 

at fault, depending on the outcomes rather than her intentions. In matters involving 

children or chronic illness, she described feeling acutely visible when things went wrong 

and largely invisible when care was effective. This shifting attribution of authority and 

blame created emotional strain, particularly when trust was fragile. The nurse was 

expected to carry responsibility without always being afforded legitimacy, reinforcing the 

sense that her role was defined externally and could change without warning. 

A further expression of this intercultural misalignment emerged in accounts of non-

adherence to medical advice, where differing priorities and conceptions of time, 

obligation, and illness complicated engagement with care. 

One of the biggest issues I face in outback communities is that of [non-

adherence], as in, people not following the medical advice I give them, 

such as taking medication, attending follow-up appointments, and so on, 

or not attending appointments in town from a specialist referral I make. — 

Robert, Remote Doctor, from field notes by author, 14/11/2022. 

Our Clinics are run on European methods—we have lists and order and 

work from a calendar. We give out times, dates, and places to be to see 
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Dr’s, Specialists, Allied Health Workers and expect people to turn up with 

the same respect shown by and large in our systems. When they don’t 

show, we don’t understand and are saddened at what we may see as 

selfish when it means someone else has lost the opportunity to be seen. 

However, maybe they don’t feel like doing it, fishing may be good, they 

may be busy with something else. It is hard to understand but it is just the 

way it is.  — Carol, Remote Area Nurse, interview by author, 14/6/2024. 

These accounts illustrate how behaviours interpreted as non-adherence are often grounded 

in culturally coherent priorities, rather than indifference or disregard for care. 

Carol also reflected on the emotional difficulty of witnessing child illness linked to poverty 

and overcrowding: 

Witnessing the lack of hygiene and young children infested with scabies 

and lice so badly they were sick always upsets me. I try to hide it, but I 

still do my best to explain to the parents why looking after their children 

matters. These days, though, I just treat them and move on. 

Learning that Rheumatic Heart Disease exists in the Indigenous 

population of Australia and only in the poorest parts of the world is a 

shock… how can that be in one of the richest nations on earth? 

Understanding that health is not a priority for many Indigenous people is 

difficult… lifesaving medication is sometimes not taken because 

‘something of greater importance’ has occurred. Local culture can take 

priority over most other events, and people may not attend the clinic when 

advised, but will call you out at night because that suits them. People will 

sleep in the hottest part of the day in several desert communities. — 

Carol, RAN, continued. 

These intercultural breakdowns were not confined to community settings but also occurred 

upstream within hospital and specialist systems. Several nurses described institutional 

failures at hospitals and urban clinics, where cultural and communication gaps between 

patients and staff led to missed procedures and loss of trust. 
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I had a frustrating experience trying to get a day surgery procedure done 

for a patient. We had made four attempts in the past, but due to the 

patient’s transient nature, they all failed… Eventually, the patient agreed 

to the procedure and travelled to the local town for a pre-appointment 

consult. 

During the consult, the patient was given a booklet to read and asked to 

sign a form, with minimal assistance from surgical staff. As a result, the 

patient did not fully understand the procedure and only expressed this 

after returning home and speaking with me, her local clinic nurse. 

When the patient visited our clinic, I went through the procedure and its 

risks, ensuring informed consent… We organised a pre-anaesthetic 

assessment with clinic staff present, and the patient attended observations 

and an ECG as requested. 

However, on the day of the appointment, the patient was not at home but 

had travelled to town with her niece. Despite significant advocacy and 

preparation, the appointment was missed, and the effort involved in 

coordinating care remained largely unseen. — Kas, Remote Area Nurse, 

interview by author, 10/3/2024 

Kas’s account highlights just how fragile continuity of care can be in remote settings. Even 

after sustained advocacy and careful planning, a patient may still disengage for reasons 

beyond the nurse’s control, such as unclear communication, shifting priorities, or simply 

the realities of mobility in remote life. For many nurses, this unpredictability was 

profoundly disheartening, as they often feel they have somehow fallen short, even when 

they have followed every expected step. In this instance, the breakdown did not begin in 

the community, but within the hospital system itself. The patient was given forms and 

paperwork rather than a meaningful explanation, leaving her confused and unsupported. 

By the time she returned home, the responsibility for rebuilding understanding and trust 

fell back to the clinic nurse, who was left to bridge a gap created far upstream. 

Issues of trust also surfaced when talking about intercultural factors. One nurse described 

the demoralising experience of being blamed for a child’s worsening condition, despite 

attempting to treat the issue appropriately: 
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The other day, a mother brought in her child with a sore toe and a sore 

throat. The toe was red, but there didn’t appear to be a foreign body, and 

I didn’t think invasive treatment was necessary. The mother, however, 

insisted on a specific procedure… I tried explaining that it wasn’t the best 

course of action, but she didn’t seem to trust my opinion or the doctor’s. 

We treated the child’s throat infection with an injected antibiotic, but the 

mother refused the oral antibiotics I recommended for the toe… She left 

the clinic unhappy and later blamed me for the worsening condition. 

I suggested she bring the child back for review, but she continued to 

complain by phone and then disengaged… The following day, the child’s 

aunt attended for dressings but refused a clinic review. I felt disheartened 

that I couldn’t provide the treatment I was criticised for not giving. — 

Brenda, Remote Area Nurse, interview by author, 3/7/2024 

This account reveals how fragile the nurse-patient relationship can be in environments 

marked by limited trust, historical injustice, and competing cultural understandings of 

health and well-being. Even well-intentioned decisions can be interpreted as dismissive or 

negligent when communication falters. In more serious cases, patients may refuse life-

saving treatment, against medical advice, to avoid dying off-Country in a hospital, which 

to the patient is the more critical issue. Such decisions, while difficult for clinicians to 

witness, reflect deeply held cultural beliefs about spirit, place, and kinship. Nurses are 

often left grappling with ethical ambiguity, struggling to reconcile their duty of care with 

respect for cultural autonomy. 

Brenda’s account also suggests how misalignment in trust can lead to public fallout, 

compounding the emotional toll on already stretched clinicians. Even when following 

clinical best practices, a perceived lack of resonance with local expectations can lead to 

reputational harm, further exacerbating isolation in small communities. 

These examples show how intercultural challenges often emerge from different 

assumptions about health, authority, and communication. Many nurses come to understand   

that decisions which appear irrational through a Western lens are, in fact, rooted in 

culturally valid priorities, such as dying on Country, avoiding urban centres due to trauma, 

or adhering to obligations that take precedence over medical appointments. 
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Experienced nurses spoke less about reacting and more about quietly refining their 

approach. Many began double-checking understanding after hospital visits or reframing 

health education in culturally meaningful ways. Even so, trust did not always follow, and 

several described ongoing tension between clinical intent and community acceptance. 

The above examples highlight how RANs must navigate not only clinical responsibilities 

but also complex relational and cultural dynamics. Negotiating trust, authority, and 

communication demands flexibility, empathy, and sustained presence, often relying on 

personal judgement and reflective practice where standardised systems fall short. As such, 

RANs rely heavily on their own judgment, reflective practice, and community engagement 

to bridge the gap between Western healthcare expectations and Indigenous cultural 

frameworks. The following section explores how this frontline complexity can sometimes 

be challenging to translate to those managing services from a distance. 

6.1.4. Distance Management 

The relationship between RANs and their distance-based managers emerged as one of 

considerable strain, shaped by a sense of disconnection. Many nurses described frustration 

with decisions made by managers who, in their view, no longer fully understood the 

realities of the clinics they oversaw. This disconnect was experienced not only as 

geographical but also practical and emotional, leaving nurses feeling their concerns were 

misunderstood, their work undervalued, and their day-to-day realities largely invisible. 

And I think more and more lately, I feel the people that make decisions 

about what happens within a clinic aren't in the clinic. And I feel that 

they're getting more and more unrealistic. — Jules, Remote Area Nurse, 

interview by author, 10/11/2022. 

For many RANs, the day-to-day demands of remote practice already stretch capacity. 

Additional administrative and reporting requirements were frequently described as 

burdensome, particularly when nurses felt these tasks reduced time available for patient 

care. While framed as necessary for accountability, participants often experienced these 

processes as disconnected from frontline realities. Several nurses described how 

inconsistent communication and follow-through affected not only logistics but also their 

sense of personal worth in the role. Moments of acute stress or crisis, where nurses reached 

out for support and received little in return, seemed to crystallise the emotional impact of 



 
78 

being professionally isolated. The erosion of trust in these moments left a lasting 

impression. 

Distance management is often unavoidable in remote services. Clinics are small, 

geographically dispersed, and rarely able to sustain embedded management roles. While 

operationally necessary, this distance can create blind spots, leaving nurses to manage 

extreme workloads without immediate relief and allowing problems to escalate before they 

are recognised or addressed. The absence of direct visibility means that problems can 

escalate before they are recognised or addressed. 

I have been in a situation recently in [region removed] where I was out all 

night with two significant unrelated incidents. Management had assured 

me they were there for me, but actually, they were not, and when I did ask 

for help to manage these accumulating incidents and take fatigue time 

afterwards, they were reluctant to provide any. In this instance, I realised 

we really were on our own and the offered support had been lip service. 

Now I expect nothing, and I am not disappointed. — Carol, Remote Area 

Nurse, interview by author, 14/6/2024. 

Carol’s story captures the emotional impact of unmet expectations, where promised 

support did not materialise. Several nurses described recalibrating their expectations as a 

form of self-protection, withdrawing not from their work but from the hope that 

management would respond meaningfully, reinforcing feelings of professional isolation. 

Despite these experiences, some nurses described positive relationships with managers, 

particularly those with prior remote or clinical experience. When communication was 

timely, personal, and grounded in an understanding of remote practice, nurses reported 

feeling significantly more supported. These accounts, however, were the exception rather 

than the norm during data collection. 

I believe the times when distance [from management] really matters are 

when you really need help. I was recently stationed at a remote clinic. The 

resident RAN had been handling the workload alone for several weeks 

when another RAN left early, and the next one (me) was ill upon arrival, 

leaving her on her own for an extended period. This was too much work 
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for one person. I suspect it largely went unnoticed because of the distance 

from management. 

I do believe distance from management allows for a lot of ignorance 

about the work undertaken in remote locations. Out of sight is out of mind. 

— Carol, Remote Area Nurse, interview by author, 14/6/2024. 

Another recurring theme was variability between clinics, which complicated remote 

oversight. RANs often adapt clinical spaces to suit workflow and patient needs, creating 

systems that work well for long-term staff but challenge relief nurses arriving into 

unfamiliar environments. Managers must therefore balance standardisation with the reality 

of individualised practice, making effective orientation and onboarding critical. 

Those responsible for orienting new RANs are in a unique position to shape early 

experiences. When orientation was well-structured, realistic, and grounded in the lived 

realities of remote work, nurses described settling into their roles more confidently. 

However, several participants reflected that orientation was often rushed or generic, 

shaped more by urban assumptions than by on-the-ground realities. In these cases, early 

experiences were marked by confusion, fatigue, and self-doubt. What emerges from these 

accounts is not simply a structural limitation but a relational gap, where nurses struggled to 

feel understood, supported, or adequately prepared for the realities they were entering. 

6.1.5. Staffing Issues 

Staffing issues are a persistent challenge for RANs. While relief staff are essential to 

keeping clinics running during leave periods, many nurses described returning to disrupted 

workflows, unfinished tasks, or strained professional relationships. Anticipation of this 

disruption, often described as “reliever fatigue”, began well before returning, with several 

nurses noting that the final days of leave were overshadowed by uncertainty about what 

they might find on arrival. 

A recurring frustration among participants was reliance on short-term, and at times 

inexperienced, relief staff. Many arrived from agency or urban settings with little exposure 

to remote practice. While clinically competent, some struggled with the pace, isolation, 

cultural complexities, or scope of the role, with the consequences often falling back onto 

long-term nurses. 
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Kelly described the emotional toll of returning from leave to find that her colleague had 

not only struggled with the workload, but had actively undermined clinic cohesion: 

The last year has been quite a rollercoaster. Every time I came back from 

leave, it seemed like there was some drama going on at the clinic. There 

were definitely some fantastic relievers, too, but the anxiety of returning to 

work was pretty consistent.  

One time, when I returned from leave, I found out that my colleague was 

undermining me and even sabotaging the clinic. […] She was upset about 

the fact that I had to so often intervene to prevent mistakes being made by 

her and decided to vent her frustrations by neglecting her work and trying 

to make my job harder. […] she wrote all her intentions in a notebook and 

left it lying around the office. Another nurse found it and passed it on to 

me, and then I reported it to management. Little did I know that she was 

also under investigation for her practice issues, which had been noticed 

by other nurses, too, and was therefore dismissed. It just happened to be 

on the day of my return from holiday, so of course she blamed me for it all 

on the way out the door. —Kelly, Remote Area Nurse, interview by author, 

10/3/2024 

This case was extreme but not isolated. During fieldwork I witnessed several similar 

situations in which relief nurses struggled to meet the demands of the role and were 

ultimately dismissed. Many long-term RANs described the anxiety this created, 

particularly in the final days of leave when they found themselves bracing for what state 

the clinic might be in on their return.  

Kas describes this creeping sense of dread that shadowed what should have been 

restorative time away: 

I often find myself thinking about what’s going to happen when I return to 

work; my last week of holiday is so often focused on thinking about what I 

will encounter when I get back. Bad things just seem to happen so often. Is 

it me, maybe? I don’t think so. 
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Recently, another nurse got let go for making serious mistakes during a 

critical situation, which put the patient in a life-threatening condition 

unnecessarily.  

It's unsettling to know that while I'm on leave, the relief nurses handling 

my duties might not be up to the job. They are not proper RANs they are 

more likely registered nurses trying remote for a change. It's not just 

about me feeling anxious — it's about community members' well-being 

being put at risk, people I have relationships with, who look to me for 

their healthcare.  

This nurse, who obviously struggled, seemed lost and unsure upon 

arrival; therefore, it isn't surprising that things went wrong. It's 

frustrating and worrying to feel like I can't leave my responsibilities in 

safe hands. —Kas, Remote Area Nurse, interview by author, 10/3/2024 

While Kelly offers detailed insight into the far-reaching consequences of placing an ill-

suited nurse in a remote clinic: 

And then there was this latest one … Before my leave, I had raised 

concerns about this nurse's practice and behaviour with the coordinators 

at the main office in town. Her practice was all over the place, her 

diagnoses were often too extreme, and her interactions were not suitable 

for the workplace. It was unfortunate to find out that this behaviour had 

escalated once I could no longer closely supervise her.  

As I said, I had already raised concerns about her practice and behaviour 

to the main office. Even before I left [for leave], I had to step in numerous 

times to prevent potential misdiagnoses or incorrect medication. I thought 

no one was addressing this due to the extreme shortage of staff, but I was 

wrong.  

Her behaviour, it turned out, was affecting the local community as well, 

driving people away from the clinic. Some community members even said 

they'd only return when I'm back. Official complaints were sent to the 

office. I seldom hear of that level of anger from communities. Thus, this 
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nurse was dismissed from the community and the organisation.  —Kelly, 

Remote Area Nurse, interview by author, 10/3/2024  

Both Kelly and Kas raised concerns about relief staff prior to taking leave, yet serious 

issues persisted in their absence. In Kas’s case, clinical errors jeopardised patient safety; in 

Kelly’s, behaviour eroded community trust and prompted formal complaints. These 

incidents illustrate how staffing instability disrupts not only clinic routines but 

relationships built over months or years. 

Several nurses noted that the impact of poorly matched relief staff extended beyond 

clinical disruption to the community's relational fabric. One participant explained that 

returning from leave often meant quietly repairing trust with patients who had disengaged 

during her absence. Community members would return cautiously, recounting negative 

interactions or confusion, and would require reassurance before care could resume 

effectively. Participants described this work as largely invisible to management and rarely 

captured in handover notes, yet it demanded significant time, emotional labour, and 

relational sensitivity from long-term nurses. 

Another common challenge arises when each relief nurse brings their own preferences for 

how the clinic should function. Even small changes to the physical workspace can be 

disruptive in remote practice, because clinic layouts often reflect the practical logic of the 

nurse who lives and works there. When a reliever reorganises these spaces, even with good 

intentions, it can create confusion for the returning nurse, who must spend time reorienting 

the clinic before resuming normal duties. This repeated resetting becomes exhausting. 

While staffing shortages create unavoidable pressures, the issue is not solely one of 

numbers but of suitability. Several interviewees emphasised that staffing challenges were 

not solely about numbers but about suitability. A relief nurse may be clinically competent 

yet ill-suited to remote environments or unprepared for relational and cultural 

complexities. Within a limited relief pool, organisations often relied on availability rather 

than best fit, leading to repeated mismatches. This scarcity can lead to the repeated use of 

underperforming or poorly aligned staff out of fear of leaving clinics unstaffed. 

Participants described these mismatches as affecting far more than workflow efficiency, 

with perceived consequences for patient outcomes, staff morale, and community trust. 
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Carol, who has worked across multiple communities, highlighted the stark contrast 

between clinics with long-term nurses and those reliant on rotating contractors: 

The work appeals to me because I have no dependents and enjoy the 

autonomy of working remote. It offers good remuneration and a sense of 

adventure. 

At this stage of life, I can offer the life skills and maturity to deal with the 

difficult situations that remote work often presents… It is important to be 

self-sufficient and be a relatively confident person to survive the isolation 

and lack of support… It is important to have good contact with family and 

friends back home to survive. 

However, like many RANs I have met, we are not interested in permanent 

positions. We like to have the freedom to come and go… Since this is 

largely the story for many of us, clinics are staffed with contractors, and 

there is a lack of continuity in the care for communities. 

The community must constantly adapt to a new nurse, and they know we 

will always go… It takes time to build trust from the community and time 

for the nurse to know the patient… 

My recent time in a particular community has clearly illustrated the 

advantage of a more permanent RAN… The community know her and 

trust her, and she knows them so well they often have their care pre-

empted… Callouts are minimised… The result is good relations with the 

community and a peaceful clinic with a wonderfully caring atmosphere… 

Conversely, another recent contract was a clinic staffed entirely by short-

term contract workers… roles and responsibilities are confusing… There 

is no consistency in this, so it is randomly done. —Carol, Remote Area 

Nurse, interview by author, 14/6/2024 

As Carol observed, continuity is not simply a preference; communities benefit 

significantly from sustained relationships with clinicians who understand their histories, 

languages, and rhythms of life.  
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These dynamics affect nurses personally as well. Many long-term RANs described feeling 

responsible for failures that occurred during their absence, even when staffing decisions 

were beyond their control. They also expressed concern for patients, knowing that 

inconsistent care environments could lead to disengagement. I witnessed this 

disengagement myself while transporting patients to specialist appointments; many 

expressed frustration at having to retell their stories to yet another unfamiliar nurse or 

doctor.  

At a broader level, these issues reflect a structural tension between the mobility many 

RANs value and the stability communities require for continuity of care. Ultimately, 

participants’ accounts suggest that staffing issues in remote clinics are experienced not 

merely as logistical but as deeply relational. When relief staff are well-prepared, they 

sustain services and support long-term nurses; when mismatched or unsupported, the 

impact extends beyond workflow to relationships, trust, and community confidence. These 

relational strains are not confined to nurse–community interactions; they also play out 

within clinic teams themselves, where social dynamics can either buffer or intensify the 

pressures of remote work. 

6.1.6. Social Issues 

Social dynamics within remote clinics can be both a lifeline and a source of stress. When 

clinics function well, strong bonds and a shared sense of purpose help nurses manage the 

pressures of isolation, long hours, and emotional intensity. When interpersonal 

relationships break down, however, the effects can be particularly damaging. In small 

teams where staff rely heavily on one another, even minor tensions can feel overwhelming. 

In these environments, conflict can quickly become a serious stressor, especially when 

cooperation and shared knowledge are essential for safe and effective care. Kelly’s story 

illustrates how power struggles in small teams can undermine trust and create unnecessary 

strain. 

Recently, I had the opportunity to work in a remote community located in 

the Outback desert… 

I was filling in for another nurse who was going on leave… However, 

upon my arrival, the nurse who was already there didn’t give me a warm 



 
85 

welcome. In fact, she was quite possessive and aggressive, making it clear 

that she didn’t want to share any information with me… 

I tried to stay out of any power struggles and simply focused on my duties, 

but it was frustrating that I couldn’t access important information, such as 

the location of supplies, how to arrange patient travel, or how to order 

necessary items. 

…once the lead nurse returned, I discovered that the other nurse had 

hidden an entire folder containing all the essential information I needed… 

I don’t even understand what that nurse felt she was achieving by 

behaving like that… I don’t know. — Sara, Remote Area Nurse, field notes 

by author, 11/11/2022 

Kelly’s experience was echoed by other participants, particularly relieving nurses who 

arrived with good intent but encountered defensiveness, secrecy, or resistance from 

colleagues unwilling to share information or space. 

Carol’s accounts here illustrate the long-term emotional toll of such dynamics: 

Personality clashes are always a problem in the workplace, whether 

remote or not. I suppose it does impact more if you are remote because 

you fully rely on each other to be available when the crap hits the fan… 

My first RAN placement in a central desert area was truly one of the worst 

experiences of my working life. The [lead nurse] was a bully, and the 

other two RANs were not much better. 

I believe these situations can make or break you… and I most definitely 

would not have survived this situation had I been younger or less 

experienced. 

I had no support from Management in the regional office, and they were 

well aware of her [the lead nurse] behaviour towards many nurses… 

Several had left outright… I had no track record as a RAN so I sucked it 

up… 
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I did my best to be professional and factual and took a lot of time. I never 

heard back, and as far as I know, that [lead nurse] remained in situ 

terrorising for some time longer. — Carol, Remote Area Nurse, interview 

by author, 14/6/2024 

The one time I felt very isolated in a Clinic was when the [Distance] 

Manager was very demanding and unfriendly, and the other RAN was 

equally so. That felt lonely and isolated, and it was the one time I rang the 

Crana Bush line1 for someone to chat to. It was my first stint as a RAN, 

and I felt undermined every day… I was close to giving it up after that. 

I believe I would have, if I had not decided to give one more Clinic a 

chance… To give it up so soon seemed a waste of all that effort you put 

into the qualification. I believe my strength of character enabled me to 

survive a lonely experience. 

I realised quickly that the onus is on yourself to be the best version of 

yourself… Once I understood it was my responsibility to make this work, I 

did make it work. — Carol, Remote Area Nurse, interview by author, 

14/6/2024 

Carol’s reflections reveal how social conflict in remote clinics can erode confidence and 

threaten professional identity, particularly when nurses feel unsupported by management. 

The absence of intervention compounded hostility, leaving her to manage both clinical 

responsibilities and persistent emotional strain. Isolation in these situations was not driven 

by geography but by relational breakdown, where survival depended largely on personal 

resilience rather than organisational support. 

Where conflict could not be resolved or safely challenged, nurses described adopting 

quieter, more protective strategies. One nurse reflected that, in hostile clinic environments, 

silence itself became a survival strategy. Rather than escalating concerns or confronting 

colleagues, she chose to withdraw, reasoning that there was nowhere else to go and no 

practical way to resolve them. This deliberate quietness was not resignation, but self-

 
1 The Crana Bush Support Line is a service provided by CRANAplus that is a 24/7, 365-day counselling and 
support telephone line specifically for remote health workers. 
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preservation. For some nurses, enduring social tension required learning when not to 

speak, even when the situation felt deeply unjust. 

In another case, I met a nurse with over twenty years of remote contract experience. She 

had built a life around this role. Her deep commitment to her work gave her broad clinical 

experience, but during one placement, she became involved in a conflict with a patient’s 

family that escalated into a formal complaint. What stood out most was not the complaint 

itself, but that she had no one to talk to about it: no partner, no family nearby, no long-

standing friends. Her only source of support was the colleague with whom she was placed, 

and that support was available only because of the strength of their working relationship. 

When those bonds are absent, remote nurses are left to manage the emotional fallout on 

their own. 

Despite these difficulties, many RANs also described forming close, meaningful 

connections with colleagues. In remote settings, friendships often emerge quickly. The 

intensity of the work demands mutual trust, which can accelerate closeness. While these 

friendships are often temporary, they offer emotional release, humour, and validation that 

can sustain nurses through difficult placements. Gatherings like training sessions or social 

drinks often become spaces for story-sharing, offering rare moments of professional 

solidarity. Even brief connections can carry immense value. 

6.2. JOB RESOURCES 

Having explored the many pressures of remote nursing, this section now turns to the 

factors that nurses described, sometimes deliberately and sometimes without realising it, as 

sustaining their commitment to the role. While the challenges are significant, they coexist 

with experiences that help RANs remain engaged, grounded, and able to continue 

operating under demanding conditions. What became clear during interviews was that 

nurses often spoke about what sustained them without explicitly framing these elements as 

“job resources” or motivations. Instead, these insights emerged naturally through stories, 

reflections, and offhand comments, revealing the subtle and often unrecognised ways 

nurses support themselves in the absence of consistent systemic backing. 

Instead, participants described resources that were immediate, lived, and embedded in 

practice. These included autonomy, the satisfaction of helping communities with 

significant needs, the diversity and challenge of the role, cultural experiences, and, for 
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some, financial stability. These resources shaped their experience not because the system 

provided them, but because nurses discovered or created them within the realities of 

remote work. 

The following subsections explore these nurse-identified resources, highlighting the 

motivations and supports that emerged organically from their accounts rather than those 

imagined in theory or promised through policies that have not been fully realised. 

6.2.1. Autonomy and Independence 

Autonomy emerged as one of the most frequently cited job resources among participants, 

who consistently described independence as a defining feature of remote practice. Many 

nurses contrasted this autonomy with their previous experiences in hospital settings, where 

hierarchical structures limited their ability to act. Kas explained that in her former urban 

hospital role, she often felt powerless to intervene until a doctor authorised care, recalling,  

[In the hospital setting] I had to wait for a doctor to make the first move 

before I could help anyone. I was forced to step back and watch patients 

get sicker and sicker until a doctor eventually had the time to come in, 

review their case, and give an order. That was the most frustrating thing. 

— Kas, Remote Area Nurse, interview by author, 09/11/2022 

Fiona expressed similar dissatisfaction with the narrow scope of hospital nursing, stating,  

Yeah, and if I'm in a hospital, all I can do really is take a temp, a blood 

pressure, and wash a patient, and do a dressing or something. At my age, 

that's just too boring for me.— Fiona, Remote Area Nurse, interview by 

author, 09/11/2022 

For both nurses, autonomy was central to their choice to work remotely, restoring a sense 

of purpose and professional engagement. 

Nurses also described autonomy and independence as inseparable from the challenges of 

remote work. Many participants emphasised that autonomy is only experienced as positive 

when supported by sufficient clinical competence, confidence, and experience. Remote 

practice frequently requires nurses to manage chronic disease, midwifery concerns, 

paediatrics, injuries, and acute emergencies, often without immediate assistance.  
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Several interviewees noted that while this breadth of responsibility can feel overwhelming 

for those who are unprepared, it is deeply motivating for nurses who welcome complex 

decision-making. Kas explained that the freedom to act decisively anchored her in remote 

work, allowing her to draw on the full range of skills developed over many years. Across 

accounts, participants described this combination of autonomy, challenge, and self-reliance 

as one of the most meaningful aspects of the role. 

Brenda’s account provides a vivid example of autonomy enacted under extreme 

conditions. She described responding with a midwife to a plane crash at a nearby airstrip 

after the community CEO arrived at the clinic in distress. Her account illustrates the kind 

of rapid assessment and decisive action often required in remote settings: 

I was stationed in what was supposed to be a quiet, stable little 

community… The mornings at the clinic were usually pretty slow… when 

suddenly the CEO [from the community council] burst in… and 

panicking… there’d been a plane crash at the nearby airstrip, and we 

needed to jump into action, like, right now. 

Having emergency training and experience managing an ICU, my brain 

switched gears instantly… we hopped into our four-wheel-drive 

ambulance, racing out to the airstrip… The plane had nosedived during a 

touch-and-go landing… we quickly found the pilot and co-pilot, both alive 

but in pretty rough shape. 

I sent the midwife over to the co-pilot… Then I focused on the pilot, who 

was stuck under the wing, unable to move his legs… As I assessed him, I 

knew he had a serious back injury that could leave him paralysed, but we 

were surrounded by leaking aviation fuel, which was a massive fire 

hazard. 

In that split second, I had to make a call… I managed to put an 

immobilisation collar on him, but couldn’t get a stretcher in because the 

sandy terrain was too unstable. So, I decided to drag him away from the 

plane… Staying under that wing meant we were in serious danger… 

Once we were a safe distance from the wreckage, we could finally use our 

backboards to transfer him to a stretcher… we had to transport both 
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patients to another airstrip 150 kilometres away… After a few weeks of 

treatment… the pilot walked again. – Brenda, Remote Area Nurse, 

interview by author, 12/5/2024. 

Brenda’s experience illustrates how autonomy can enable RANs to respond confidently in 

unpredictable and high-stakes situations. The capacity to make immediate clinical 

decisions, improvise under challenging conditions, and lead emergency responses without 

waiting for external direction was described by many participants as both daunting and 

deeply satisfying. For those who felt adequately prepared, autonomy functioned as a 

source of motivation, professional pride, and confidence. 

Across the dataset, autonomy and independence were consistently described as central to 

the appeal and sustainability of remote nursing. Participants valued being trusted to use 

their judgement, act without delay, and practise across a broad scope. However, autonomy 

was not inherently protective. Several nurses described how early independence intensified 

anxiety and self-doubt before experience transformed it into a source of confidence and 

pride. 

As experience and confidence develop, autonomy shifts from a source of strain to a source 

of pride. This trajectory highlights that autonomy operates as both a resource and a 

potential vulnerability, depending on timing, preparation, and support. 

The accounts from RANs suggest that autonomy in remote nursing is more than a practical 

feature of the role; it is central to how RANs understand their work, their competence, and 

their professional identity. When aligned with experience, clinical skill, and comfort with 

uncertainty, autonomy transforms demanding situations into opportunities for mastery and 

purpose. When these elements are absent, the same independence can exacerbate stress 

and risk. The sustaining potential of autonomy, therefore, depends not on its presence 

alone, but on how it is supported, scaffolded, and matched to the nurse’s stage of practice. 

6.2.2. Altruism 

Altruism emerged as a strong motivational factor for many of the nurses who participated 

in this study. A majority described remote work as an opportunity to “give back,” often 

articulating a sense of moral responsibility to contribute to communities they perceived as 

underserved or disadvantaged. Several nurses noted that they had previously considered 
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humanitarian work overseas but later redirected that impulse toward remote Australian 

settings after becoming aware of the extent of unmet need in the country. 

Kas shared that her initial interest in working with Médecins Sans Frontières (MSF) 

unexpectedly prompted her to reconsider healthcare inequity closer to home. She recalled: 

I actually went to look up to work with MSF. I called them to see what the 

application process is like, and they asked me if I'd worked remotely in my 

own country. I said, 'Why? What's wrong with my country? I don't know. 

They don't need any help.' And they're like, 'Have you ever worked in an 

Indigenous community?' I was so ignorant. — Kas, Remote Area Nurse, 

interview by author, 09/11/2022 

Kate explained that this exchange marked a turning point. Having grown up and worked 

primarily in urban environments, she had not previously considered that profound health 

inequities existed within Australia. After researching remote nursing, she accepted a short-

term contract that gradually evolved into a longer-term commitment as she discovered how 

meaningful the work felt to her. 

For other participants, altruism developed more gradually. One nurse explained that 

although she initially entered remote nursing for financial reasons, that motivation 

eventually shifted. While the financial incentives were appealing, she found that the 

demands of the work were substantial and that remuneration alone was insufficient to 

sustain long-term engagement. As she spent more time in remote communities, she 

became increasingly motivated to support people facing significant barriers to accessing 

healthcare. Through this process, altruism became a more central and sustaining 

component of her commitment to the role. 

Alex similarly emphasised the intrinsic reward of providing essential care in remote 

settings: 

[Y]ou have good days where you're looking after [someone] and you're 

doing a good thing for them and you're providing a service that they 

absolutely need. They 100% need. They could not survive without it, so I 

guess, it is actually really rewarding work on most days.— Alex, Remote 

Area Nurse, interview by author, 09/11/2022 
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Many nurses described a deep sense of fulfilment associated with knowing their work 

made a tangible difference in people’s lives. This was particularly evident in situations 

where access to care was limited, and the absence of a nurse would have led to delayed or 

forgoing treatment. For several participants, these moments of perceived impact played a 

significant role in their decision to continue working remotely despite the emotional and 

practical challenges involved. 

Across participant accounts, altruism emerged as a key sustaining resource. While 

motivations varied, ranging from longstanding humanitarian aspirations to a gradual 

recognition of fulfilment through service, the shared thread was a belief that their work 

mattered. This sense of moral purpose appeared to provide resilience, supporting continued 

engagement during periods of strain, uncertainty, and emotional fatigue. 

6.2.3. Diversity of Role 

Many nurses described the diversity of tasks inherent in remote nursing as one of the most 

compelling aspects of the role. Rather than experiencing the broad scope as an excessive 

burden, participants consistently framed it as a source of challenge, stimulation, and 

professional growth. The unpredictability of each day, the need to respond to a wide range 

of clinical presentations, and the opportunity to practise beyond the constraints of more 

structured healthcare environments were frequently cited as reasons for remaining in 

remote practice. 

Kelly explained that the breadth of responsibilities made her feel professionally engaged in 

ways she had not experienced in hospital settings: 

I think I've been spoiled for nursing anywhere else now. The diversity of 

the job, the independence of the job. Basically, I work at a level of a nurse 

practitioner without being a nurse practitioner, and that, there is a lot of 

appeal to that. It makes me feel, not important, but it makes me feel like 

I'm doing more than I would in a hospital, where I'm just taking 

observations and writing notes. This is a lot more interesting and 

entertaining.— Kelly, Remote Area Nurse, interview by author, 

09/11/2022 

For other nurses, it was the constant challenge and uncertainty of the role that sustained 

their motivation. Karl described how the variability of presentations and the requirement to 
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problem-solve in difficult circumstances kept the work engaging, even amid frustration 

and fatigue: 

It's the challenge. It is the challenge of not knowing what's going to walk 

through the door. It's the ability to problem-solve. 

We still have quite good outcomes sometimes, even with everything going 

horribly wrong in terms of time and distance, and us not being able to do 

things correctly for want of a better word. So it's self-motivation, it's trust, 

the challenge, and I do thoroughly enjoy [the work] as much as it's a kick 

in the nuts quite often. Things happen, you just think, ‘Why am I doing it? 

Why can't I…’ I'd like to be able to do mainstream and spend some lovely 

time on the coast doing normal jobs. I’d just get so bored.— Karl, Remote 

Area Nurse, interview by author, 09/11/2022 

Interviewed nurses repeatedly emphasised that the role's diversity required them to draw 

on an unusually wide range of clinical skills. Participants described routinely managing 

chronic disease, mental health concerns, paediatrics, trauma, acute illness, and emergency 

response, often within the same shift and frequently without immediate medical backup. 

This breadth demanded not only technical competence but also adaptability, confidence, 

and the willingness to take initiative in uncertain conditions. 

Kelly provided a vivid account of how quickly routine clinic work can escalate into high-

stakes emergency care: 

It was my first weekend in a new community, and as fate would have it, I 

was on-call… The clock struck 10 PM on a Saturday night when I 

received an urgent call from the local police… concerning a road 

accident approximately 60 kilometres south of where I was stationed. 

Without hesitation, I reached out to my second responder… We quickly 

gathered essential equipment bags from the clinic… loading the 

ambulance with emergency gear, medications, the defib machine, and 

other necessary items… 

…we finally arrived at a horrific scene: a single vehicle had rolled over, 

hitting a tree, resulting in one fatality and three others injured. 
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Our ambulance, equipped only to handle one incapacitated patient at a 

time, felt inadequate… another community’s resources had been 

activated, allowing us to split up and efficiently care for the victims. I 

quickly assessed the situation and took charge of one seriously injured 

patient… 

The reality of the fatality weighed heavily on me… there was nothing 

more we could do for the deceased… Once we had stabilised the survivors 

and addressed their immediate medical needs, we coordinated with the 

police… and transported our patients to the nearest airstrip for retrieval 

by plane. 

What began as a seemingly ordinary on-call weekend morphed into a 

whirlwind of urgency and heartbreak… It was a jarring reminder of my 

role… that’s just how it goes sometimes in this line of work. —Kelly, 

Remote Area Nurse, interview by author, 14/6/2024. 

Experiences such as this and the opening vignette of chapter 1 illustrate the expansive 

scope of responsibility routinely assumed by RANs. Nurses often move rapidly between 

low-acuity presentations and critical incidents involving fatalities, complex trauma, or 

prolonged retrieval delays. Participants acknowledged that this intensity could be 

emotionally demanding, yet many described it as central to the meaning they derived from 

the role. The knowledge that no two days were alike, and that their full range of skills 

might be required at any moment, contributed to a strong sense of engagement and 

professional relevance. 

These narratives suggest that role diversity functions as more than a practical feature of 

remote nursing. The continual movement between routine care and high-stakes decision-

making reinforced engagement, competence, and professional meaning. For nurses well 

matched to the demands of remote practice, this breadth remained a powerful reason to 

stay, even as it required sustained readiness and emotional resilience. 

6.2.4. Cultural Experience 

Several nurses described cultural experience as one of the most meaningful and sustaining 

aspects of remote practice. Participants spoke about the privilege of being welcomed into 

communities, learning about local histories and traditions, and witnessing ways of life that 
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would otherwise be inaccessible to outsiders. Many explained that these cultural 

encounters enriched both their personal and professional lives, offering a depth of 

engagement they had never encountered in urban healthcare settings. 

Lisa captured this sense of privilege succinctly: 

I just like the variety, being able to see all these cultures and places that 

most people just won't ever have the chance to.— Lisa, Remote Area 

Nurse, interview by author, 09/11/2022 

For some nurses, cultural learning became a central reason for remaining in remote 

practice. Kas described how each new community shaped her understanding of the world 

and kept the work meaningful: 

I think the biggest thing from [remote nursing] that I've taken away is 

that, whatever community I go to across the country, I learn when I'm 

there about a different culture. When you go work in an urban setting, 

you're not learning anymore. You're just doing a daily grind. Whereas at 

[this community], I'm learning about the culture at [this community], I'm 

learning about the family dynamics, and the people and the political and 

the... It's interesting. You just don't get that anywhere else, with any other 

job.— Kas, Remote Area Nurse, interview by author, 09/11/2022 

Other nurses emphasised the value of experiencing different ways of life and the respect 

that developed from working closely with community members. Alex highlighted how 

daily interactions reshaped his appreciation for the community’s priorities: 

Well, I definitely love the community, like this community as an example, 

it's just lovely. I love the people. I love the slower pace of life. I love that 

the things that are important are important to most people. We aim to 

work hard, retire and go fishing. A lot of the people here work hard to fish 

to feed their family, and I kind of just really respect that.— Alex, Remote 

Area Nurse, interview by author, 09/11/2022 

Cultural experience emerged across participant accounts as a powerful source of meaning 

and sustained engagement for many RANs. Nurses consistently described cultural 

learning, connection, and immersion as enriching both their professional practice and 
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personal lives, offering a depth of engagement rarely encountered in urban healthcare 

settings. Notably, the same conditions that contribute to isolation and culture shock, as 

outlined in Sections 6.1.1 and 6.1.2, were also reframed as sources of fulfilment and 

growth. Deep involvement with place, community, and culture helped counterbalance the 

emotional and practical pressures of remote work, transforming remoteness from a purely 

stressful condition into an opportunity for reciprocity, curiosity, and connection. In this 

way, cultural experience functioned as a key job resource, reinforcing professional identity 

and strengthening nurses’ commitment to remaining in remote practice despite ongoing 

challenges. 

6.3. COMPASSION FATIGUE AND BURNOUT 

Alongside themes aligned closely with the JD–R model, two additional patterns emerged 

consistently across participant narratives and required separate consideration. Compassion 

fatigue and burnout appeared less as discrete job demands and more as cumulative 

emotional outcomes shaped by sustained exposure to trauma, relational intensity, and 

prolonged strain. 

Across interviews and observations, compassion fatigue and possible burnout emerged as 

significant challenges for RANs, particularly where emotional demands accumulated 

without adequate relief or support. Rather than describing a sudden breaking point, nurses 

consistently spoke of gradual depletion shaped by repeated exposure to trauma, grief, 

violence, and sudden death. Many described early signs as feelings of numbness, 

detachment, or emotional flatness that they recognised as out of character, identifying this 

emotional blunting as one of the most distressing aspects of the process. Instead of 

dramatic exhaustion, nurses described a subtle shift in how they related to patients and 

situations, where empathy required conscious effort and felt increasingly distant. When 

this state persisted, it was often accompanied by frustration, reduced motivation, and a 

growing sense that they could no longer provide the quality of care they valued. 

Several participants reflected that compassion fatigue was rarely recognised as it unfolded 

and became visible only in hindsight, weeks or months later, when nurses realised how 

emotionally withdrawn or irritable they had become. At the time, these changes were often 

attributed to ordinary fatigue or stress. This delayed recognition was unsettling, 

particularly in environments where high emotional load is normalised and opportunities for 
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reflection or recovery are limited. Burnout, in these accounts, was not marked by collapse 

but by a gradual drifting away from emotional engagement. 

These patterns were evident in Karl’s experience. Known among colleagues for his 

reliability, Karl frequently took on additional responsibilities during staffing shortages. 

The cumulative weight of these demands exceeded his capacity to recover. When several 

personal and professional crises occurred in close succession, he described feeling 

emotionally numb, a response that alarmed him and signalled a departure from how he 

normally experienced his work. 

Teri, another experienced nurse, described a similar escalation. Within a short period, she 

was involved in an unsuccessful resuscitation, supported a patient through a terminal 

diagnosis, and experienced the sudden death of another community member with whom 

she shared a close relationship. She emphasised that it was not the clinical complexity of 

these events that overwhelmed her but the emotional weight of multiple losses layered 

together. In small communities, where professional and personal boundaries frequently 

overlap, grief was intensified rather than compartmentalised. 

While some nurses described receiving informal support from colleagues or accessing time 

away at critical moments, these protective factors were inconsistently available. More 

commonly, nurses spoke of a slow accumulation of everyday stressors, including 

prolonged on-call responsibilities, chronic understaffing, and extended confinement within 

the community with few opportunities for social reprieve. Individually, these pressures 

were often described as manageable; however, their cumulative effect became difficult to 

escape. 

Several participants also reflected on how perceptions of fairness shaped their emotional 

well-being. When workloads felt unevenly distributed or organisational support appeared 

absent, nurses described a shift in how they interpreted their role. Some who initially 

approached remote practice with enthusiasm reported becoming withdrawn or disengaged, 

understanding their ongoing burden as a sign of being undervalued or taken for granted. 

These accounts suggest that compassion fatigue and burnout in remote nursing are not 

isolated or exceptional events but processes that emerge through the cumulative interaction 

of emotional labour, relational intensity, and limited opportunities for recovery. When 

these pressures persist without adequate support, even highly committed and experienced 
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nurses reported reaching a point at which emotional depletion threatened both their well-

being and their ability to remain in the role. 
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6.4. CONCLUSION OF FINDINGS 

The findings in this chapter show that remote nursing is shaped by a complex mix of 

pressures that accumulate over time in the community. The challenges described by RANs 

are rarely isolated or short-lived. Instead, job demands build across emotional, cultural, 

organisational, and social domains, influencing not only how nurses work day to day but 

also how they understand their role, their professional identity, and their place within the 

communities they serve. 

Isolation emerged as a foundational condition of remote practice, extending beyond 

physical distance to include emotional solitude, professional vulnerability, and social 

disconnection. Culture shock and ongoing intercultural negotiation further intensified this 

experience, particularly for nurses entering communities with limited preparation for the 

relational and symbolic dimensions of the role. These pressures were frequently 

compounded by distance management, staffing instability, and strained workplace 

relationships, all of which contributed to a sense of being unseen, unsupported, or left to 

manage complex situations alone. 

At the same time, the findings demonstrate that remote nursing is not sustained through 

endurance alone. Nurses identified a range of resources that enabled them to persist despite 

these demands. Autonomy, altruism, role diversity, and cultural experience were 

repeatedly described as meaningful and sustaining, not because they eliminated difficulty 

but because they provided purpose, challenge, and a sense of professional worth. These 

resources were often internal, relational, or experiential rather than structural, emerging 

through lived practice rather than organisational design. 

The accounts of compassion fatigue and emotional depletion illustrate what occurs when 

this balance becomes unstable. Rather than dramatic breaking points, nurses described 

gradual emotional blunting, withdrawal, and fatigue that developed as demands 

outweighed opportunities for recovery and support. These experiences highlight the limits 

of relying solely on personal resilience in environments characterised by chronic strain and 

underscore the fragility of sustainability when supports are inconsistent or absent. 

This chapter has presented a detailed account of the lived realities of RANs, documenting 

both the pressures that threaten sustainability and the resources that enable nurses to 

endure, adapt, and, at times, thrive. Job demands and resources do not operate 
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independently; they interact, accumulate, and are continually interpreted through nurses’ 

own meanings, expectations, and identities. To understand how these experiences shape 

well-being, professional identity, and retention in remote practice, the following chapter 

turns to the study’s theoretical frameworks. Symbolic interactionism provides a lens for 

understanding how nurses construct meaning, negotiate identity, and reinterpret their roles 

amid uncertainty and cultural difference. The Job Demands–Resources model offers a 

structured way to examine how demands and resources interact to influence well-being, 

engagement, and decisions to remain or leave. Together, these frameworks support a 

deeper understanding of both what nurses experience and how they make sense of those 

experiences. 
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7. Discussion 

This chapter turns to the interpretive task of connecting the findings presented in Chapter 6 

with the study’s theoretical frameworks. Through a symbolic interactionist lens, remote 

nursing becomes ongoing identity work shaped by professional uncertainty, geographic 

isolation, and continual negotiation of cultural expectations. In remote settings, meaning 

develops through everyday interactions with community members, colleagues, and 

managers, becoming especially visible in moments of crisis and influencing how nurses 

understand themselves and respond to their work. 

The central research question of this thesis asks what enables some Remote Area Nurses to 

sustain long-term practice in remote Indigenous communities while others leave early. The 

findings suggest that sustainability emerges through the interaction between structural 

conditions, relational experiences, and the meanings nurses attach to their work. The 

discussion examines these intersections through symbolic interactionism (SI) and the Job 

Demands–Resources (JD-R) model, showing how identity negotiation, interpretive 

meaning-making, and internally generated resources influence retention. 

Participants described a complex interplay between job demands, available resources, and 

the meanings assigned to their experiences. While isolation, intercultural negotiation, 

organisational distance, and relational tensions created significant pressures, autonomy, 

altruism, cultural engagement, and role diversity emerged as key sustaining forces. These 

resources were often internally generated and shaped by personal values and evolving self-

understanding rather than consistently provided through organisational systems. 

The JD-R model helps explain how pressures and supports interact to shape well-being and 

sustainability in remote practice. Ongoing demands such as professional isolation, cultural 

dislocation, and organisational inconsistency may contribute to strain, while resources 

such as autonomy, altruism, and cultural connection help buffer stress and sustain 

engagement. Across accounts, sustaining practice appeared to rely less on formal 

structures and more on what nurses brought with them into the role. Resilience emerged 

not as something consistently scaffolded by organisational systems but as something 

developed through experience, commitment, and learning how to navigate remote 

contexts. This tension helps explain how individual nurses may endure despite structurally 

fragile workforce conditions. 
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By returning to SI and JD-R frameworks, this chapter moves beyond description toward 

interpretation. Rather than simply aligning findings with existing concepts, the discussion 

explores how these frameworks deepen understanding of how nurses make sense of their 

work, adapt over time, and respond to ongoing pressures. In doing so, attention is given to 

how individual experience, cultural context, and organisational realities overlap to shape 

professional identity and long-term sustainability in remote practice. 

7.1. SYMBOLIC INTERACTIONISM 

SI provides a valuable framework for understanding how RANs interpret their experiences 

and develop professional identities within the distinctive social environment of remote 

communities. The findings presented in Chapter 6 show that nurses are continually 

engaged in interpreting their surroundings, relationships, and actions. Rather than 

responding solely to structural conditions such as isolation, cultural difference, or 

managerial distance, RANs respond to the meanings they attribute to these conditions. 

These meanings emerge through everyday interactions and shape how nurses understand 

themselves, their work, and their place within the community. 

A recurring theme was the ongoing negotiation of identity. Nurses often described arriving 

in remote communities with a clear professional self-understanding, only to find that 

familiar expectations no longer applied. Early experiences of culture shock or isolation 

frequently produced uncertainty, leaving nurses unsure how they were perceived or how 

they should present themselves, a finding supported by research on culture shock (Gaw, 

2000; Muecke et al., 2011). These moments challenged established senses of competence 

or authority and required nurses to rebuild confidence within a markedly different social 

context. The data suggest that this process was not a one-off adjustment but an ongoing 

negotiation shaped through everyday encounters. Similar patterns have been described in 

intercultural adaptation research, where identity evolves through continued interaction 

rather than a discrete transition phase (Zhou, 2014). While earlier research recognises 

cultural adjustment as part of remote nursing (Muecke et al., 2011), the accounts presented 

here indicate that identity negotiation persists beyond initial adjustment and remains 

central to sustaining engagement long-term. 

This was especially evident when nurses’ intentions were misread. Participants described 

stepping back from difficult interactions as a sign of respect, only to later learn that this 
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behaviour had been interpreted as disinterest or disrespect. Others found themselves 

unexpectedly positioned as the central authority figure within the clinic despite feeling 

unprepared for that symbolic role. These moments demonstrate how professional identity 

was shaped not only by formal role descriptions but by how others interpreted and 

responded to nurses’ actions. Meanings attached to behaviour could shift rapidly, requiring 

continual reassessment of how to act and relate within the community. These findings 

extend existing discussions of cross-cultural miscommunication by highlighting how 

symbolic interpretation, alongside clinical competence, influences relational success or 

difficulty in remote contexts. 

Relationships within clinic teams also played a significant role in meaning-making. 

Supportive colleagues reinforced belonging and competence, while conflict, secrecy, or 

bullying altered the symbolic environment toward insecurity and emotional strain. In small 

and isolated workplaces these dynamics were often intensified. A single negative 

interaction could carry disproportionate weight, while moments of humour or solidarity 

took on heightened symbolic importance and helped sustain nurses through challenging 

periods, a pattern also identified in research highlighting the importance of peer 

relationships and informal support in remote nursing contexts (Whiteing et al., 2021). 

SI also helps explain why certain resources emerged as particularly meaningful. Autonomy 

was experienced not simply as organisational freedom but as a symbol of trust and 

professional recognition, echoing research showing that professional independence in 

remote practice often signals compassion satisfaction (McElroy et al., 2022). Altruism 

functioned as a self-defining motivation, allowing nurses to frame their work as purposeful 

even in difficult circumstances, consistent with earlier findings that many RANs are driven 

by a strong sense of service and moral commitment (Eley et al., 2010). Cultural learning 

offered opportunities for identity expansion and personal growth, providing emotional and 

intellectual rewards that helped balance the pressures of remote practice (Argent et al., 

2022). These resources mattered because they had practical effects, and for the meanings 

nurses attached to them. Although autonomy and altruism have been identified in prior 

remote nursing research as motivating factors (Eley et al., 2010; Muirhead & Birks, 2019), 

this thesis shows how these resources operate symbolically, shaping how nurses 

understand themselves and supporting much of the work involved in coping with remote 

practice. 
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Across the findings, remote nursing emerges as a continuous interpretive process in which 

situations are assessed, meanings negotiated, and identities reshaped over time. Demands 

such as isolation and intercultural tension were influenced not only by structural conditions 

but by how nurses interpreted their role and sense of belonging. Resources such as 

autonomy, altruism, and cultural experience were powerful because they reinforced 

positive self-definitions and counterbalanced the symbolic weight of ongoing demands. 

SI therefore provides a foundation for understanding why remote nursing is experienced 

differently across individuals. The same structural environment may foster confidence and 

resilience in one nurse while contributing to uncertainty or withdrawal in another. These 

differences arise not only from external conditions but from how nurses interpret and 

respond to everyday interactions and social encounters. This interpretive perspective 

complements the Job Demands–Resources model, which the next section applies to 

examine how meaning interacts with workload, support, and well-being within the remote 

workplace. 

7.2. THE JOB DEMANDS AND RESOURCES MODEL 

The JD-R model helps explain how the pressures nurses described combine with the 

supports available to them, and why this balance determines whether the role feels 

sustainable or overwhelming. While the previous section focused on how nurses interpret 

and negotiate meaning in daily interactions, the JD-R framework highlights the practical 

relationship between demands and resources. This perspective is particularly relevant in 

remote healthcare, where nurses carry high levels of responsibility, unpredictable 

workloads, and often limited structural support, while drawing on strong personal 

motivations that help them persist. Although the JD-R model frequently emphasises 

organisational resources, the findings here indicate a different pattern, with internally 

generated resources acting as the primary sustaining forces when formal supports are 

inconsistent or absent. 

The findings show that job demands in remote nursing are numerous and cumulative. 

Isolation, cultural dislocation, intercultural tension, organisational distance, staffing 

instability, and social strain within small teams each contribute distinct pressures, a 

dynamic already recognised in previous research (Hegney et al., 2002a; Whiteing et al., 

2021). These conditions rarely operate independently. Instead, they accumulate, steadily 
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increasing the emotional and cognitive load nurses must manage. The JD-R model helps 

explain why even experienced clinicians may experience compassion fatigue or burnout 

when demands become prolonged or intense (O'Callaghan et al., 2020; Oktay & Ozturk, 

2022). Participants consistently described strain as emerging not from a single event but 

from the gradual layering of responsibility, uncertainty, and limited support.  

A key observation from the findings is the limited availability of organisational resources 

that are often emphasised in existing literature, such as consistent management presence, 

structured orientation, or stable staffing systems (Lenthall et al., 2011; Weymouth et al., 

2007). Many participants noted that these supports were inconsistent or absent in everyday 

practice. As a result, nurses relied heavily on internal resources such as autonomy, 

altruism, role mastery, and cultural engagement. While the JD-R model recognises both 

internal and external resources (Bakker & Demerouti, 2007), this thesis suggests that 

internal resources frequently become the primary buffer against high demands in remote 

settings, diverging from how the model is commonly operationalised in healthcare 

research.  

Autonomy emerges as one internal resource. Consistent with existing research (McElroy et 

al., 2022; Muirhead & Birks, 2019), autonomy allows nurses to work to the full extent of 

their skills, act decisively in emergencies, and feel trusted in their practice. Many of the 

nurse narratives reveal that it also helps nurses reframe challenges as opportunities to 

demonstrate competence rather than see them as threats. That said, the JD-R model also 

suggests that autonomy, as with any resource, is beneficial only when demands are 

manageable, and individuals feel confident in their capacity to meet them. For nurses new 

to remote practice or who lack adequate orientation, autonomy can shift from a resource to 

an additional pressure, an outcome already highlighted in research by Hegney et al. 

(2002b). 

Altruism also appears as a powerful resource. It provides emotional grounding and a sense 

of purpose in the face of adversity. Many interviewed nurses describe remote work as 

inherently meaningful, particularly when they see the direct impact of their care on 

individuals and families, a trait recognised across nursing in general (Eley et al., 2010; 

McLaughlin et al., 2010). For many RANs, this sense of purpose helped counterbalance 

frustration, fatigue, and moments of doubt. Previous research has similarly identified 
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altruism as enhancing engagement and protecting against burnout by reinforcing moral 

alignment with the work (Tyrrell et al., 2018).  

The diversity of tasks and the role's challenge operate similarly. Many interviewed nurses 

view unpredictability as stimulating rather than destabilising, particularly once they have 

developed confidence in the scope of the role. Managing emergencies, responding to rare 

clinical presentations, and taking responsibility for complex decisions allows participants 

to experience a sense of mastery and professional growth. According to several 

interviewees, these experiences acted as energising forces that contrasted with aspects of 

metropolitan practice many described as routine or professionally limiting. 

Cultural experience emerged as another important resource, particularly for nurses drawn 

to opportunities for learning and building meaningful connections through the work. 

Engagement with community life and local traditions provides personal enrichment and 

offers a positive counterbalance to the role's demanding aspects, as already highlighted in 

research by others (Argent et al., 2022; Brayley, 2013, 2015). According to many 

participants in this research, these cultural encounters appear to restore emotional energy, 

deepen commitment, and reinforce their sense of belonging, even within the constraints of 

their outsider identity. 

The findings show that the sustainability of remote nursing depends heavily on the 

interplay between high job demands and the availability of meaningful job resources. 

Where job demands become overwhelming, and job resources remain scarce, nurses report 

heightened stress, erosion of confidence, and, in some cases, early departure from the role. 

Where strong internal resources balance demands, nurses report greater engagement, a 

stronger sense of purpose, and a willingness to persist despite challenges. 

The JD-R model, therefore, offers a clear explanation for why the same remote 

environment feels invigorating to one nurse and unbearable to another. The critical factor 

is not simply the presence of demands, but whether nurses have sufficient resources, 

structural or personal, to meet them (Bakker & Demerouti, 2007). In this thesis, the most 

influential resources are those nurses cultivate internally rather than those provided 

structurally, suggesting a shift in emphasis within JD-R applications toward symbolic and 

identity-based resources in contexts where organisational support is limited.  



 
107 

7.3. INTEGRATING SYMBOLIC INTERACTIONISM AND THE JOB 

DEMANDS AND RESOURCES MODEL 

Looking at the findings through both SI and the JD-R model reveals something neither 

framework shows fully on its own. Each theory highlights different but complementary 

aspects of the work. SI focuses on how nurses interpret their experiences and construct 

meaning within their social environments, while the JD-R model explains how structural 

conditions shape wellbeing and engagement. When combined, these perspectives show 

that remote nursing is shaped by both the conditions nurses face and how they interpret 

and live with them in everyday practice. 

This thesis suggests that in remote nursing, internally constructed symbolic resources 

frequently function as primary job resources when organisational supports are inconsistent 

or absent. While these internal resources allow many nurses to sustain engagement, their 

necessity also reflects structural gaps, as the responsibility for managing strain often shifts 

onto individuals rather than being shared through reliable organisational support. 

This integration shifts attention away from simply identifying demands and resources 

toward understanding how meaning-making mediates their effects. What emerges from 

this thesis is that demands and resources are not experienced as fixed categories, but are 

shaped through how nurses interpret their work, their identity, and the meaning they attach 

to everyday practice and relationships. This helps explain how sustainability is actually 

lived in remote nursing. 

Throughout the findings, it becomes clear that the impact of job demands is filtered 

through interpretation. Isolation, cultural uncertainty, team hostility, or organisational 

distance are not experienced in the same way by every nurse. Instead, individuals interpret 

these conditions through their own histories, expectations, and evolving identities. SI helps 

explain why some nurses feel overwhelmed by early encounters with isolation, while 

others reinterpret those same conditions as manageable or even purposeful once they 

construct a clearer sense of their role. How nurses interpret these experiences shapes how 

they respond emotionally, how they cope, and whether the work feels manageable or 

overwhelming. 

The JD-R model complements this by showing how the accumulation of demands can lead 

to burnout when resources are insufficient, an established pattern in literature (Bakker & 
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Demerouti, 2007). Integrating SI adds depth by illustrating why certain demands feel 

heavier in particular moments, and why nurses sometimes reinterpret the same pressure as 

either a threat or a challenge. The meaning attached to a complex interaction with a 

patient, a lack of managerial support, or a conflict with a colleague can determine whether 

it becomes an exhausting demand or a navigable setback. Thus, while the JD-R model 

emphasises the objective load of demands, SI clarifies the subjective processes that shape 

how those demands are felt. 

The integration of these frameworks is equally valuable for understanding the role of job 

resources. Autonomy, altruism, cultural engagement, and the role's diversity provide 

motivation and emotional replenishment. The JD-R model, by definition, if not explicitly, 

identifies these factors as resources that protect against strain and promote engagement 

(Bakker & Demerouti, 2007; Lenthall et al., 2018). SI explains why they are so powerful. 

These resources carry symbolic meaning: autonomy affirms competence, altruism 

reinforces moral identity, cultural experience fosters personal growth, and the role's 

diversity signifies mastery and adaptability. Long-term RANs draw energy from these 

experiences because they ease the workload and reinforce their sense of who they are. 

While earlier studies have often looked at structural factors or interpersonal dynamics 

separately, this combined approach shows how nurses’ interpretations shape how demands 

and resources are experienced, helping explain why some remain in remote practice while 

others leave. 

This combined view also clarifies why, for remote nurses, internal resources are often 

more effective than formal organisational supports, or the lack thereof. Many systemic 

resources remain inconsistent or absent in daily practice according to all participants to 

some degree, an issue discussed in other literature (Lenthall et al., 2011; Weymouth et al., 

2007). This study’s findings reveal that RANs rely heavily on internal motivators, 

reframing difficult situations through personal values or identity-based meanings. SI 

explains how this reframing process occurs, while the JD-R model accounts for its 

protective impact on engagement and resilience. When nurses interpret their challenges as 

meaningful or morally aligned with their self-concept, these interpretations function as 

genuine job resources. Internal resources therefore operate not as background factors but 

as active mechanisms through which nurses navigate the tension between demands and 

wellbeing. 
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At the same time, the combination of the two models highlights a vulnerability in the 

remote nursing workforce. Internal meaning-making can only compensate for structural 

deficiencies to a point. When demands intensify or persist without adequate external 

support, even nurses with strong inner resources begin to feel strain, as evidenced by many 

of the long-term nurses interviewed. Extended periods without adequate staffing support 

were repeatedly described as pushing even highly experienced nurses toward exhaustion. 

The JD-R model helps identify the threshold at which nurses, including RANs, experience 

compassion fatigue, which may lead to burnout. A process that is outlined by Demerouti et 

al. (2001) and examined in the following section. From a symbolic interactionist 

perspective, this shift can be understood as a moment where previously effective 

interpretations no longer sustain wellbeing.  

When both perspectives are applied, it becomes clear that sustainability is shaped not only 

by working conditions but by how nurses interpret and live those conditions day to day. 

Demands create pressure, resources offer support, and meaning-making determines how 

these two are balanced in each nurse's lived experience. These insights show how nurses 

sustain themselves in remote practice while also revealing the point at which that balance 

begins to falter. 

7.4. COMPASSION FATIGUE AND BURNOUT 

Compassion fatigue and burnout warrant specific attention because they represent the point 

at which the balance between demands, resources, and meaning-making begins to fail. 

While earlier sections outlined the pressures and supports shaping remote nursing, this 

section examines what happens when that balance becomes unsustainable. Rather than 

restating findings, the aim here is to interpret how compassion fatigue develops within 

remote practice and what this reveals about the limits of internal coping strategies and 

identity-based resilience. Across the findings, compassion fatigue appears less as a 

response to isolated events and more as the cumulative effect of sustained emotional 

demands exceeding available resources. 

Viewed through the JD-R model, nurses’ accounts show how sustained emotional 

exposure gradually erodes reserves when recovery and support are limited (Bakker & 

Demerouti, 2007; Demerouti et al., 2001). Repeated exposure to trauma, grief, suicide, and 

sudden death is part of everyday work in many remote settings. When this is combined 
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with chronic understaffing, persistent after-hours on-call expectations, and inconsistent 

access to reliable relief staff, emotional reserves gradually erode. Even nurses who begin 

with strong motivation, confidence, and commitment describe reaching a point where their 

capacity to absorb further strain becomes limited, a pattern consistent with research on 

compassion fatigue in Australian nursing contexts (Drury et al., 2014; O'Callaghan et al., 

2020). 

From a symbolic interactionist perspective, this erosion can be understood as destabilising. 

In remote communities, nurses are highly visible figures and are often expected to be calm, 

capable, and available at all times. When nurses begin to feel depleted, this can create 

tension between how they are seen and how they feel internally. Several accounts suggest 

that this mismatch is intensely unsettling, as nurses struggle to reconcile their emotional 

state with the role they are expected to perform. This symbolic dissonance contributes to 

withdrawal, emotional flattening, and a gradual loss of connection to work that once felt 

meaningful. 

The experiences of Karl and Teri illustrate two pathways into compassion fatigue. Both 

were experienced nurses with strong community ties, yet their vulnerabilities emerged 

differently. Karl’s reliability meant he was repeatedly relied upon during staffing 

shortages, gradually taking on greater responsibility without additional support. What 

unsettled him was not physical exhaustion but emotional numbness, consistent with later-

stage indicators of compassion fatigue (Drury et al., 2014; Oktay & Ozturk, 2022). Teri’s 

experience reflects a related risk inherent in small communities, where professional 

relationships become personal, and loss is rarely distant. Her strain arose more from 

cumulative relational loss than from clinical complexity, a dynamic recognised as a risk 

factor in emotionally embedded care roles (Todaro-Franceschi, 2019). 

Some nurses were able to access support at critical moments, whether through colleagues, 

brief periods away, or informal debriefing. Despite this, these protective factors were 

inconsistent and often dependent on timing rather than system design. Many described a 

slow build-up of everyday stressors that felt manageable in isolation but overwhelming in 

combination. This accumulation led to frustration, withdrawal, and a sense that the work 

was taking more than it was giving back, consistent with JD-R explanations of burnout in 

high-demand, low-resource environments (Demerouti et al., 2001). 
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What is particularly striking, and worthy of greater examination, is how perceptions of 

fairness and recognition shaped these experiences. When nurses felt supported and valued, 

they were more able to tolerate difficult periods. When they felt overlooked, taken for 

granted, or unfairly burdened, their understanding of the role began to shift. Nurses who 

were initially enthusiastic and resilient described becoming guarded, disengaged, or 

emotionally distant. This shift reflects a change in how nurses interpreted their place 

within the clinic's organisational and social structure rather than a loss of commitment. 

While compassion fatigue has been documented extensively in nursing literature (Drury et 

al., 2014), the findings here suggest that symbolic dissonance and identity strain may 

accelerate this process within remote settings. In remote settings, according to this study’s 

findings, compassion fatigue can be intensified by a mismatch between internal exhaustion 

and the expectation that nurses remain strong, reliable figures in the community. 

The accounts of interviewed RANs suggest that compassion fatigue and burnout in remote 

nursing are not signs of individual weakness, but predictable outcomes when emotional 

demands remain high, and support remains limited. Many nurses draw on personal values, 

meaning-making, and professional identity to sustain themselves for long periods. Even so, 

these internal resources have limits. When demands continue without adequate recognition 

or structural support, even the most dedicated nurses begin to feel the strain. 

Understanding compassion fatigue and burnout in this way shifts the focus away from 

individual resilience and toward the conditions in which remote nursing is practised. It 

highlights the need for systems that recognise the emotional and relational weight of the 

role, rather than relying on personal sacrifice to carry the load. Without such support, 

nurses risk burning out, and communities risk losing the clinicians who hold their 

healthcare systems together. This finding extends JD-R discussions by suggesting that 

burnout is shaped not only by workload but by the point at which the meanings nurses 

draw from their work no longer sustain engagement. 

7.5. CONCLUSION OF DISCUSSION 

Sustainability in remote nursing appears less connected to reduced workload or favourable 

conditions and more to how nurses understand and carry their experiences within 

demanding environments. The central research question asked why some Remote Area 

Nurses remain in remote Indigenous communities while others leave early. The discussion 

indicates that sustainability develops through the interaction between structural pressures, 
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workplace relationships, and the meanings nurses attach to their role. Nurses who stay tend 

to find ways to make sense of uncertainty and difficulty so that the work remains 

manageable. 

Previous research has described isolation, cultural complexity, and workforce instability as 

defining features of remote practice. The analysis here supports those observations while 

showing how interpretation and identity negotiation shape how these conditions are lived 

day to day. Autonomy, altruism, and cultural engagement have been identified before as 

motivators; the accounts in this study show how they function as sources of meaning that 

reinforce identity and sustain engagement, thus becoming key job resources. Similar 

working environments can therefore produce different outcomes depending on how nurses 

interpret their role and position within the community. 

Using SI alongside the JD–R model clarifies how demands, resources, and meaning-

making operate together. The JD–R model maps pressures and supports, while SI explains 

how nurses understand and respond to those conditions. Internal resources such as 

autonomy, altruism, and cultural engagement appear closely tied to identity and frequently 

carry more influence than formal organisational supports when those supports are 

inconsistent. This highlights that how resources are experienced may matter more than 

their mere existence. 

Compassion fatigue marks the point where existing coping strategies begin to lose 

effectiveness. Burnout develops gradually as sustained demands outpace recovery and 

earlier sources of meaning lose their ability to sustain engagement. In remote practice, this 

shift is closely linked to tension between internal exhaustion and expectations that nurses 

remain steady figures within their communities over long periods of immersion. 

Understanding burnout in this way shifts attention toward the conditions shaping 

emotional sustainability rather than individual resilience alone. 

Sustainability in remote nursing emerges through how nurses make sense of their work 

while navigating the realities of isolation, cultural difference, workplace relationships, and 

ongoing pressure. Retention reflects how individuals interpret these experiences and find 

ways to continue within them. The following chapter builds on this interpretation by 

turning toward practical recommendations and future directions grounded in how nurses 

described sustainability as lived rather than theorised.  
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8. Recommendations for Sustainable Remote Nursing Practice 

The discussion in Chapter 7 showed that sustainability in remote nursing is shaped less by 

workload alone and more by how nurses are supported to make sense of demanding 

experiences while remaining relationally grounded. Nurses who remained long-term were 

not necessarily those facing fewer challenges, but those who had access to conditions that 

allowed recovery, reflection, and meaningful connection within the role. When those 

conditions were absent, strain accumulated and engagement gradually eroded. 

Seen in this light, the question shifts from how to make remote nursing easier to how to 

make it sustainable. The recommendations that follow emerge directly from this shift. 

They reflect the points where participants described the system either supporting their 

capacity to remain or undermining it, often in small but cumulative ways. 

Remote Area Nurses described working in environments marked by heavy responsibility, 

emotional exposure, cultural complexity, and ongoing organisational instability. Nurses 

were not asking for easier work. What they wanted were conditions that helped them stay 

steady, maintain relationships, and keep a sense of who they were in the role. 

The recommendations below come directly from what participants described when 

reflecting on why they remained in remote practice, why others left, and what made the 

difference between coping and reaching a breaking point. Rather than proposing idealised 

solutions, these suggestions respond to the practical pressures and supports nurses 

identified in their everyday work. 

8.1. FORMALISED CLINICAL SUPERVISION MODELS 

One issue raised repeatedly by participants was the absence of a consistent space to talk 

through experiences that remained emotionally or ethically unresolved after the clinical 

task ended. Many nurses described carrying difficult encounters alone, particularly in 

periods of sustained pressure or following traumatic events. Informal conversations with 

trusted colleagues, their partner, or a friend sometimes provided relief, but access to these 

supports depended largely on chance rather than on structure. 

Clinical supervision could provide regular time for nurses to step back and speak openly 

about situations that stay with them after the clinical task ends. Participants who remained 

in remote practice described having some form of reflective space, most often informal, 
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where they could talk through difficult encounters and make sense of what had happened. 

Participants who left often appeared to carry unresolved tensions without access to a safe 

or consistent space to work them through. This links directly to the central question of why 

some nurses stay while others leave: access to reflection appears to support ongoing 

engagement by helping nurses maintain clarity about their role and experiences. 

This does not need to take the form of structured assessments, mandatory documentation, 

or managerial oversight. What matters is protected time with someone outside direct line 

management, where confidential conversations focus on reflection and support rather than 

performance. Participants already relied on informal conversations with trusted colleagues 

when available, suggesting that reflective dialogue functions as a stabilising support when 

circumstances allow. Formalising access to this space would make that support consistent 

rather than dependent on chance.  

Participants described distress emerging unpredictably, often mid-contract or following 

traumatic events, suggesting that supervision should be accessible when needed rather than 

tied to predetermined roster milestones. 

In remote contexts, where misunderstandings or strained relationships can carry long-term 

consequences, having a dedicated space to talk things through may help nurses recalibrate 

their approach before issues escalate and before withdrawal or disengagement begins. 

Participants described situations where difficult conversations or ethical tensions did not 

fully resolve once the clinical task was finished. Without somewhere safe to talk these 

through, issues could sit in the background and shape how nurses approached later 

interactions. A regular reflective space could give nurses the chance to unpack these 

moments before they build into larger relational problems. 

Many nurses spoke about informal reflective conversations as one of the only supports that 

genuinely helped when they were under pressure. This suggests that regular supervision 

could offer a consistent version of something nurses are already trying to create for 

themselves. 

Distress did not follow predictable patterns tied to roster transitions or contract timelines. 

Participants described strain emerging unpredictably, mid-placement, during staffing 

shortages, or after sudden traumatic events. For this reason, supervision should be 
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accessible when needed rather than tied to fixed milestones. Short, regular opportunities 

for reflection may be more effective than infrequent formal sessions. 

Providing structured access to reflective supervision acknowledges the emotional and 

relational labour embedded in remote nursing. Creating reliable spaces for processing 

difficult experiences may reduce the accumulation of unresolved tension and support 

nurses in sustaining engagement over longer periods. 

8.2. SUSTAINABLE ROSTERING 

Participants often described roster structure as one of the strongest influences on whether 

remote work felt sustainable. The issue was rarely the amount of work alone, but whether 

nurses could rely on predictable periods of recovery. Nurses working extended rotations 

with clearly defined time off described being able to stay fully present during their 

placement because they knew rest was guaranteed. This was particularly evident among 

agency nurses who managed their own rotation cycles and could plan recovery in advance. 

In contrast, nurses working within permanent organisational roles described significant 

uncertainty around relief coverage, leave approvals, and unexpected extensions of 

placement. Within the current workforce structure, where agency nurses now make up a 

large proportion of remote staffing, permanent employees often carry the responsibility for 

continuity when gaps occur. Agency nurses typically retain greater control over contract 

length and departure timing, whereas permanent staff may have leave declined, rosters 

altered, or placements extended when relief cannot be secured. This imbalance affected 

how sustainable the role felt. When recovery periods became uncertain or dependent on 

staffing shortages rather than planned structure, emotional strain accumulated more 

quickly. Even highly experienced nurses described reaching limits sooner when they could 

not rely on genuine time away from the clinic. 

These observations relate directly to the central question of this study. Nurses who 

remained long-term were often those whose roster structures supported recovery as part of 

the role, rather than leaving rest dependent on staffing luck or organisational flexibility. 

Sustainable rostering therefore involves more than filling shifts; it requires designing 

rotations that acknowledge the emotional and relational intensity of remote work and 

protect reliable time away from it. 
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8.3. COMPREHENSIVE ORIENTATION AND CULTURAL PREPARATION 

Many participants described their early weeks in remote practice as the most destabilising 

period of their placement. Nurses often arrived clinically competent but unprepared for the 

relational, cultural, and practical realities of working in small remote communities. Several 

participants reflected that the challenge was not the clinical workload itself, but the 

uncertainty around how to position themselves within the community, how to interpret 

unfamiliar interactions, and how to navigate expectations that were rarely explained during 

standard onboarding. 

Orientation needs to extend beyond organisational policies or basic cultural awareness 

modules. Participants suggested that practical preparation would include clear information 

about local community structures, kinship systems, communication styles, and common 

sources of misunderstanding that previous staff had encountered. Honest discussion about 

the emotional realities of remote work, including isolation, cultural discomfort, and the 

slow process of building trust, was also identified as important. While no orientation can 

fully prepare nurses for remote practice, participants indicated that realistic preparation 

reduces shock and helps nurses settle more quickly. 

Participants linked early experiences directly to decisions about remaining or leaving. 

Nurses who felt supported in understanding the local context described gaining confidence 

more quickly, while those who felt disoriented or unsupported were more likely to 

question their suitability for remote practice. Strengthening orientation processes may 

therefore improve early retention by reducing unnecessary uncertainty during the transition 

period. 

8.4. CULTURAL EXPOSURE, TOURISM, AND INFRASTRUCTURE 

SUPPORT 

Participants repeatedly described the importance of being able to experience life beyond 

the clinic. Nurses who were able to engage with community activities, spend time on 

Country, or explore the surrounding environment spoke about feeling more settled and 

connected to their placement. These experiences helped balance the intensity of clinical 

work and provided a way to mentally reset without fully leaving the community. For some 

nurses, this included opportunities to explore the surrounding region, visit significant local 
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places, and engage in forms of low-impact tourism that allowed them to understand the 

broader cultural and environmental context of their placement. 

In contrast, nurses who felt confined to the clinic or staff housing described becoming 

socially and emotionally restricted. Limited transport, unfamiliarity with local 

opportunities, or organisational barriers often meant that nurses remained isolated despite 

living within vibrant communities. Several participants noted that this confinement 

increased fatigue and made it harder to maintain enthusiasm for the role. 

Access to opportunities for cultural engagement should not be treated as an optional extra 

within organisational planning. Participants described these experiences as helping them 

build understanding, develop relationships, and maintain well-being during demanding 

periods. Organisational supports, such as access to transport, guidance from experienced 

staff, and appropriate pathways for respectful engagement, may help nurses connect more 

meaningfully with their surroundings while recognising that participation in cultural 

activities remains community-led and voluntary. 

These experiences were closely linked to retention. Nurses who felt connected to place and 

community were more likely to describe their work as sustainable and morally defensible, 

whereas those who remained socially isolated were more likely to disengage or leave 

earlier. Supporting safe and respectful cultural engagement may therefore strengthen both 

nurse well-being, continuity of care and community engagement. 

8.5. SUPPORTING RELIEF NURSES THROUGH CONTINUITY TOOLS 

Relief nurses were frequently described as arriving into complex environments with little 

contextual understanding. Participants described how short placements placed relief nurses 

in the difficult position of needing to function immediately within unfamiliar social and 

clinical environments. Some attempted to engage relationally, while others narrowed their 

focus to clinic tasks and maintained distance from community interactions, a pattern that 

appeared linked to the constraints of the role rather than individual attitude. This created 

stress for the relief nurse and added pressure for long-term staff who carried responsibility 

for maintaining continuity of care. 

Several nurses described how poorly supported relief placements could unintentionally 

disrupt established relationships with community members. Without clear orientation to 
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local protocols, kinship dynamics, or clinic processes, relievers sometimes repeated 

mistakes that permanent staff had already worked hard to resolve. This did not reflect 

individual capability but rather a lack of structured preparation. 

Simple continuity tools may reduce this strain. Participants suggested practical resources 

such as clear handover templates, concise community guides, clinic-specific orientation 

manuals, and access to experienced mentors who could answer questions quickly. These 

supports do not require complex systems but rely on consistency and accessibility. 

Improving continuity for relief nurses relates directly to the central question of retention. 

When permanent staff felt they were constantly rebuilding systems after each new arrival, 

fatigue increased and long-term commitment became harder to sustain. Conversely, when 

regular relievers arrived, being inherently better prepared, permanent nurses described 

feeling supported rather than burdened, which helped stabilise team dynamics and reduce 

cumulative strain. 

8.6. COMMUNITY INVESTMENT IN NURSE ORIENTATION AND 

RETENTION 

Participants consistently described arriving in communities with little direct involvement 

or guidance from local stakeholders during the initial period of orientation. Cultural 

knowledge was most often passed informally from outgoing or long-term staff rather than 

through structured community engagement. As a result, incoming nurses carried the 

responsibility of learning local expectations, relationships, and communication norms 

largely on their own. 

Several nurses spoke about needing to “feel their way” through early interactions, 

gathering information gradually and sometimes through trial and error. While many 

eventually developed strong relationships, the early stages were often marked by 

uncertainty and hesitation. Without clear introductions or community-led guidance, new 

staff were required to interpret unfamiliar social dynamics without context, increasing the 

risk of misunderstandings or relational missteps. 

These accounts suggest that orientation has been treated largely as an organisational task 

rather than a shared responsibility. However, as discussed in Chapter 2, community 

engagement cannot be assumed or imposed. Historical experiences of externally driven 
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programs, workforce turnover, and imposed governance structures mean that community 

buy-in develops slowly and through trusted relationships rather than through 

organisational expectation alone. Within this context, there remains a strong argument that 

communities may play a more active role in welcoming and orientating incoming nurses 

where relationships and trust allow. Community involvement could include structured 

introductions to key local figures, guidance on relational expectations, and opportunities 

for early engagement outside clinical encounters. Such participation would shift 

orientation from a one-sided process toward a shared investment in the relationship. This 

approach may also strengthen relationships between communities and the organisations 

responsible for running the clinics. Shared involvement in orientation creates a clearer 

sense of joint purpose, encouraging communication and collaboration rather than 

maintaining the current divide between community expectations and organisational 

decision-making. 

Greater community involvement may support both retention and cultural safety. When 

orientation is co-created, nurses are less likely to feel isolated or unsure of their position 

within the community, and communities may develop stronger ownership of the healthcare 

relationships being established. Rather than placing the full burden of adaptation on 

individual nurses, this approach recognises acclimation as a mutual process that benefits 

both staff and community.  

8.7. RECOGNITION OF SYMBOLIC LABOUR 

Participants repeatedly described aspects of the role that extended far beyond clinical 

tasks. Much of their work involved navigating relationships, interpreting cultural 

expectations, managing misunderstandings, and maintaining emotional stability within 

environments shaped by complex histories and different community dynamics. These 

responsibilities are rarely named formally, yet they form a significant part of everyday 

practice. 

Nurses spoke about needing to read situations carefully, adjust how they presented 

themselves, and manage expectations from both the community and the health system, all 

of which differ greatly from urban nursing situations. This relational work required 

judgment, patience, and emotional effort, particularly in small communities where 

professional and personal boundaries often overlap. Clinical outcomes tend to receive most 
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organisational attention, yet nurses described this less visible relational work as central to 

whether the role felt sustainable. 

Recognising this dimension of practice has practical implications. When relational and 

cultural work remains invisible, nurses may feel that a large part of their effort goes 

unacknowledged, contributing to fatigue and disengagement. Acknowledging these 

responsibilities more explicitly could support better preparation, clearer expectations, and 

more realistic support structures. 

This does not require complex new systems. Simple steps such as including relational 

challenges within orientation discussions, recognising cultural navigation as part of clinical 

competence, and providing space to discuss difficult interpersonal situations may help 

ensure that this aspect of the role is supported rather than assumed. 

Recognising the full scope of the RAN role strengthens retention by aligning 

organisational expectations with the lived reality of remote practice. 

8.8. FURTHER AREAS OF STUDY 

This thesis opens several avenues for continued research into the lived, relational, and 

symbolic dimensions of Remote Area Nursing.  

1. One area that needs closer examination is how symbolic labour is experienced and 

carried by RANs across their careers. Longitudinal studies could trace how nurses’ 

cultural competence, identity negotiation, and emotional labour evolve as they 

become embedded within communities, and how these processes shape resilience, 

role satisfaction, and risk of burnout. Because this study found that nurses who 

remain often reshape meaning and identity across time, longitudinal research could 

clarify how this process develops and when it breaks down. 

2. Given the findings on symbolic labour and emotional strain, future studies could 

examine the implementation of structured clinical supervision, reflective practice 

models, or embedded mental health support for remote clinicians. Evaluating their 

impact on turnover, wellbeing, and patient outcomes would help build an evidence 

base for policy shifts that acknowledge the emotional, cultural, and symbolic 

complexity of remote nursing. 
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3. In addition, comparative research could examine how different rostering 

frameworks influence whether nurses remain or leave remote practice. Participants 

consistently described predictable time away as central to sustaining themselves in 

the role. From my observations and interview accounts, nurses working eight-

weeks-on/four-weeks-off rosters were more able to maintain engagement than 

those on organisational rosters that could extend for many weeks without a reliable 

break. Guaranteed time away enabled recovery, helped nurses return more 

grounded, and reduced the build-up of strain that often preceded withdrawal or 

departure. 

4. Similarly, trials of community-led orientation programs or co-designed models of 

care could address a gap identified in this research, where nurses described arriving 

with little structured involvement from the community itself. It is important to 

recognise that communities already carry significant historical and structural 

burdens, and that additional expectations of participation must be approached 

carefully to avoid shifting responsibility onto those already marginalised. Involving 

local leaders and knowledge holders in orientation may help establish relationships 

earlier, clarify expectations, and reduce the burden on new staff to navigate cultural 

contexts alone. Comparing such models across regions could help identify practical 

approaches that strengthen trust, support retention, and better align services with 

local realities. 

5. Another gap in current knowledge is the experiences of Indigenous community 

members who receive care from RANs. Research that centres community voices 

could illuminate how relational trust is formed (or eroded), how cultural brokerage 

is interpreted from the community perspective, and what continuity of care means 

within Indigenous governance structures, kinship systems, and worldviews. Such 

inquiry would offer an essential counterbalance to practitioner-focused studies and 

provide insight into how RAN roles might be restructured to better align with 

community expectations and cultural priorities. 

6. Another area of exploration is what happens to communities when care remains 

consistent across many years. Nurses spoke repeatedly about what changed when 

the same people stayed long enough to become known and trusted. Most research 

still focuses on short placements, which misses this longer view. From my own 

observations, communities appear healthier when a regular nurse, or a small group 

of nurses, are recognised locally and remains present over time. 
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Future research could follow communities where continuity of care exists and look 

at how this shapes everyday health practices, trust in services, and long-term 

outcomes. Existing health data may already hold part of the answer. Comparing 

measurable outcomes alongside lived experience could help show whether 

sustained staffing stability leads to observable differences in health indicators. 

This kind of work may also help us better understand how stable staffing affects 

local relationships, decision-making around care, and whether people feel safe 

returning to the clinic. Understanding these longer-term effects matters not only for 

workforce sustainability but for the communities themselves. 

7. Finally, distance managers constitute another underexplored stakeholder group 

with whom I have engaged extensively in this research. Studies examining how 

managers interpret their responsibilities, manage workforce instability, and oversee 

clinical operations across vast regions could clarify organisational dynamics that 

either support or hinder the sustainability of remote workforces. Because 

organisational decisions shaped whether nurses felt supported enough to remain, 

these insights may reveal gaps between policy and practice and inform the 

development of more practical management models suited to remote settings. 

These future research directions would not only deepen academic understanding but also 

equip policymakers, health services, and communities with the knowledge needed to 

redesign systems that genuinely support both RANs and the people they serve. 

8.9. CONCLUSION FOR RECOMMENDATIONS 

Remote Area Nurses described work that was demanding, emotionally exposed, and often 

unpredictable, yet very few spoke about wanting the role to become easier. What emerged 

instead was a consistent desire for conditions that allowed them to remain steady within 

the work — to recover, reflect, build relationships, and recognise themselves in the role 

over time. 

The recommendations presented in this chapter grow directly from those experiences. 

Clinical supervision responds to the absence of a safe reflective space. Sustainable 

rostering addresses the need for guaranteed recovery rather than hopeful relief. Orientation 

and continuity tools recognise that early disorientation and repeated disruption erode 

confidence long before clinical capability is questioned. Cultural engagement reflects the 
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importance of feeling connected to place rather than confined to the clinic. Community 

involvement reframes orientation as a shared responsibility rather than a burden carried 

solely by incoming staff. Recognition of symbolic labour acknowledges the relational 

work nurses described as central to sustaining themselves, even though it remains largely 

invisible within organisational structures. 

Viewed collectively, these recommendations suggest that retention is less about reducing 

workload and more about shaping conditions that allow nurses to stay engaged without 

losing clarity about who they are or why they are there. When recovery is unreliable, 

relationships unsupported, or emotional strain left unprocessed, even highly committed 

nurses begin to withdraw. When reflective space, predictable recovery, relational 

grounding, and shared responsibility are present, the same work becomes sustainable. 

Future research directions extend from these same observations. Understanding how 

symbolic labour develops across careers, how community voices shape healthcare 

relationships, how rostering structures influence sustainability, and how organisational 

decision-making affects everyday experience will help move remote workforce discussions 

beyond staffing numbers toward lived reality. 

Sustaining remote nursing, therefore, requires more than filling positions or improving 

recruitment pipelines. It requires recognising the relational and emotional conditions that 

allow nurses to remain present in the work and within themselves. The findings suggest 

that when those conditions are supported, retention shifts from endurance toward 

belonging.  
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9. Thesis Conclusion 

Remote Area Nursing sits at the intersection of geography, culture, structural inequity, and 

profound human encounter. This thesis has explored not only what Remote Area Nurses 

do, but how they experience and interpret their work within environments shaped by 

relationships, meaning, and organisational pressures. Through diaries, interviews, and 

observation, it offers an account grounded in the voices of those working at the frontline of 

remote health care. 

Across the findings, one message remains clear: remote nursing is defined as much by its 

emotional and symbolic dimensions as by its clinical scope. Isolation, cultural negotiation, 

distance management, staffing instability, and relational strain create ongoing pressure, yet 

nurses continue to sustain themselves through autonomy, altruism, cultural connection, and 

personal meaning-making. Sustainability emerges not simply from technical competence, 

but from how nurses interpret their role, maintain identity, and find grounding within 

complex environments. 

Bringing Symbolic Interactionism together with the Job Demands–Resources model 

allowed this research to move beyond purely structural explanations. This thesis argues 

that sustainability in remote nursing emerges when nurses construct meaning from 

demanding conditions, particularly where organisational supports remain inconsistent or 

absent. Rather than viewing retention solely as a matter of workload or organisational 

design, the findings show how sustainability develops through an ongoing interaction 

between external demands and the meanings nurses construct around their work. 

From this perspective, the recommendations presented in Chapter 8 reflect a progression of 

supports grounded in participant experience: spaces for reflection and clinical supervision; 

roster structures that protect recovery; realistic orientation and cultural preparation; 

continuity tools that stabilise teams; and stronger partnerships with communities in 

onboarding and relationship-building. At the centre of these recommendations lies 

recognition of symbolic labour — the relational and interpretive work that remains largely 

invisible yet profoundly shapes whether nurses stay or leave. 

Future research directions arise directly from these findings. Further study is needed to 

understand how symbolic labour evolves across careers, how Indigenous community 

members experience and interpret remote nursing relationships, how distance managers 
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navigate workforce instability, and how community-led or co-designed approaches might 

reshape preparation and care models. These questions point toward a more relational 

understanding of workforce sustainability that includes both nurses and communities. 

Ultimately, this thesis argues that sustaining remote health care requires more than clinical 

skill or individual resilience. It requires systems that recognise the emotional and relational 

depth of the work, support nurses in maintaining identity and connection, and treat 

sustainability as a shared responsibility rather than an individual burden. 

Remote nursing remains one of the most demanding and meaningful forms of health care 

in Australia. The stories shared here reveal a workforce marked by courage, adaptability, 

and deep commitment, but also shaped by structural constraints that too often leave nurses 

carrying the weight alone. Supporting this workforce is therefore not only a matter of 

retention, but of fairness and respect for the complexity of the role. 

Undertaking this research has challenged me intellectually, ethically, and emotionally. 

Witnessing the quiet resilience of Remote Area Nurses reinforced my responsibility to 

represent their experiences with care and honesty. This thesis became not just an academic 

exercise but an attempt to honour work that is frequently unseen or misunderstood. 

The stories shared throughout belong first to the nurses and communities who entrusted 

them. Their insights have shaped both the analysis and my understanding of remote life. I 

hope this work contributes, even modestly, to more honest conversations about remote 

health care and encourages future efforts that recognise, support, and protect the people at 

its centre. 
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