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Rural Nursing at a Glance

2009 527 12.5% 1.6%

2029 794 -0.4% 1.1%

District Health Boards New Zealand has prepared these estimates of the

size of the New Zealand rural nursing workforce for Health Workforce New
Zealand, Investment and Purchasing Group (formerly the Clinical Training
Agency) in the Ministry of Health and the national Nursing and Midwifery
Workforce Strategy Group

Projections from the forecasting model of the future balance of the rural
nursing workforce supply compared to demand are made 20 years info the
future using a forecast model founded on the Health Workforce Information

Programme forecasting framework.

The Nursing Council of New Zealand's, Annual Practising Certificate

database provided the main source of data for the forecast.
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EXECUTIVE SUMMARY

The forecasting in this report includes forecasts for both rural area and rural-outreach nurses, who
deliver nursing services from an independent urban community/area and rural-area nurses, including

rural hospital nurses, who deliver nursing services from within a rural community/area.
Rural-Area nurses

While the population in rural areas will only grow by 8.6% by 2026, the demand for rural nurses will

grow by 37.1% in the same period.

The rural-area nurse workforce has been increasing rapidly in size in the last several years. The
current net growth rate is 12.5% per-annum. However, if the inflow of rural nurses continues at the
current rate the net growth will decline as the size and age of the rural workforce increases, and exits

increase.

Growth in demand for rural-area nurses will begin to outpace growth in the rural-area workforce by

2020, and the size of the rural-area workforce will begin to decline by 2022.

Rural-Outreach nurses

Due to lack of supply data the rural-outreach nursing forecast provides limited information. As nurses
in independent urban communities are the source of rural-outreach nurse estimates, supply and
demand are estimated from the overall independent urban numbers. Growth in the supply of nurses in
independent urban areas is greater than the growth in demand. Demand will grow 6.2% by 2026,

compared to a 21.7% increase in supply.
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BACKGROUND

Definition of rural nursing

Rural nursing Is the delivery of nursing services by the

regulated nursing workforce fo rural communities and areas.

Historically rural nursing has been viewed as a sub-specialty of nursing where nurses work in low
population areas/communities with populations less than 1000 in a defined area and long distances to

neighbouring towns.

Nurses who work in independent urban areas but deliver nursing services to rural areas are also

included in this definition.
What are rural areas and communities?

The vast majority of the New Zealand population lives and works in urban areas, which occupy less

than 3% of the land area'. Rural areas account for 97% of land and about 15% of population.!

Statistics New Zealand produces an urban/rural profile that uses workplace addresses compared to
usual resident addresses as a means of measuring ‘rurality’. An update of the profile was provided in

2004.
Figure 1: Urban Rural Profile (Statistics New Zealand)

Urban communities are

classified as: Urhan areas

e main urban

areas

e satellite urban

areas Main urban area l.l'b!l]‘
communities

e independent

urban communities

Categorisation as an urban independent community is unrelated to population size2.

"Jones D., (2007). The role of agriculture and farm households in the rural economy: Main findings of a report prepared for
the OECD Trade and Agriculture Directorate. Retrieved 20 September, 2009. Available at:
http://www.edsconference.com/content/docs/papers/Jones,%20D.pdf
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Rural categories are defined as:

e rural areas with high urban influence,
e rural areas with moderate urban influence
e rural areas with low urban influence

e highly rural/remote areas

Rural areas are allocated to one of four categories depending upon how much influence comes from

main or satellite urban areass.
Defining rural-outreach and rural-area nursing

In order to understand the impact of this classification on measuring nurses who deliver nursing
services in rural area, it is important to appreciate that independent urban areas often have a rural
focus. Independent urban areas are remote from main urban areas and have their own distinctive

characteristics.

Nurses often live and work in independent urban communities providing outreach services to the rural
areas. These communities are where people travel to for supplies and health care services. Likewise

some nurses live in rural areas and travel to work in neighbouring independent urban communities.

This affects the way rural nursing workforce numbers are calculated. Previously, rural nurses were
often enumerated using the rural ranking scale (RRS)*. However, this measure was only concerned
with nurses who work for a general practitioner. This excludes rural nurses who deliver nursing
practice in rural areas who do not work for a GP, including hospital nurses®, independent nurses, and

nurse providers who are directly funded from PHOs.

Rural nurses are determined by where they live and work as autonomous clinicians. Rural nurses,

who deliver nursing care in rural areas, are categorised as:

e rural-outreach nurses who travel to deliver nursing services in rural communities ¢

e rural-area nurses who work (and often live) in rural communities 7

Although each of these rural nursing categories is part of the rural nurses forecasting model
presented in this document, there is significant overlap between rural nurses (including rural hospital
nurses) and rural outreach nurses. References to rural hospital nurses are where the employer

agency is within a rural community, not a nearby urban community.
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Figure 2: Types of rural nurses and employment agencies
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FORECASTS

Demand for Rural Nurses

The Rural Population
With small numbers of nurses (sometimes less than half a

dozen) in specific rural nursing occupations it is not desirable
to make separate demand forecasts for each specialty.
Instead demand for rural nurses is estimated as a single

service, based on weighted population projections.

Rural populations are projected to grow at a much slower rate
than the total New Zealand population. For instance the rural
population used in these forecasts will grow only 8.8% by
2029, compared to 18.8% for the general population.
Paradoxically, one of the causes of a lower population growth
— the movement of younger people away from rural areas —
leads to a disproportionate increase in the health needs of the
remaining, older, population. As well as being relatively older,
the rural population has higher proportions of other groups

with high health needs: groups with high deprivation.

Rural Health Status
There appears to be a dearth of descriptions of health status

specifically for the rural sector defined according to the urban

e although Maori are highly represented in the three
rural categories with least urban influence than
the national average, the highest proportion of
Maori (20.5%); live in independent urban
communities.

e mortality rates in rural areas are lower than the
national mortality, but the rate for people living in
independent urban communities is the highest in
New Zealand, significantly higher that the national

average

Northland is considered to be the most

rural region in the country (Jones, 2007).

It has one of the most deprived
populations, with 49% living in the lowest
three deciles (30% is the national
average). There is one totally rural
district in the area, the Hokianga, where
all the population lives rurally and is

within the lowest thee deciles.

Access to services is limited by long
distances, poor roads, minimal public

transport and often poor vehicle quality.

Seventy percent of Northlanders die from
either cardio-vascular disease or cancer.
Diabetes morbidity is well above the
national average with an estimated one
third of those having sub-optimal blood
glucose control.  Oral health status in
Northland is one of the poorest in the

country.

Maori comprise about 30% of the
population in the region and fare less
well in all measures of health than other
ethnicities, including diabetes, ischemic
heart disease, cerebral vascular
accident, and cancer. Oral health is at

rates well below national averages.

i Fraser, J., (2006) Rural health: A literature review for the National Health Committee. Retrieved 20 October, 2009.
Available at: http://www.nhc.health.govt.nz/moh.nsf/pagescm/740/SFile/rural-health-literature-review.pdf

New Zealand Institute of Rural Health, (2008). Discussion paper: moving forward in rural health. Retrieved September,

2009. Available at: http://www.nzirh.org.nz/content/eaded6a9-a9ff-4b66-9b7c-f238788bbc72.cmr

9
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e the highly-rural population has the second highest medium income

e rural Maori earn below the medium income;

e rural populations are less likely to access secondary services;

e the rural population is aging, with under representation in the under 15 year age group

¢ higher than the national average percentage (14%) of Maori live in rural New Zealand,

particularly in the North Island.

Several socio-economic and health measurement factors for rural areas indicate lower ratings than
national averages, with independent urban areas having significantly higher ratings than rural

communities. These included teenage births and unemployment rates.

National healthcare identifiers point to an aging population, rising chronic disease morbidity and an
increasing population lifespan, which add up to a greater future need for out-of-hospital nursing
services. Specifically for the rural sector, DHB based health needs analyses provide a better source

of health status indicators for geographical areas that are predominantly rural than national analyses.

Demand for rural nursing care is forecasted to grow as a result of a growing population with higher
health needs; an aging population, increasing chronic disease prevalence in rural areas, and rising
acuity rates for hospitals. Early discharge to home will result in increasing demand for home visits and

an increasing need to manage higher-acuity patients in the community.

When taking info account high deprivation, ethnicity, and the proportion of
the population classed as ‘high-users’ of health services, the demand for
rural services grows 41% by 2029. This growth in health needs is much

higher than the population growth of less than 9% would indicate.

Demand indicators for the nursing sub-specialties (such as mental-health or surgical) used for urban nurses, are
not applicable within a rural setting. Rural nursing tends to be more generalist than specialist in specific areas',".
Triaging and filtering patients in isolation of other health professionals, prevention/promotion and education

activities, reducing GP workload, and supporting outreach services are all activities performed by rural nurses.

Demand for rural-outreach nurses is assumed to be dependent on the rural population and not on the

population of the independent urban areas, in which the nurse’s workplace is located. It is relevant to

O’Malley, J. Lawry, D., Barber, M., & Fearnley, J.,(2009). Rural Nursing Workforce Strategy: Final Report: A project
sponsored with Ministry of Health Rural innovation Funds.

¥ Litchfield, M., & Ross, J. (2000). The role of rural nurses: National survey. Christchurch: National Centre for Rural Health.
Christchurch School of Medicine and Health Sciences. University of Otago.

10
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compare the supply and demand of nurses in independent urban areas. As the nurses work for the

same organisations, demand in these areas could impact the available number of outreach nurses.

However, demand indicators are lacking for these specific activities. Instead, for most of rural nursing demand
estimates are used based primarily on population projections with weights derived from the primary health
organisation capitation funding formula (Table 1).

Table 1: Rural demand indices

2006 2007 2008 2009 2010 2011 2012 2013 2017 2021 2025 2029

Independent
Urban 987 992 1000 1007 1013 1015 1019 1023 1035 1048 1060 1063
Rural 965 981 1000 1016 1031 1054 1075 1096 1181 1266 1349 1416

Note: For further descriptions of demand indices please refer to the methodology section of this document.

Improvements in patient well-being
Improvement in patient wellbeing is a factor that can affect the starting point for forecasts. Although

New Zealand has not measured positive changes in national health status factors, measurements
have been done at regional levels and reported as part of District Service Plans. While certain
assumptions can be made with regard to quantifying positive health changes these are generally
diagnostically related and reported per DHB region. Relating positive changes to the delivery of
nursing services specifically in rural areas is not able to be estimated yet, from within the general

data.

Supply of Rural Nurses

Current Numbers of Nurses

The current number of nurses by rurality shows the supply of nurses in New Zealand. There are 527
nurses working as rural-area nurses and 3977 nurses work in independent urban areas a proportion

of which will have rural-outreach component to their work.

Table 2: Supply of nurses per urban/rural categories

Main Rural Rural Rural Highly
Urban Satellite | Independent | High Moderate | Low Rural/ Total Rural
Area Urban Urban Urban Urban Urban Remote Unknown | nurses Nurses
34423.76 | 457.62 3977.4 98.32 64.35 248.48 116.19 1229.87 40616

527.34

The rural-area nursing workforce, including rural hospital nurses and ‘other’ rural nurses is estimated
at 527 in 2008, which is 1.3% of the national regulated nursing workforce, according to the Nursing
Council of New Zealand data collection. The total rural area population is 14.2% of the total New

Zealand population.

11
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Both urban and rural nurses have similar average ages, and are forecast to continue to do so for the
next two decades. However there are differences in the age distribution of nurses in urban and rural

areas.

Graph 1: Urban Nurses by Age, 2008 and 2029
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The most significant difference between the two work groups is that rural
areas have a much smaller proportion of nurses under 35, and a greafer
proportion in their early 40's. Urban nurses have a higher proportion of
under 35's since a large number of new nurses start work in urban public
hospitals. The lack of young nurses in rural settings probably confributes to

the perception that rural nurses are older.

Both nurse workforces are forecast to age over the next 20 years, with much higher proportions of
nurses in the 55+ age group. This will affect attrition in both workforces. The rural workforce will
continue to have few nurses under 35, with most of the workforce growth coming from migration from
urban areas. Both workforces will have to start to increase their intake of nurses in the next twenty
years, to keep pace with increasing exit rates. For rural areas this will either mean increasing the rate

at which nurses migrate from urban areas, or starting to recruit new, younger, nurses.
The most significant occupational areas that nurses work in are:

e primary care (including practice nursing), with 27% of the rural nursing workforce

e aged care with 17% of the rural nursing workforce.

Figure 3: Rural Nurses' Occupations

EPrimary health care (including practize nursing)
miContinuing care Celderly)
ledical (including educsating pstients)
mDistrict nursing
mhdental Health (including substance abuse)
mEurgical
m Azzessment and rehabiltation
mursing administration and management
= OhstetricsMaternity
moccupational heath
mEmergency and Trauma
mChild health including neonatalogy
= Pallistive care
mPerioperative care [(Theatre)
=Intelectually dizabled
mintensive carefCoronary care
= Mursing education
Family planningizexual healtth
Murzing professional advicefpolicy developmernt
Public health
Mursing research

Cther - pleaze specify

The remaining nurses report occupations that cover the full spectrum of nursing occupations as
categorised by the NCNZ (Figure 3). There is a body of literature that suggests that the role of the

13



Rural Nursing Modelling 2009

rural health nurse is more generalist than specialist, and differences in roles and responsibilities

between rural nurses in different occupational roles are less

than the same nurses in urban areas.

Changing Models of Care
The purpose of models of care is to identify the ‘purpose and

shape of care, care pathways for groups of patients within
particular clinical contexts, fo foster agreements about best
practice/care management; and to increase transparency within
health-care” (p.1)V

Changes in the model of care, especially in primary health care
have had a significant impact on rural nursing numbers in the
last ten years, and are also reflected in the two part model used

for forecasting rural numbers.

The release of the Primary Health Care Strategy'i heralded the
beginning of change to the delivery of rural health servicess.
The strategy recognised that rural New Zealand faces extra
challenges in the provision of primary health care and that
special consideration needed to be given to the rural

problemsvii,

Several funding initiatives have been introduced to help sustain

and improve rural health services.

These changes to strategy helped enable a shift from the
traditional sickness perspective where nurses were supervised
by doctors in dealing with individuals, to a wellness model of
care where nurses are part of the funding equation and part of
the population based health approach'®. As a result the
‘practice nurse’ term to describe the role is changing to ‘primary

health care nurse’''. Along with this is an identified need for

The primary health care strategy
brought about a change in
philosophical direction which has had

an impact upon rural nursing supply.

Whereas in the past primary care was
seen as the first point of contact for
individuals, the emergence of Primary
Health Organisations, with a
responsibility toward the health of the
enrolled population became the
catalyst for the shift from primary care
delivery to a Primary Health Care

approach.

This approach, for nursing, includes
health prevention and promotion, risk
management and specialist nursing
services, according to need based on
population health assessment.
Examples include diabetes, asthma

and cardiac nurses.

The impact of the Primary Health
Care Strategy resulted in increased
nursing autonomy and responsibility
and greater use of Practice Nurses in
the community as the model for care
delivery. In particular, these nurses
now delivery care in rural
communities as rural-outreach nurses,
and have more involvement by nurses
from the primary sector in the health

of communities.

v Walsh, K. & Moss, C. (2007). Blending practice development methods with social science research: An example of pushing

new practice research boundaries. Journal of Research in Nursing.

vi Ministry of Health, (2001). The Primary Health Care Strategy. Retrieved 15 August, 2009. Available at:
http://www.moh.govt.nz/moh.nsf/0/7bafad2531e04d92cc2569e600013d04?0penDocument

vil Ministry of Health, (2009). Nursing Developments in Primary Health Care 2001- 2007. Retrieved 20 October, 2009.
Available at: http://www.moh.govt.nz/moh.nsf/indexmh/primary-health-care-nursing-developments-2001-2007-

feb09
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associated education to enable the PHC nurses to adopt necessary changes to their care delivery.
This shift has seen development of the rural-outreach nurse?2.

The new rural nursing model of care cuts across and combines the occupational specialties and

employer-types that are used (and more useful in) defining forecasts of other nursing specialties.

Specifically services provided by rural health nurses include the following?3:

o triage and filtering, providing access to other health services: this role has expanded further
with rural nurses having greater autonomy, and working in isolation where they may perform
in medical and trauma emergencies as the first point of care, in isolation of support

e reducing the workload of medical consultants and general practitioners: this role has
increased over time, however anecdotal evidence suggests that some general practitioners
are reluctant to change

e supporting outreach: implementation of the primary health care strategy has enabled both
nurse led and general practitioner collaborative outreach services

e health promotion activities: practice nurses have adapted to the primary health care role and

are being funded for these activities, although accurate measurement remains an issue

Another predominant model of care is assessment driven care, which is the notion of the central place
for assessment in each and every nursing encounter. Assessment driven nursing as a model of care
for rural nursing reinforces calls for generalist clinical assessment skills as an imperative for

educationx.

Although there is no single formal model of care for rural nursing, several domain experts indicated
that the shape of nursing care delivery in the rural sector has evolved beyond the traditional model of

times past’4.

Changes in technology
There is every reason to believe that the primary health care strategy will continue to expand, giving

rural nurses greater and more direct access to funding for the delivery of nurse led clinics and
targeted promotion activities. As the population based model of care gains traction, rural nurses are

more than likely to perform increasing amounts of home visits, mobile clinics and high technology

i Litchfield, M., & Ross, J. (2000). The role of rural nurses: National survey. Christchurch: National Centre for Rural Health.

Christchurch School of Medicine and Health Sciences. University of Otago.

¥ Litchfield, M., & Ross, J. (2000). The role of rural nurses: National survey. Christchurch: National Centre for Rural Health.
Christchurch School of Medicine and Health Sciences. University of Otago.

O’Malley, J. Lawry, D., Barber, M., & Fearnley, J.,(2009). Rural Nursing Workforce Strategy: Final Report: A project
sponsored with Ministry of Health Rural innovation Funds.
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nurse led clinics, which enable transmission of clinical
measurements and findings to progressively centralised

medical speciality areas.

There are a number of changes in technology that may
impact on the supply and effectiveness of rural nurses.
Some instances that are in early stages of implementation

include:

e point-of-care (POC) patient records using mobile
technology's

o digital photography'e

e video-conferencing'?

e cardiac's, diabetes'® and asthma2® monitoring

o defibrillator availability2!

e Healthline and the Well-Child Telephone Advice

Services?2

Effects of recruitment and retention
Historically, rural recruitment and retention initiatives were

directed primarily at GPs23. Anecdotal evidence suggests
recruitment of nurses to rural areas relies on existing nurses
who come into the rural areas for family or lifestyle reasons
(e.g. spouses of the employed), or have lived all or part of
their younger lives in a rural area and return after graduating
from nursing education. The tension in this is that rural
communities have fewer employment opportunities to attract

nurses.

The retention of nurses in the rural areas likewise is
dependent upon how long nurses choose to remain living in
a rural area. Although literature espouses a rising rural nurse
age, analysis shows the average age of rural nurses

compares with nurses generally.

Tele-health and other technologies
are tools for rural nurses to
overcome the practise issues that
distance and isolation provide.
Realising the potential for such
technology requires careful service
planning and allocation of
resources accordingly. To date
information and communication
technologies that could offer
solutions for rural nurses have
been applied erratically, often
funded only for a pilot as a seeding
innovative grant by a major
commercial systems or software
developer/vendor. Funding
following such successful pilots for
sustainable development has not
been forthcoming from heath

service providers in the past.

At the moment broadband
capability in the rural areas is well
below the standard required to
enable adequate ICT
implementation. However the
government has approved
implementation of fibre networks
that will supply high speed
broadband access. The rural areas
have been prioritised in the plans
and work is to begin soon. This will
enable  capability for these

technologies.

Recruitment and retention initiatives may have a significant impact for rural nursing. In particular, rural
outreach nurse are likely to increase the role into the rural areas of the PHO responsibilities and the
more remote/rural nurse. Access to education and peer support for the more remote/rural nurse
remains an issue, especially to do with backfill for expertise in the area while education is being

completed.

16
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Nurse-led clinics are likely to increase in number and as electronic records expand the analysis of

nursing data sets and rural nursing workforce

details will become more measurable.

Rural-Area Nursing Supply
The rural-area nurse workforce has been

increasing rapidly in size in the last several years.
Most of the increase is due to inflows from nurses
leaving urban areas. The number of new nurses
starting work in rural areas is relatively low, and
the exit rates are higher than in urban areas.
Growth is expected to continue, with the rural-
area workforce increasing 51.6% by 2026, but the
rate of growth will decline as the age of the
workforce increases and the retirement rate

follows suite.

Measuring the change in nurses

The estimates of changes in the nursing
workforce in the graphs and tables below are

broken down into the following components:

New Nurses are either new graduate nurses or
immigrants who have never worked in New
Zealand before. With only 8 years data, and the
year in which a nurse graduated used to calculate
this information this number is only an estimate,

even for past data.

Returns are nurses returning to nursing in New
Zealand, including nurses returning from
overseas. The work area to which a nurse returns
is not always the area they left. Nurses who are
returning will have been out of the workforce for at
least a year. Shorter-term changes in

employment can’t be measured.

Inflows are movements of nurses between one
work area and another. This includes movement

between work specialties (e.g. from a medical

The rural sector hoped that the nurse
practitioner role would meet some of the
health needs in rural areas by supplying a
rural nurse who is able to function
autonomously, especially in the area of
prescribing. In 2003 Rural Primary Health
Care scholarships to enable this transition
became a reality. The intent of this was to
supply rural communities with a highly skilled
expert practitioner. However the uptake to
Nurse Practitioner status has been somewhat
slower than anticipated (Rural Health Institute,
2005).

Anecdotally some nurses who completed
post-graduate study with a view to Nurse
Practitioner status have become disillusioned
by the lack of available pathways to further a
generic Nurse Practitioner role for rural
nursing. Much of the discontent surrounded
the perception amongst rural nurses that they
were already doing the role with the exception
of prescribing rights, preferring to work with
‘standing orders’ from General Practitioners

when ordering medications.

This specialised role has much to offer rural
communities. The first step of endorsement
for the specialised role by the NCNZ demands
meeting specific criteria including a completed
clinical Master’s qualification that has had a
pharmacology = component to  enable

prescribing rights.

The number of Nurse Practitioners is
increasing quickly; by early 2008 there were
53; by October, 2009 60, with more being
supported by the Nurse Practitioner

Facilitation programme.
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ward to an ED department), as well as movements between employer type. Only net movements are
reported here — some work areas (such as medical and surgical) have net outflows of nurses. In the

rural workforce forecasts inflows represent nurses moving from urban to rural areas.

Exits of nurses include permanent and temporary exits from the nursing workforce. Separate
estimates are available, but even for past data precise determination of whether an exit is permanent

or not is not possible.

Total change in any work area (the difference between the headcount from one year to the next) is
equal to new Nurses, plus returns plus inflows /ess exits. ‘Net-entries’ is the difference between
entries (new nur