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“What is it we are questing for?
1t is the fulfilment of that which is potential in each of us.

uesting for it is not an ego trip; it is an adventure to bring into
g 8o rip g
fulfilment your gift to the world, which is yourself.”

(Joseph Campbell, 2003, p. 126)



ABSTRACT

The health workforce is stretched to its limits in Aotearoa' and abroad. Rural and remote
communities, which are often the first to be impacted by workforce shortages, are struggling to
recruit and retain staff. Targeted investment in academic, political, and financial strategies have
aimed to increase the numbers of doctors and nurses entering the workforce, and to support
them to stay. Comparatively little has been done for the professions that make up the umbrella
group, Allied Health Scientific and Technical. This doctoral research explored ways to support
recruitment and retention in rural communities in these workforces by answering the following
questions: What do Allied Health Professionals (AHPs) identify as the attractive aspects of
living and working rurally? How could this inform how we recruit and retain AHPs in rural and

remote settings?

Reviews of the literature explored what was known about these workforce groups and how they
chose rural practice. The reviews also sought to understand the strategies utilised by other health
professions and to what effect. The literature review was followed by an Interpretive
Descriptive study, using qualitative interviews to explore the perspectives and experiences of 18
allied health participants with rural and remote health experience. Utilising Reflexive Thematic
Analysis, the interview transcripts were analysed for meaning in relation to the research

questions.

The research identified four significant concepts which are critical to the experiences of AHPs.
The first theme is Sense of Connection and Belonging which captures the ways that AHPs feel
connected to their rural work and community setting. The second theme is Safe and Supported
Practice and focuses on those components which enable AHPs to do their best work. The third
theme is Creating Roles People Want to Come For which looks at the various elements that
make roles attractive. These were interwoven with a fourth concept of Fit, a sense of being in

the right space, place, and time.

! dotearoa is the Maori name for New Zealand. It is commonly translated as ‘the land of the long white cloud’
(Macmillan Education, 2009; Moorfield, 2023)


https://www.macmillandictionary.com/dictionary/british/maori
https://www.macmillandictionary.com/dictionary/british/means
https://www.macmillandictionary.com/dictionary/british/land_1
https://www.macmillandictionary.com/dictionary/british/white_1
https://www.macmillandictionary.com/dictionary/british/cloud_1

In addition to identifying these themes, a collection of practical recommendations has been
distinguished for those entities most able to change practice in ways that will enhance the
experiences of rural AHPs and, in turn, increase the efficacy of recruitment and retention in
rural and/or remote health settings. These entities are people leaders, organisations, recruiters,

tertiary education providers, registering bodies and professional associations.

The findings and recommendations, which detail meaningful opportunities to enhance the
relationships and resources of AHPs in rural and/or remote health settings, offer a significant
contribution to knowledge. The research challenges the existing structures in health systems
which privilege medicine and nursing, from resource allocation to scopes of practice, as the
system that affects decision-making and empowerment. It has implications for those in
leadership, recruitment, education, profession advocacy and governance. It shows that, given the
chance, we can build an effective and stable AHP workforce to serve rural and remote

communities throughout Aotearoa for years to come.
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KUPUTAKA | GLOSSARY

Acronym What it stands for

AHA Allied Health Assistant (Kaiawhina)

AHP(s) Allied Health professional(s)

AHST Allied Health, Scientific & Technical

AUT Auckland University of Technology

DHB(s) District Health Board(s)

DHSc Doctor of Health Science

EN Enrolled Nurse

FENZ Fire and Emergency New Zealand

GCH Geographical Classification for Health

GNARTN Greater Northern Australia Regional Training Network
HCA Health Care Assistant (usually taking delegation from nurses)
IT Information Technology

MECA Multi-Employer Collective Agreement

MoH Manatii Hauora | Ministry of Health

NGO(s) Non-government organisation(s)

NP Nurse Practitioner

NZ New Zealand

OE Overseas Experience

RN Registered Nurse

RTA Reflexive Thematic Analysis

SARRAH Services for Australian Rural and Remote Allied Health
Stats NZ Statistics New Zealand | Tatauranga Aotearoa

UK United Kingdom

WC West Coast (of Aotearoa New Zealand)

WHO World Health Organization
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Te Reo Maori kupu English translation (Ryan, 2012)
(word)

Aotearoa New Zealand

Kaiawhina Allied Health Assistant

kai food

kaimoana seafood, shellfish

kaumatua elder, old man

kaupapa matter for discussion, purpose, topic, issue, policy
kete basket, kit, bag

kotahitanga unity of purpose

kuia matron, old lady

Mana integrity, standing, prestige
manaakitanga hospitality, kindness, generosity, support
motu country, land

Pae Ora Healthy Futures

pakeha white person, non-Maori, European
rangatahi young person/people

tuakana older person/sibling

teina younger person/sibling

Te Tiriti (0 Waitangi) The Treaty of Waitangi

whanau extended family, delivery, to give birth, genus
whenua land

12



ATTESTATION OF AUTHORSHIP

I hereby declare that this submission is my own work and that, to the best of my knowledge and
belief, it contains no material previously published or written by another person (except where
explicitly defined in the acknowledgements), nor material which to a substantial extent has been
submitted for the award of any other degree or diploma of a university or institution of higher

learning.

Jane Elizabeth GEORGE

13



CANDIDATE CONTRIBUTIONS TO CO-AUTHORED
PAPERS

George, J. E., Larmer, P. J., & Kayes, N. (2019). Learning From Those Who Have | George 80%
Gone Before: Strengthening the rural Allied Health workforce in Aotearoa
New Zealand. Rural and Remote Health, 19(3), 1-9.

https://doi.org/10.22605/RRH4878 Larmer 10%

Kayes 10%

Jane George Associate Professor Nicola Kayes

Associate Professor Peter Larmer

14




ACKNOWLEDGEMENTS

There are lots of people to acknowledge as I complete this professional doctorate. This thesis is
the result of so much support and encouragement from all corners, and I am incredibly grateful

to everyone who has expressed interest, given advice or reassurance along the way.

To each of my participants, I am so appreciative of the willingness you each had, to share your
stories and your rural communities with me. I was so heartened and inspired by each of you.
This thesis, and the new knowledge it brings to the body of research on recruitment and
retention of allied health professionals in rural and remote areas, would not have been possible

without you.

To my Mum whose passion for reading I inherited, and to BGG who taught me to follow my
passions and keep being willing to try new things. I love you and am very thankful to have had

you both in my corner on this journey to fulfil my quest.

I am grateful to have been nurtured and supported by two great supervisors: Associate Professor
Nicola Kayes and Associate Professor Peter Larmer. Your relentless encouragement, wisdom,
good humour, and regular reminders that my experiences were completely normal were

invaluable.

This journey would have been much harder, had it not been for the support and encouragement
of Dr Lyn Lavery and her Research Accelerator community. I have learnt so much being in your
company as we have each moved towards our academic goals. Thank you to Anna Hynes for

transcribing the interview recordings.

To my colleagues, and the wider Allied Health, Scientific and Technical community at Te Tai o
Poutini | West Coast. Thank you for trusting me with this important kaupapa? and allowing me

the time and space to bring it to fruition.

2 Kaupapa is used to describe strategy, purpose, the issue, matter or topic for discussion (Ryan, 2012)

15



ETHICS APPROVAL

Approval for the qualitative portion of this research was obtained via the Auckland University
of Technology Ethics Committee. This was obtained on 30 January 2019; reference number

18/424 (Appendix E: Ethics Approval).

16



1 INTRODUCTION | BEGINNINGS

Worldwide, health systems are under considerable stress. The impacts of the coronavirus
pandemic, expectations of communities to be able to access the latest and greatest technologies
and treatments, and growing gaps between salaries and cost of living are all weighing heavily
on health professionals. These pressures have called into question for some the value of a health
career and workforce numbers are dropping, causing significant recruitment issues. Aotearoa
New Zealand (Aotearoa) is not immune and appears to be fighting a rising tide of health care
workers departing for better conditions abroad. For rural and remote communities, these
pressures are exacerbating the long-standing challenges to recruit and retain health

professionals.

Allied health professionals (AHPs) are clinicians, scientists, therapists, and technicians; a cohort
of over 40 professions in Aotearoa (Ministry of Health, 2021). Each discipline has their own
unique and specialised expertise in preventing, diagnosing and treating a range of conditions
and illnesses (Mak et al., 2019). These health professionals are usually tertiary qualified and use
their knowledge and skills to restore and/or maintain the optimal psychological, cognitive,
physical, sensory and social function of patients (Bradd et al., 2018). Within the health setting,
these professionals provide key inputs at all levels and for all services, working alongside
midwives, nurses, dentists, and doctors. In rural and remote health settings, recruitment and
retention challenges have significantly restricted rural dwellers’ access to local, timely
intervention. This research aimed to explore how to address these challenges drawing from the
perspectives of AHPs working rurally in Aotearoa regarding what is working, and what
employers, managers, recruiters, and others can do better to improve recruitment and retention

for rural and remote health systems in Aotearoa.

Framed by an Interpretive Descriptive (Thorne, 2016) methodology, and enriched by Reflexive
Thematic Analysis (Braun & Clarke, 2022), this research was undertaken as a component of the
Doctor of Health Science (DHSc) programme at Auckland University of Technology (AUT).

More importantly, it was undertaken to understand how health systems and leaders can enhance
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and improve their practice to better meet the needs of AHPs who choose to work in rural and

remote health settings.

As an allied health leader in a rural community, I was no stranger to the challenges of
recruitment and retention at the start of this research in 2017. The DHSc structure, designed to
support health leaders to leverage the doctoral journey to influence meaningful change to
practice, provided a supportive structure to undertake this inquiry. This focus—to contribute to
shaping best-practice recruitment and retention strategies for rural and remote communities—

adds immense value to the experience of undertaking doctoral research.

1.1  AIMS AND OBJECTIVES OF RESEARCH

The primary aim of this doctoral work was to explore the experiences and perspectives of AHPs
living and working rurally to (a) understand the attractive aspects of living and working rurally,
and from this to (b) inform recruitment and retention practices for rural and remote health

settings.

The challenges facing rural health providers in relation to the recruitment and retention of
clinical staff have been well documented in Aotearoa and abroad (Buykx et al., 2010; Carson et
al., 2015; Chisholm et al., 2011; Dolea et al., 2010; Dunbabin & Levitt, 2003; Farmer &
Sivasubramaniam, 2004; Garces-Ozanne et al., 2011; McGrail et al., 2017; Russell, McGralil, et
al., 2012; Wakerman et al., 2008; World Health Organization, 2010). A range of hypotheses
have been presented regarding the contributing factors; some specific to individual professions
and others applicable across the wider health workforce (Atmore, 2017; Bond et al., 2013;
Brown et al., 2010; Campbell et al., 2013). As this problem shows no sign of abating across
allied health professions (Cosgrave, 2020a), research focus has shifted considerably. Initially,
research took a predominantly quantitative approach, with a focus on systematically reviewing
policy documents and academic literature, or through secondary analysis of existing surveys
(Couch et al., 2021; O'Toole et al., 2008; Walker et al., 2022). This was useful to understand the
size of the problem. Yet these approaches do not provide insights into why the problem exists

nor specifically identify the various perspectives of those involved in rural healthcare. This has
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led to the emergence of more qualitative research aiming to gather those perspectives (Beeler et

al., 2022; Cosgrave, 2020a; Jessup et al., 2021; Kumar et al., 2020).

When employers have not objectively known what is contributing to the challenges in
recruitment and retention of allied health professionals, they have invested in strategies
informed by anecdotal “evidence”, individual viewpoints or data developed in the context of the
nursing or medical workforce. Because of the ad hoc nature of those strategies, there is no
tangible way to measure if these approaches are making a positive difference to AHP workforce
stability or growth. Nor are we able to determine if they are perceived to have an impact by

AHPs, health leaders and communities involved in rural healthcare.

Many countries continue to predominantly focus on raising the number and practice locations of
doctors and nurses, with mixed results for rural and remote areas despite a range of investment
and interventions (Bayley et al., 2011; Crettenden et al., 2014). Little investment appears to be
focused on the value of growing the various allied health professions or indeed understanding
the breadth of their scopes of practice. With higher levels of inequity in rural and remote areas
(Heady, 2002), it is essential that health systems, policymakers and employers better understand
the role of AHPs and what they can offer to meaningfully engage with the challenges and
opportunities rural and remote health service delivery presents (Greater Northern Australia

Regional Training Network, 2013).

In Aotearoa, the medical and nursing workforces have long recognised that rural and remote
health service delivery offers challenges and opportunities (Atmore, 2015; Atmore et al., 2023;
Bell et al., 2018; Doolan-Noble et al., 2021; Nixon, 2017; Ross, 1999). Each profession has
prioritised understanding how to respond to these challenges and used this knowledge to take
advantage of the opportunities available in rural settings (Blattner et al., 2019; Ross, 2017).
Working in partnership with professional associations, unions, health boards and training
institutions, medicine and nursing have developed pathways and programmes which aim to
strengthen their workforces within rural and remote settings (Haggerty et al., 2010; McPherson,

2017). Engagement with Manatii Hauora | Ministry of Health and other governance systems,
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lobbying and influencing legislative processes and working in partnership with internationally
renowned think tanks, such as The King’s Fund, have also given weight to their efforts

(Charles, 2017).

In Australia, medical, nursing and allied health professions have worked to influence and
develop a robust network of health professionals who can reach out across the vast areas to rural
and remote communities requiring health services (McGirr et al., 2019). Understanding the
activities and impact of these groups provides a lens for developing the allied health rural
workforce in Aotearoa, in ways that are flexible enough to respond to the unique needs of each

rural area.

1.2 INTRODUCING RURAL COMMUNITIES

Members of rural communities feel like they have always needed to be their own champions to
gain access to a version of healthcare designed specifically for their needs—that is, locally
connected and equitable with urban healthcare provision (Barnett & Barnett, 2003; Eyre &
Gauld, 2003; Petrucka & Wagner, 2003). Some of the ways they have attempted to influence
local health provision is by lobbying, fundraising, and establishing trust hospitals, as well as
supporting young people to leave their rural communities to access education and training to
become health professionals. However, as the Aotearoa health system has undergone numerous
cycles of health reform, many rural communities feel that they have lost control of the
mechanisms they had built or relied on to determine what local healthcare is (Blattner et al.,
2022). For example, pivotal relationships with traditional decision-makers, fundraising and the
repurposing of local assets are all under review. With another health system reform in process,
surety of care closer to home which matches community needs seems to be even more
vulnerable. Despite what appears to be the best intentions for rural communities, there are
unintended consequences already apparent for patients travelling to care, and not being able to
access traditional funding such as National Travel Assistance (a scheme that supports those
eligible with travel and accommodation costs, based on health interventions requiring

considerable travel or high frequency of specialist health appointments) (Te Whatu Ora, 2023).
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Added to this is the sense of loss many rural dwellers experience—and to a lesser degree their
urban counterparts—with respect to consistency of relationship with their primary care
clinician; usually a General Practitioner (GP). This has led to an emphasis on growing the GP
workforce and doing more to attract GPs to rural areas which successive governments have
attempted to support. To a lesser degree, the same can be said of the response to the nursing and
midwifery shortages, with programmes like the New Entry to Practice (NETP) (Technical
Advisory Services, 2017), satellite training programmes supporting people to do more of their
training in their own communities (New Zealand College of Midwives, 2022) and support for
the growing Nurse Practitioner workforce. By comparison, little appears to have been developed
to promote and grow the allied health scientific and technical professions or to support rural
health systems to engage with this wide array of professions, or to strengthen their presence in

rural communities and therefore their impact on rural healthcare.

1.3 INTRODUCING AHPS

As has already been touched on, “Allied Health” or “AHPs” are shorthand titles given to a
broad range of professional groups made up of the allied health, scientific and technical (AHST)
workforces. In Aotearoa, there are more than 40 professional groups (Ministry of Health, 2021)
included within this broad category, some regulated by the Health Practitioners Competence
Assurance Act (2003), regulated by the Social Workers Registration Act (2003) or self-
regulated. Allied health professionals work in a variety of health, justice, education and social
service settings and are often autonomous practitioners; they do not require oversight, direction
or delegation from another profession such as doctors (Ministry of Health, 2021). Each
discipline has their own unique and specialised expertise in preventing, diagnosing and treating
a range of conditions and illnesses (Mak et al., 2019). These health professionals are usually
tertiary qualified and use their knowledge and skills to restore and/or maintain the optimal
psychological, cognitive, physical, sensory and social functioning of patients (Bradd et al.,
2018). The most commonly available professions include Dietitians and Nutritionists,
Laboratory Scientists, Occupational Therapists, Pharmacists, Physiotherapists, Psychologists,

Medical Imaging Technicians and Social Workers. Less well recognised as professions of the
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AHST collective include Anaesthetic Technicians, Orthoptists & Optometrists, Oral Health
Therapists (dental “nurses”) and Naturopaths (Appendix A: Workforce Numbers by

Professions).

1.4 DEFINING RURALITY

In 2017, at the commencement of this research journey, Aotearoa lacked a robust tool for
defining rurality. Use of Statistics New Zealand (Stats NZ) data had been the predominant (if
rather imperfect) tool, offering classifications ranging from (1) highly rural/remote, (2) rural
areas with low / (3) moderate / (4) high urban influence, to (5) independent/satellite and (6)
major urban groupings (Fearnley et al., 2016, p. 78). The first three were collectively assigned
as rural, with the latter three as urban. However, many people living in rural areas of moderate
and high urban influence, work in neighbouring urban centres and therefore use urban services.
Further, areas that meet the geographical proximity or population volume for “rural” may also
have services locally (such as a local base hospital) that reduce the impact rurality often has on

health.

To ensure that participants had the relevant knowledge for this study, it was recognised that
participants would need to disclose where they lived and where they worked so the Stats NZ
classifications could be applied. This would require a high level of trust between potential
participants and the research team at the first interaction. This posed a potential recruitment
barrier related to them disclosing their workplace, by way of identifying their rural community,
when their managers may well be known to the research team. As such, for the purpose of this
research, it was decided that participants would self-determine if they met the criteria for having
experience in a rural and/or remote health role. In the absence of formal classification data being
collected at screening, descriptive data were captured which provided insights into key

characteristics of the rural/remote contexts in which participants worked.

In 2021, a new geographic classification for health (GCH) system was developed which offers a
highly validated alternative for determining rurality in Aotearoa (Whitehead et al., 2021). It is

an easy to use, web-based algorithm (Whitehead, 2022). The strengths and limitations of using
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self-identification as a means of identifying AHPs who are working or have worked in rural and

remote settings will be discussed further in Chapter Nine.

1.5 How I CAME TO UNDERTAKE THIS RESEARCH

I was born in a rural community and had both sets of grandparents and numerous extended
family members who lived in rural settings. But I did not work rurally until I joined the District
Health Board’s (DHB) leadership team on Te Tai o Poutini | West Coast in 2016. Until this
time, my career had been varied. | had worked in Aotearoa; in retail, information technology
(IT), recruitment and social work roles in statutory and non-government organisations (NGOs)
in the health and mental health sectors. I had also worked in the United Kingdom (UK) as a

locum social worker in health, mental health, and social services across Greater London.

At the West Coast DHB (WCDHB) I was excited to lead a diverse team. I knew we could be
well placed to contribute to rural health services, and great patient outcomes. The team members
were enthusiastic, and their leaders were dedicated. Yet each team or professional group was
made up of just a small number of staff; sometimes just one or two to cover all age ranges,
clinical areas, service settings and communities spread across more than 23,000 km?, Our AHPs

were understaffed, under-resourced and weighed down by the sense of being an afterthought.

This sense of afterthought was exemplified by newly funded roles that were being created
around the motu® for AHPs but were being redirected on the coast to become nursing roles,
often on specialist nursing pathways. I was horrified because I believed that it was the advanced
practice roles that attracted AHPs to new settings, as mine had done for me. Yet, when I
challenged the organisation on these decisions, I was presented with a narrative of long-standing
challenges to recruit and retain AHPs. When I tried to advocate for keeping the roles as AHP
roles | was asked, “How could we offer a specialist role such as this to an AHP, when we can’t

even fill the front-line roles?”

3 Motu translates directly as island, and also represents country when speaking about Aofearoa (Ryan, 2012)
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When I dug into this with my AHP leaders I felt their sense of resignation. They conveyed an
impression that AHPs were only valued for their role in “clearing beds”. They believed that
trying to educate organisational leaders or our nursing or medical colleagues into the full scope
of what an AHP could do would fall on deaf ears. With the constant churn of AHP staff, they
felt they only had time to make sure that basic services were covered, that existing staff were
practising safely, and were feeling cared for. It was all very well aspiring for AHPs to take a
lead in delivering preventative and restorative community-based services, or specialist clinical
practice. But without a stable core of staff, there simply was not the energy or the confidence

that we could pull it off on the coast.

So, I began to explore what I thought it would take to attract and retain more AHPs; both new
graduates and those with experience. I started with the aspiration that “more people want to
work for the WCDHB than we have roles” at the centre and built a mind map (see Figure 1

below).

Figure 1.

Mind Map
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As the map grew and I talked about it with colleagues, I noticed that most people thought it
contained features that would make the coast the place to work. However, they also thought that
we did not have the time or the people to deliver on those aspirations. The sense that we needed
people on the “front-line” remained pervasive. By “front-line”, people were mostly referring to
having AHPs on the wards helping to discharge patients, or to pull them out of the Emergency
Department to prevent an admission. There was little time or resource to provide community
care, and preventative care was not even an aspiration for most clinical leaders. If I could
provide them with practical, immediate strategies to recruit and then retain their staff, then
great. For many, they had been keeping their departments running on the smell of the proverbial
oily rag* for years. If they stopped running, for even a moment to consider an alternative, they
felt the real risk that they would lose whatever status or respect their team had in the eyes of the

wider hospital team.

That perspective was felt by our front-line staff as well. Despite being highly skilled and
qualified health professionals, registered to practice in a myriad of settings and across patients’
lifespan and health needs, they told me they felt that they were underfunded, underappreciated,
and treated with far less respect than their nursing or medical colleagues. Because they were so
often trying to support more patients than they had time for, their ability to set career goals
beyond their everyday work was restricted, as was their sense they could take time away from
practice to learn and grow. They also saw that the protected time and funding dedicated to the
ongoing professional development of nursing and medical colleagues did not seem to be

available to them.

The act of comparing the conditions of their professions to others is not markedly different from
what AHPs and allied health leaders do in urban settings, particularly within smaller or newer
AHST professions. Nonetheless, it did appear to be exacerbated in my rural setting. I was really

interested to see whether we could learn more about what drives the beliefs or realities of these

4 An idiom primarily heard in New Zealand or Australia, used to express surviving on the absolute minimum
necessary (The Idioms, 2023)
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comparisons. Could this sense of there being differences in work experience and conditions

across professions play a role in what attracts and retains AHPs in rural settings?

I was also interested in the relationship between rural health professionals and their city-
dwelling peers and how this may affect recruitment and retention in rural health settings. For
example, the perception rural AHPs appeared to hold was that their urban counterparts believed
them to be less skilled or capable, or that they were working in an environment where their
skills were being wasted. These perceptions may be driven by a phenomenon described as
“urban narcissism” by Adjunct Professor Ruth Stewart (the current Australian Rural Health
Commissioner) at Aotearoa’s recent National Rural Health Conference (2022). Urban, or
geographical narcissism, geographically locates expertise in the urban centres or big cities and
“often unconsciously devalues rural knowledge, conventions and subjectivity” (Baker & Hess,
2019, para. 6). I observed this to be sorely felt by many rural health professionals, whether they
had directly and explicitly experienced it or not. I believe, for AHPs, the combination of
comparison with other professions and the imposter syndrome driven by urban narcissism
creates issues of self-worth. I wondered if it also impacts on their decision to work in rural or

remote settings.

This was all supposition. Yet, there did not seem to be any formal exploration of the truth of
these anecdotes, either operationally or within the literature. To build a community of health
professionals who feel seen, included, and have a sense of belonging in their workplaces and
teams, supposition and anecdote were not enough. I wanted to ask AHPs with the experience of,
or interest in, working rurally what matters to them in choosing that rural role, to see if I could
gain a more robust sense of the features of a community worth being a part of. The DHSc

programme at AUT created a framework for me to safely and rigorously undertake this.

Since being accepted into the programme, I have observed that the DHSc is designed as a
journey of self-discovery, leadership development and the ability to change practice as much as
an initiation into academic life. I have been challenged at every stage to read, reflect on and test

theories on who we are as leaders, health professionals and members of society.
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1.6 NZ HEALTH SYSTEM REFORMS AS AN OPPORTUNITY AND A LENS

In April 2021, the Aotearoa Minister of Health, the Honourable Andrew Little, announced a
significant programme of redesign for the Aotearoa health system, resulting from the Health
and Disability System Review commissioned by the government in 2018 (Department of the
Prime Minister and Cabinet, 2021). This redesign is based on the recognition that our health
system is failing; it is disproportionately failing Maori, and it is failing to keep people out of our

most invasive health care systems such as hospitals, operating theatres, and residential care.

The priorities outlined by the government for this design were that:

- Health New Zealand will replace the 20 DHBs for all planning & commissioning,
thereby removing duplication (including cost)

- A Maori Health Authority will work in partnership with Health New Zealand to
improve services and ensure equitable health outcomes for Maori

- Manatti Hauora | The Ministry of Health (MoH) will focus on policy, strategy, and
regulation, as well as strengthening the country’s ability to respond to threats such as
pandemics via a Public Health Agency

- The energy, focus and attention of the system will shift from an illness to a wellbeing
model, based in communities, prioritising primary care and integration of professions,

services and technologies.

The Aotearoa reforms were yet to be proposed at the commencement of this doctoral journey, in
2017. Therefore, they did not feature in my initial planning or application for candidature on the
DHSc programme. Nevertheless, given such an emphasis in the Review findings on workforce
and rural inequities, my research does need to be considered in the context of these health
reforms. It is my hope that the findings will have practical utility in the new context of health
delivery for Aotearoa. As such, I have included an introduction to the reforms here as context
and will consider implications of my findings in this context in my discussion chapter (Chapter

Nine).
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In all the roles I have held since returning to Aotearoa from the UK in 2011, I have seen the
ways the current system is failing. Maori have significantly worse health outcomes than most
other New Zealanders (World Health Organization, 2014), they die sooner and report an
inherent mistrust of the system (Waitangi Tribunal, 2019). The needs and desires of people
experiencing disability are not often visible within health provision, community design and
development, or society “at large”(Karetai Wood-Bodley, 2023). The disparities between what
health and community services are available to a person living in a city, a town or a remote/rural
setting are vast (Crengle et al., 2023). Those living with mental ill health continue to be
stigmatised, and struggle to access supports and services that can make a positive difference

(Cunningham et al., 2023).

The opportunities created by the health system reforms for allied health to contribute earlier,
more often and to a greater depth of scope are plentiful (Hogan, 2021). Offering pathways to
earlier intervention and health-promoting strategies is a role for allied health to take leadership
in during this change. Undertaking my research within the context of these reforms provides an
additional lens of inquiry. We, the professions allied to each other, have an amazing opportunity
to realise and deliver our value to transform the experiences of growing up, living, and ageing
well through these reforms. It is my hope that this research will support policymakers,
educators, professional bodies, and employers to ensure a thriving AHP workforce can be

realised in our rural and remote communities.

1.7 OVERVIEW OF THIS THESIS

The following sections of this thesis aim to step the reader through the research journey. This
will include an overview of the methodological underpinnings of interpretive description,
positioning of the author within the context of this research and the methods undertaken,
including an anonymised introduction to our participants. The document will culminate in
chapters explaining and discussing the research findings and finally offering some practical
considerations for meaningful change. Figure 2 (see below) illustrates the structure of the

thesis. Chapters are positioned consciously to demonstrate the exploration of literature in the
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context of an early publication, as well as to offer a dedicated chapter of recommendations as a

component of discussing the findings (Chapter Eight).

Figure 2.

Structure of Thesis

Chapter One: Introduction | Beginnings

This chapter offers an overview of this thesis, introducing the reader to the aims and objectives
of the research, offering definitions of key concepts, and introducing the researcher and the

research context.

Chapter Two: Engaging with the Literature | Developing the Question

This chapter describes the literature review process, which was undertaken in two phases due to
publication of an early version of the review. It also provides an overview of included papers

for each phase of the review process.

Chapter Three: Study Selection | Reviewing The Literature

This chapter presents the published narrative review constructed during the early literature
review phase. It contains a manuscript presented in the format consistent with the thesis. The
manuscript in its published form is appended at the end of the thesis (Appendix B: Published

Article). This chapter then presents further reflections following the updated literature review.

Chapter Four: Methodology

This chapter explains the process of finding methodological fit, and the component parts of the

chosen methodology. It also provides an overview of the study design.

Chapter Five: Positioning Self in Interpretive Description

This chapter weaves the context of the researcher with the chosen methodological

underpinnings.
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Chapter Six: Methods

This chapter covers the component parts of the research, starting with the research aim and

questions, and includes the ethical approval, recruitment, data collection and analysis.
Chapter Seven: Findings

This chapter presents the key themes of the research; Sense of Connection and Belonging, Safe

and Supported Practice, Creating Roles People Want to Come For, and Fit
Chapter Eight: Practical Implications | Changing Practice

This chapter discusses a range of recommendations which have been developed from the

research findings, targeted for specific groups, and contextualised to current literature.
Chapter Nine: Discussion

This chapter frames the research findings within the contexts of their relationship with rurality,
the pandemic, and the Aotearoa health reforms. It also compares findings with existing

literature and offers some opportunities _for future research.

1.8 CONCLUSION

As this chapter has introduced, there was a strong need to address the ongoing challenges with
recruitment and retention of rurally and remotely based AHPs when this doctoral research
commenced in 2017. As this work has progressed, amidst the coronavirus pandemic which
started in 2019 and the major health system reforms which came into effect in 2022, the
challenges of appropriately staffing rural and remote health systems has reached a level of
urgency many describe as a crisis. It is my aim that this thesis will offer sound

recommendations to address this crisis.
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2 ENGAGING WITH THE LITERATURE | DEVELOPING
THE QUESTION

In this chapter, I step the reader through the process undertaken to engage with the literature
across Aotearoa, Australia and further afield, from a variety of data sources. I will then illustrate
the results of this engagement; how the initial literature search results were refined, and the
quality of the papers ultimately included. Because an early narrative review of the literature was
published in 2019 (George et al., 2019), and did not include detail about the review methods,
this chapter will provide that detail. The published review will then be presented in Chapter
Three. The literature reviewed following publication will also be discussed in this chapter.
Limitations of the literature review process will be examined, and reflections on the key

learning from this process will be offered.

2.1 LITERATURE REVIEW METHODOLOGY AND METHODS

A literature review is a formal process of searching and evaluating any available literature
relating to a chosen subject or topic area, to summarise, synthesise and critically analyse this
existing knowledge (Galvan, 2017). This process allows us to understand what has already been
done, if anything, by identifying gaps, inconsistencies or disagreements and to confirm or
challenge our thinking that the question we have is worth studying before we embark on our
research (Thorne, 2016). The approach used for this literature review was made up of two parts.
Firstly, at the beginning stages of the DHSc journey, literature was sourced as part of a learning
exercise with AUT librarians. A range of search methods were trialled during the training
session, and literature that appeared to relate to the topic was tagged for later review. The
reference lists of the identified papers were also reviewed, and further suitable literature
identified. This early scoping provided an overview of what was available and therefore a

foundation to build my research questions upon.

Latterly, when preparing to write the assignment that would ultimately become the published
literature review in this thesis, I drew on the principles of systematic literature reviews.

Systematic literature reviews are, as the name suggests, a systematic approach to identifying and
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engaging with literature within a set of parameters (Gough et al., 2017). With a solid question to
answer, and a clear understanding of what will be included or excluded, we can work
methodically through the often-vast array of literature available via online platforms, as well as

literature less accessible due to its status as hard-copy only.

While the Methodology chapter (Chapter Four) will go into more depth about the overarching
methodology used in this research project, it is important to describe here the role that my
methodology, Interpretive Description (Thorne, 2016), played in shaping my engagement with
the literature. Interpretive descriptive methodology is a qualitative research methodology for
applied practice, such as health. To approach a literature review, for the purpose of finding a
“researchable problem” (Thorne, 2016, p. 50), we are required to locate ourselves. We must
question how we think about the field of research, how we stay abreast of new ideas within the

field, and how our discipline orients us to the problem or the field.

Interpretive descriptive methodology requires researchers to fully immerse ourselves within the
field(s) we are searching, and not just rely on modern technology such as search engines and
keywords (Thorne, 2016). This is because we need to become skilled in seeing patterns across
the body of knowledge; which references are cited most often, what gaps exist and what biases
or perspectives are overtly stated. Additionally, when we begin to look beyond the literature of
our own discipline we may miss the nuance due to a lack of familiarity with that discipline or
may not recognise the benefit that literature beyond the traditional, such as “grey literature”,

could offer (Benzies et al., 2006).

2.2  SEARCH STRATEGY | DECIDING WHAT IS RELEVANT

The literature relating to recruitment and retention of allied health clinicians in rural areas is
limited. Relevant themes and patterns have not been well documented in Aotearoa-based
literature. Within the literature that exists, the links between known elements such as Medicine
or Nursing and the larger rural health professional context have not been well made. This in turn
highlights the absence of literature specific to AHPs, making a solid case for advancing the
knowledge through qualitative research (Thorne, 2016).
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In Australia, the Greater Northern Australia Regional Training Network (GNARTN), the
Services for Rural and Remote Allied Health in Australia (SARRAH), as well as the Australian
State of Queensland’s government agency are most notable for their research into this topic
(Allied Health Professions' Office of Queensland, 2013, 2014, 2015, 2017; Greater Northern
Australia Regional Training Network, 2013). Beyond Australia, publications on these topics are
less centralised to specific organisations or representative groups. This required me to look both
widely and creatively to find relevant and informative articles, by searching for literature about
individual professions, exploring back issues of journals that I saw mentioned in the literature

and via social media accounts of AHP researchers and rural academics.

In the earliest stages of my familiarisation of the literature, curiosity led me from article to
article, and across both formal and grey literature (Arksey & O'Malley, 2005; Thorne, 2016).
However, it was quickly apparent that I needed to build a robust process to ensure I did not
unnecessarily or unwittingly exclude literature, or that I would not find myself off track by way

of an interesting adjacent topic.

A broad set of keywords was identified to commence the search across all media. These
keywords were Allied Health Professionals AND (Rural OR Remote) AND (Recruitment OR
Retention). Additional keywords were later used when the initial searches failed to identify
formal or grey literature of relevance and to ensure I had not missed any relevant literature,
particularly in the local (Aotearoa) context, and for individual AHP workforces. These

additional keywords are shown in Table 1 below.

Table 1.

Additional Keyword Terms

Professions Context Phenomenon of Interest
Occupational Therapy Health Workforce Turnover

Social Work Rural Medicine Pipeline

Physiotherapy Policy Incentives

Pharmacy Healthcare Provision

Dietetics Generalists
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2.2.1 Data sources

Most of the literature was sourced via online databases such as the AUT library general search
engine and advanced search via EBSCO, PsychINFO, Scopus, Ovid and ScienceDirect.
Relevant disciplinary journal repositories were also used as well as recommendations from the
WCDHB Librarian, who shares articles of interest across the DHB in addition to sourcing full
text articles on request. The generalised search engine was selected on the basis that it would
identify results widely, from what was expected to be a relatively small sample. As the body of
literature grew, the bibliographies of relevant articles and theses provided further literature for
review. Relevant grey literature including reports, theses, conference proceedings, health system

and government documents were also utilised.

2.3  STUDY SELECTION | REVIEWING THE LITERATURE

In total, 161 abstracts were retrieved and reviewed for relevance in the initial literature search
phase in 2017-2018. Many articles appeared to be about a wide range of rural health professions
and required a full reading to ascertain which specific profession(s) were included in the study.
This led to the separation of articles that included AHPs from those that only referred to

medicine or nursing professions, as illustrated below (Figure 3):

Figure 3.

Initial Literature Search Results (Quantity)

Screened per profession —— Selected for review

Nursing only n=22 n=15

Identification of potential literature

Allied, Scientific & Technical+ =89 =59
n =161 (72 duplicates removed) ted, Selentific echnica " "

Medicine or Dental only n=40 n=3I
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Papers were excluded if they focused solely on Kaiawhina®, allied health assistants (AHAs), or
care workers, because these groups are not registered health professionals. However, given
Kaiawhina are part of the allied health workforce, although outside the definition of AHP (see
Chapter One, Section 1.3), abstracts relating to these workforce groups were retained separately

to allow for the possibility that their inclusion could become relevant as the research progressed.

2.3.1 Quality of included papers

Included papers primarily used quantitative methodologies; mainly secondary analyses of
survey data such as National Minimum Data Sets and longitudinal studies (Afenyadu et al.,
2017; Carson et al., 2015; Chisholm et al., 2011; Garces-Ozanne et al., 2011; Gardiner et al.,
2013; Johnston et al., 2017; Kim & Hopkins, 2016; Leys et al., 2017; McGrail et al., 2013;
McGralil et al., 2017; Ministry of Health, 2006; O'Sullivan et al., 2017; Pain et al., 2015;

Russell, McGralil, et al., 2012; Russell, Wakerman, et al., 2012; Wilkinson et al., 2003).

The second most common methodology used was systematic literature review, including policy
review (Bourke et al., 2014; Buykx et al., 2010; Connell et al., 2009; Dolea et al., 2010; Fisher
& Fraser, 2010; Glinos, 2015; Hsueh et al., 2004; Kearns & Moon, 2002; Laven & Wilkinson,
2004; Martineau et al., 2004; Nancarrow et al., 2015; O'Connor & Hooker, 2018; Rechel et al.,
2016; Russell et al., 2017; Wakerman et al., 2008; Wilson et al., 2018). This suggests that at the
time of my initial literature searches (2017-2018), researchers had been predominantly looking

for answers within demographic data or within the literature that already existed.

A critical appraisal of the sourced literature was undertaken where the relevance
(high/medium/low) of the article to the research question was considered, as well as strengths

and limitations of the study. Relevance scoring was based on the following criteria:

e High = AHP + New Zealand/Australia
o Medium = Other Health Profession + New Zealand/Australia OR AHP + Other Country

e Low = Other Health Profession + Other Country

> The term kaidwhina translates as assistant, and describes non-regulated roles in the health and disability sector
(Ryan, 2012; Te Tahai Hauora | Health Quality & Safety Commission, 2023)
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Table 2 (on the following pages) provides an overview of papers identified in the initial search,
including their relevance score and strengths and limitations. It includes three papers from 2019
that were not in the original search but feature in the subsequently published article (Section

3.1), having been identified during its preparation, and before the second literature search.
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Table 2.

Initial Literature Search Results (Quality)

Paper Year Methods Relevance for Strengths Limitations
Research Question
(High/Medium)

Sheppard & Mackintosh, 1998 1998 Review High® Early consideration of emerging Some content is outdated
technologies use

Parkin et al., 2001 2001 Qualitative High Examines skill sharing between Small sample size
rural and urban

Sheppard, 2001 2001 Quantitative | High Explores increased need for Specific to physiotherapy
breadth of scope

Dunbabin & Levitt, 2003 2003 Review Medium Examined data relating to training | Medically focused
programmes in a number of
countries

Durey et al., 2003 2003 Qualitative | High Considers cultural components of | Indigenous cohort very small
rurally raised students considering
health careers

Wilkinson et al., 2003 2003 Quantitative | Medium Good sample size Specific focus on GPs

Dawson & Ghazi, 2004 2004 Qualitative Medium Supports quality of Small cohort | Scottish context only
interprofessional relationships

Denham & Shaddock, 2004 2004 Mixed M’d” | High Specifically considering disability | Limited to three AH professions
workforce/setting

Farmer & Sivasubramaniam, 2004 Quantitative | Medium Offers comparative data to Scottish context only

2004 common themes in international
literature

Hsueh et al., 2004 2004 Quantitative | Medium Deep and broad focus of specifics | Specific to medicine

of training programmes
internationally

¢ Articles that scored low for usefulness in relation to the research question are not included in this table
’Mixed M’d stands for Mixed Methods
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Paper Year Methods Relevance for Strengths Limitations
Research Question
(High/Medium)
Laven & Wilkinson, 2004 2004 Sys. Review | Medium Covered large timespan for Specific to medicine
publications
Steenbergen & Mackenzie, 2004 | 2004 Qualitative High Considers specific needs of new Specific to occupational therapy |
graduates Small sample size
Allen, 2005 2005 Editorial High Ilustrative Brief
Stagnitti et al., 2005 2005 Quantitative | High Broad and diverse cohort No direct link between CPD and
retention found
Taylor & Lee, 2005 2005 Quantitative | High Focus on access to technology Participants were all occupational
therapists
Devine, 2006 2006 Qualitative High Examined inclusion of rural health | Participants were all occupational
issues & skills alongside core therapists
discipline-specific skills
Glasser et al., 2006 2006 Quantitative | Medium Offers recommendations beyond Illinois, US focused | perspectives of
specific employment features CEOs only sought
Humphreys et al., 2006 2006 Review Medium Offers a conceptual framework GP focus
Gillham & Ristevski, 2007 2007 Qualitative High Identified themes not prevalent in | Does not explain what strategies they
other literature will implement
Thomas & Clark, 2007 2007 Mixed M’d | High Identifying aptitude features for Cohort drawn from NT, Australia
working rurally only
Allan et al., 2008 2008 Mixed M’d | High Explores boundaries and biases Only interviewed pharmacists and
social workers
Boshoff & Hartshorne, 2008 2008 Mixed M’d | High Identifies strategies to respond to Specific to occupational therapy
rural service delivery challenges
Keane et al., 2008 2008 Quantitative | High Replicable | Creates data set Sample limited to two regions in
resource for further study Australia
O'Toole et al., 2008 2008 Quantitative | High Considers public vs private Exploratory | Data from SW Victoria,
employment factors for retention Australia only
Ruston, 2008 2008 Review Medium Consideration of localisation to Model considered specifically for

Australia of UK/NHS model

physiotherapy
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Paper Year Methods Relevance for Strengths Limitations
Research Question
(High/Medium)
Schoo, 2008 2008 Editorial High Retention requirements Based on physiotherapy literature
only?

Smith et al., 2008 2008 Quantitative | High Adds to Australian rural AHP Only surveyed Northern NSW,
dataset Australia

Wakerman et al., 2008 2008 Sys. Review | Medium Examines options to improve Limited literature available where
sustainability of rural primary care | options have been evaluated

Connell et al., 2009 2009 Review High Considers impact of gendered
dynamics on workforce

Haggerty et al., 2010 2009 Mixed M’d | Medium Multiple cohorts surveyed Specific to nursing

Jones et al., 2009 2009 Quantitative | Medium Longitudinal | Replicable Specific to medicine

Manabhan et al., 2009 2009 Qualitative Medium Identifies impact of personal values | Study sample from British Colombia,

Canada only

Brown et al., 2010 2010 Mixed M’d | High Sizeable sample | builds on Only surveyed dieticians
research themes across literature

Buykx et al., 2010 2010 Sys. review | Medium Comprehensive synthesis of Unclear definition of length of stay
themes

Dolea et al., 2010 2010 Sys. review | Medium Interested in studies of Limited eligible studies
implementation evaluations

Fisher & Fraser, 2010 2010 Review High Contextualised “pipeline” beyond Stage 1 appeared limited to
medicine secondary school intervention

Heilmann, 2010 2010 Editorial High Diverse recommendations Brief

King et al., 2010 2010 Mixed M’d | Medium Examines doctoral level US context | Physiotherapy/Physical
qualification as entry-level degree | Therapist specific

MacDowell, 2010 2010 Editorial High Advocating for regular all ages Brief
school-based career education

O'Toole et al., 2010 2010 Qualitative High Links themes with policy Participants drawn from Victoria,
implications Australia only

Bayley et al., 2011 2011 Qualitative Medium Explores effects of compulsory Specific to GP vocational training
rural placements

Chisholm et al., 2011 2011 Quantitative | High Large data set Limited generalisability
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Paper Year Methods Relevance for Strengths Limitations
Research Question
(High/Medium)
Garces-Ozanne et al., 2011 2011 Quantitative | Medium Explores international patterns of Specific to medicine
workforce mobility
Smith et al., 2011 2011 Quantitative | High Comparative study with sizeable Specific to one region of NSW,
samples, and consistency of results | Australia
Szabo, 2011 2011 Editorial Medium Explores international recruitment | Specific to US
of AHPs
Bourke et al., 2012 2012 Sys. review | High Utilises a conceptual framework to | Would be great to see it applied
undertake review
Campbell et al., 2012 2012 Sys. review | High Examined motivation to work Lacks life stage context
rurally using Herzberg’s
classification
Dywili et al., 2012 2012 Sys. review | Medium Impacts of expectations & culture | Limited literature (particularly for
by overseas trained HPs professions other than medicine)
Keane et al., 2012 2012 Qualitative High Examined both push and pull Specific to rural NSW, Australia
factors
Slagle et al., 2012 2012 Quantitative | Medium Comparing recruitment strategies Specific to Tennessee, US | AH
rural vs urban definition has some differences
Russell, McGrail, et al., 2012 2012 Quantitative | Medium Considers generational differences | Only analysed GP workforce data
Russell, Wakerman, et al., 2012 | 2012 Quantitative | High Offers key metrics to simply Basic (“crude”) tool
measure workforce
turnover/retention
Whitford et al., 2012 2012 Quantitative | High Robust sample size | Analysed May not be generalisable due to % of
generational differences workforce responded
Bond et al., 2013 2013 Quantitative | High Built upon previous workforce Short report
study (same instrument)
Campbell et al., 2013 2013 Quantitative | High Explores human characteristics for | Small effect sizes
patterns | Compared with medical
& nursing studies
Conomos et al., 2013 2013 Quantitative | High Sizeable sample | Analysis of Specific focus on psychology

values patterns
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Paper Year Methods Relevance for Strengths Limitations
Research Question
(High/Medium)
Gardiner et al., 2013 2013 Quantitative | Medium Interventional study GP cohort only
Greater Northern Australia 2013 Report High Focus on skill sharing impact for Only explored one aspect of the AH
Regional Training Network, rural generalist workforce efficacy | rural generalist programme
2013
Hastings & Cohn, 2013 2013 Quantitative | Medium Analysed conditions for Specific to Appalachian region in US
recruitment, from Mental Health
workforce perspective
McGrail et al., 2013 2013 Quantitative | Medium Longitudinal | Adds to themes in GPs main focus
other literature
McKimm et al., 2013 2013 Review High Exploration of extended scope Limited attention paid to AHPs
practice
Nancarrow et al., 2013 2013 Mixed M’d | High Service redesign focus Diversity of data sources
Bourke et al., 2014 2014 Review Medium Identification of suitable mentoring | “Tele” mentoring, although
model to support retention mentioned, seems secondary to F2F
Campbell et al., 2014 2014 Qualitative Medium Links historical GP/obstetrics role | Obstetrics/GPs focused | single
with emerging Rural Generalist programme in one state of Australia
pathways
Crettenden et al., 2014 2014 Review Medium Future workforce modelling AHPs not included
Morell et al., 2014 2014 Quantitative | High Recruitment programme impacts No retention data | No control data
(people not recruited)
Saxon et al., 2014 2014 Sys. review | High Exploration of extended scopes Only looked at physio-, occupational
and speech therapies
Schmidt & Dmytryk, 2014 2014 Qualitative High Partnership models between public | Physiotherapy specific
and private employers
Shelker et al., 2014 2014 Quantitative | Medium Examines impacts of rural training | Medicine | Otago University (NZ)
initiatives programme specific
Swain, 2014 2014 Review High Possibilities of Rural Generalism Focused specifically on pharmacists
for AHPs
Atmore, 2015 2015 Review Medium “Transalpine” service model of Sole focus on medicine

rural generalism
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Paper Year Methods Relevance for Strengths Limitations
Research Question
(High/Medium)
Bath et al., 2015 2015 Quantitative | Medium Exploration of practice and Specific to physiotherapy |
personal characteristics Saskatchewan, Canada context
Borthwick et al., 2015 2015 Review High Examines power and Limited resolution options
interprofessional conflict
Carson et al., 2015 2015 Quantitative | Medium Adding examination of European Poor definition of who made up AHP
rural workforces to international cohort
literature
de Gruchy et al., 2015 2015 Quantitative | High Advanced AH practice in ED Physiotherapy specific | one ED site
setting - impacts only (Melbourne, Australia)
Durey et al., 2015 2015 Review High Adapting rural pipeline concept to | Unclear whether pipeline is
various AHPs specifically rural schools or all
Gallego, Dew, Bulkeley, et al., 2015 Qualitative High Focus specific to disability sector | | Rural NSW, Australian context only
2015 comprehensive sample size
Lyle & Barclay, 2015 2015 Review High Highlighting funding Brief
considerations to support high
quality policy/programmes
Nancarrow et al., 2015 2015 Mixed M’d | High Comprehensive analysis of Rural Specific to Queensland, Australia
Generalist programme
Pain et al., 2015 2015 Quantitative | High Supporting research by rural AHPs | Proposes requirement for co-location
of research fellows
Spiers & Harris, 2015 2015 Review High Reinforces broader findings
internationally
Willems et al., 2015 2015 Delphi High Sustainability options for pipeline | Singular programme/location
immersion programmes
Campbell et al., 2016 2016 Mixed M’d | High Understanding impact of traits on Limited to 4 AH professional groups
self-assessment of fit for rural role
Ducat et al., 2016 2016 Qualitative High Supervision access & effectiveness | Unclear whether legislation/practice
requirements play a role
Fearnley et al., 2016 2016 Review Medium Criteria for inclusion/exclusion in | Requires NZ place name knowledge

rural classification
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Paper Year Methods Relevance for Strengths Limitations
Research Question
(High/Medium)
Martin et al., 2016 2016 Qualitative Medium Offers consumer perspective Sole focus on paramedicine | Ontario
Canada
Pelham et al., 2016 2016 Qualitative High Perspectives of field educators of Small cohort, with potential positive
interprofessional programmes bias
Thompson et al., 2016 2016 Sys. Review | Medium Extended scope specific to MSK Diversity of types of literature
physiotherapy analysed restricts synthesis
Atmore, 2017 2017 Review Medium Exploration of general practice Narrow range of HPs mentioned
models
Barnes et al., 2017 2017 Review Medium Pharmacists in general practice NHS situated | lack of
generalisability
Boehm et al., 2017 2017 Quantitative | High Supports previous findings of this | Occupational Therapy workforce
topic specific | Single university setting
Brown et al., 2017 2017 Mixed M’d | High Longitudinal examination of Initial sample size is small, potential
immersive placement programme for bias
James Cook University, 2017 2017 Programme | High Education programme overview Specific to Australian system/context
Johnston et al., 2017 2017 Quantitative | High Reorientation of placement Physiotherapy student clinical
opportunities to increase rural placements only
offerings
Marks et al., 2017 2017 Quantitative | Medium Role substitution/skill sharing Medical>Physiotherapy (MSK)
specific
McGrail et al., 2017 2017 Geomapping | Medium Identification of features of Appears oriented to doctors’
community that attract workforce preferences
McKillop et al., 2017 2017 Mixed M’d | Medium Supports previous findings of Specific to single medical immersion
impact of immersion programmes | programme
Nixon, 2017 2017 Presentation | Medium Governance of rural generalism Medical perspective
O'Sullivan et al., 2017 2017 Quantitative | Medium Characteristics of rural specialists | Examination of medical specialities
only
Ross, 2017 2017 Quantitative | Medium Examination of identity of rural Single location (Otago, NZ)

nurses
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Paper Year Methods Relevance for Strengths Limitations
Research Question
(High/Medium)
Russell et al., 2017 2017 Sys. Review | High Synthesis of determinants of Limitations relating to targeted
primary care HP retention searches by profession
Bell etal., 2018 2018 Qualitative Medium Exploration of components of Very small sample size for
Rural Nurse Specialist roles interviews (n = 4)
Goodman et al., 2018 2018 Mixed M’d | High Expanded scope ED physiotherapy | Impacted by recruitment challenges
in rural setting
O'Connor & Hooker, 2018 2018 Sys. Review | Medium Physician assistants as extension of | Narrow perspective on skill sharing
rural workforce
Taylor & Glass, 2018 2018 Review High Impact of rural curriculum for Limited relevant literature available
pharmacy to link rural curriculum to choice of
rural workplace
McGirr et al., 2019 2019 Quantitative | Medium Examines outcomes of Rural Specific to medicine
Clinical School Program
Nixon & Lawrenson, 2019 2019 Editorial Medium Consideration of rural school Medically centric
model for Aotearoa
Taylor et al., 2019 2019 Mixed M’d | High Impact of rural placements on rural | Sampling bias is possible

pharmacy workforce
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2.4 UPDATING THE REVIEW

Following the data collection phase, and a slowing down of research activity, due to my
responsibilities as a health service leader during the coronavirus outbreak, and subsequent
pandemic response, I returned to the virtual stacks to undertake another search of the literature
in 2022. I utilised a similar approach to the first literature review, in that I used the following
keywords: Allied Health Professionals AND (Rural OR Remote) AND (Recruitment OR
Retention). I then added the additional keywords listed in Table 1 (see Section 2.2 above). As in
my previous search, I also looked at any references appearing in the bibliographies of the newly
sourced, relevant articles, which fit my search parameters. The date range for this secondary
search overlapped the previous search to identify anything suitable that may have been missed.
Where this search differed was through the use of a range of grey literature such as blogs
(Benzies et al., 2006) which led to additional literature beyond what had been sourced using the

library search engines.

Figure 4 illustrates the new search results, broken down into articles that included AHPs and
those that referred only to medicine or nursing professions, as was done in Figure 3 for the
initial literature search results (see Section 2.2.1). Excluded articles were again those that

focused solely on Kaiawhina, allied health assistants, or care workers.

Figure 4.

Subsequent Literature Search Results (Quantity)

Screened per profession = Selected for review

Nursing only n=4 m

Identification of potential literature

Allied, Scientific & Technical+
n==65

Medicine or Dental only
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These were critically appraised in the same manner as the first literature review, with strengths
and limitations of the study, as well as relevance (high/medium/low) considered using the same
criteria as was used in the first review. Table 3, on the following pages, provides an overview

of these papers.
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Table 3.

Subsequent Literature Search Results (Quality)

Paper Year Method Relevance for Strengths Limitations
Research Question
(High/Medium)

Brown et al., 2017 2017 Mixed M’d | High® Longitudinal Small cohort studied thus far

Haskins et al., 2017 2017 Survey Medium Included all health profession Urban cohort disproportionately
workforces on shift in each larger than rural participants
hospital in one 24hr timeframe

Hil et al., 2017 2017 Survey Medium Spread of ages and years qualified | Dieticians only

Irving et al., 2017 2017 Qualitative | High Focus on cultural competence Interprofessional subset — dental
with Indigenous populations team

McKillop et al., 2017 2017 Mixed M’d | Medium Demonstrated consistency of Medically focused | Small sample
decision making re rural practice | size
pre- and post-programme

Burgis-Kasthala et al., 2018 2018 Quantitative | Medium Exploring peer networks and Specific to medical students
resilience of rural students

Roberts, 2018 2018 Editorial High Highlights the disproportionate Specific to Australian health budget
funding of medicine in rural
health workforce strategy work

Axtens et al., 2019 2019 Qualitative High Perspective of relationship with Specific focus on osteopaths
“place” broader than “home”

Blattner et al., 2019 2019 Qualitative Medium Compared report/review Medical practitioners sole focus
documents and interview data

Johnson et al., 2019 2019 Qualitative Medium Majority of interviews with Single cohort study - dentists
people who had chosen not to
practise rurally

Wakerman et al., 2019 2019 Qualitative Medium Study focused on high workforce | Study only focused on one

turnover/Indigenous population

8 Articles that scored low for usefulness in relation to the research question are not included in this table

community
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Paper Year Method Relevance for Strengths Limitations
Research Question
(High/Medium)
environment, with cross-analysis
of international literature
Cosgrave, 2020a 2020 Qualitative High Findings have utility beyond the Focused on one state of Australia
specific study conditions only
Cuesta-Briand et al., 2020 2020 Qualitative Medium Examined career decision making | Specific focus on junior doctors
behaviours against validated
model
Denese et al., 2020 2020 Quantitative | High Longitudinal study of AHP and Lacked comparison/control group
nurse graduates
Furness et al., 2020 2020 Qualitative High Demonstrates the positive impact | Small cohort
diversity of caseloads (a feature in
rural settings) as students have on
confidence in first graduate role
Holloway et al., 2020 2020 Sys. Review | Medium Contextualised for countries with | Limited range of publication scopes
similar medical systems or types | Focus on doctors
Johnson et al., 2020 2020 Qualitative Medium Rural and Urban characteristics Single cohort study - dentists
tables
Konkin et al., 2020 2020 Qualitative Medium Examines clinical courage as a Only interviewed doctors
feature of rural practice
Kumar et al., 2020 2020 Qualitative | High Specifically focused on transition | Some professions 7 = 1
into rural practice
Malau-Aduli et al., 2020 2020 Qualitative Medium Profile spread of interviewees Specific focus on International
Medical Graduates in Queensland
Martin et al., 2020 2020 Qualitative High Examines specificity of rurally Specific to physiotherapists based in
focused practice Queensland
O'Sullivan & Worley, 2020 2020 Sys. Review | High Advocates for longitudinal studies | Time limitations of study may have
about outcomes of proposed impacted scope of material
solutions reviewed
Ogden et al., 2020 2020 Sys. Review | Medium Synthesis of 27 studies Specific to GPs
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Paper Year Method Relevance for Strengths Limitations
Research Question
(High/Medium)
Peel et al., 2020 2020 Qualitative Medium Large sample size Focus on localised training for GPs
in Queensland
Barker et al., 2021 2021 Mixed M’d | High Significant sample with variety of | Participants from state government
professions organisations predominantly
Beccaria et al., 2021 2021 Lit. review High Highlights role of relational Challenges test-ability of qualitative
connections for building health findings
workforce
Beeler, 2021 2021 Qual High Examines sole practice Sole focus - podiatrists
(Thesis) implications
Campbell et al., 2021 2021 Survey High Examined student placements Specific to Australia’s Northern
from the perspective of the impact | Territory
rural clinicians can have (AHPs &
nurses)
Cosgrave, 2021 2021 Qualitative High Application of WoP- Potential bias due to multiple roles
RIFramework of author
Couch et al., 2021 2021 Sys. review | High Supports previous review findings | Complexity of analysing qualitative
studies
Daniel et al., 2021 2021 Sys. review | High Themes consistent with other Specific to pharmacist workforce
systematic reviews
Jessup et al., 2021 2021 Mixed M’d | High Large, diverse cohort Specific to Tasmania, Australia
Lienesch et al., 2021 2021 Survey High First article on this topic I have Study limited to physio- and
found occupational therapists
McMaster et al., 2021 2021 Mixed M’d | High Additional analysis of AHRGP “Development positions” required
programme from a different specific candidates i.e. not
state’s perspective grads/advanced practitioners
Ramsden et al., 2021 2021 Lit. review High Generates foundation for Did not study link between digital
considering impact of digital learning & recruitment/retention
learning
Sutton et al., 2021 2021 Quantitative | High Supports rural origin/education Recruitment restricted to one

factor

graduating year at two universities
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Paper Year Method Relevance for Strengths Limitations
Research Question
(High/Medium)
Yisma et al., 2021 2021 Quantitative | High Tracks rural classification against | Limited focus of cohort (profession
presence of professions by & location)
volume
Beeler et al., 2022 2022 Qualitative High [lustrative pathway to attrition Sole focus - podiatrists
Beks et al., 2022 2022 Sys. review | High Examination of geographical Only looked at peer reviewed
classification systems | Majority literature
of Health Professions covered
Blattner et al., 2022 2022 Qualitative Medium Leadership focus rather than
profession focus
Dymmott et al., 2022 2022 Lit review High Focus on factors that Limitations to reviewed papers
support/impact retention relating to AHPs due to definition
specifically
Taylor et al., 2022 2022 Qualitative High Consideration of role theory From pharmacist perspective, rather
relating to interprofessional than the perspectives of all AH
practice professionals involved
Walker et al., 2022 2022 Sys. review | High Possibly first published review of | Limited available relevant literature

this focus in Aotearoa
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2.5 CONCLUSION

This literature review process was designed to provide the context from which to commence a
programme of research into an operational challenge in a remote health setting. The process of
engaging with the literature that has been described in this chapter was one that had two clear periods
and utilised the interpretive descriptive approach. The next chapter provides a synthesis of evidence
identified, firstly in the form of a published paper, and then by providing an overview on evidence

published since that publication.
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3 PUBLISHED LITERATURE REVIEW

This chapter comprises a published review in Rural and Remote Health (George et al., 2019). The
published review (Section 3.1 and 3.2) is then followed by additional updated commentary and a

conclusion (Sections 3.3 - 3.6).

The full citation for the article is:

George, J. E., Larmer, P. J., & Kayes, N. (2019). Learning from those who have gone before:
Strengthening the rural Allied Health workforce in Aotearoa New Zealand. Rural and Remote Health,

19(3), 1-9. https://doi.org/10.22605/RRH4878

The manuscript is included here with citations, figures and tables formatted consistent with the thesis.

A copy of the published article is found in Appendix B: Published Article.

3.1 PUBLISHED ARTICLE

3.1.1 Abstract

Context and issues: The pipeline for the allied health, scientific and technical workforce of
Aotearoa New Zealand is under growing pressure, with many health providers finding recruitment
and retention increasingly difficult. For health providers in rural settings, the challenges are even
greater, with fewer applicants and shorter tenures. As the health needs of rural communities increase,
along with expectations of uptake of technologies and the Ministry of Health’s strategy to ensure
care is provided closer to home, being able to retain and upskill the diminishing workforce requires
new ways of thinking.

Lessons learned: Understanding the activity that has been undertaken by medical and nursing
workforces in New Zealand and abroad, as well as the work of the Australian allied health
workforce provides context and opportunities for New Zealand. The challenge is for educators,
professional bodies, the Ministry of Health, and health providers to develop new ways of thinking

about developing a rural workforce for the allied health scientific and technical professions.
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3.1.2 Introduction
Healthcare delivery in rural and remote areas is challenging. It is challenging because the people
who live in rural and remote areas are few and far between, providing limited opportunities for
efficiencies in service delivery. It is challenging because there are perceptions about rural
communities having less: less to offer, less quality, less access. And it is challenging because rural
and remote health care looks different than urban health care, and that makes it difficult for urban
trained health professionals to imagine themselves working rurally, to understand how they will get
access to ongoing professional development, how they could contribute to research and innovation.
Because of these types of challenges, it can be difficult to attract health professionals to work in rural

areas.

Additionally, patient care has become more complex, due to an increasing ageing population and
increasing comorbidities (Ministry of Health, 2019). This has resulted in the increased specialisation
of all healthcare professions, and in-depth exploration of issues by each specific profession (Davies,
2000). Yet in rural settings, this increased specialisation is often unattainable, particularly for allied
health professionals, due to constrained resources, recruitment challenges and small numbers of
patients requiring input from any given specialty. It can also be unhelpful, with expectations from
professional bodies, communities, and educators, that all clinicians should have the opportunity to

specialise — expectations that cannot be met in communities with small populations.

The medical and nursing workforces in Aotearoa New Zealand have also needed to respond to these
challenges and take advantage of the opportunities available in rural settings. Working in partnership
with professional associations, unions, health boards and training institutions, they have developed
pathways and programs that aim to strengthen their workforces within the rural and remote settings
(Ross, 2017). Engagement with the New Zealand Ministry of Health (MoH) and other governance
systems, lobbying and influencing legislative processes and working in partnership with
internationally renowned think tanks such as the King’s Fund (Charles, 2017) have also given

weight to their efforts.
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Medical, nursing and allied health professions (AHPs) in Australia have worked to influence and
develop a robust network of health professions to serve the vastly distributed rural and remote
communities requiring health services (Dolea et al., 2010). Understanding the activities and impact
of these groups provides a lens for developing the AHP rural workforce in New Zealand, in ways
that are flexible enough to respond to the different needs of each rural area. As such this article aims
to provide an overview of health workforce development in New Zealand, highlighting
opportunities and lessons for future workforce development, and look abroad to what our AHP
colleagues have already learnt that could be of benefit to New Zealand rural AHP workforce

development.

3.1.3 Context
The West Coast District Health Board (DHB) serves the communities of the West Coast of the

South Island (Ministry of Health, 2017c). This DHB is the most rural of all DHBs as it does not
have any urban communities. The West Coast DHB covers over 23 000km’ and has a population

of 32 600 people (about 1% of the New Zealand population), equating to about 1.4 km’ per person
(Statistics NZ, 2017). The West Coast population differs from the national average, being slightly
older, with fewer Maori, a very low number of Pacific people, and a higher proportion of

population in the lower decile (Ministry of Health, 2017b).

The West Coast economy has historically relied on the export of raw materials such as gold, coal,
timber, and dairy products to provide employment within the district. In recent years tourism has
increased; however, most overseas visitors spend an average of only one night in the district
(Nathan, 2016). The health sector also provides a considerable number of jobs, with the West Coast
DHB considered one of the largest employers of the district, with more than 950 staff working
across the 13 facilities, and wider community settings, in full- and part-time roles (West Coast

District Health Board, 2017).

This district, as with other areas of New Zealand where mining operations have been key

contributors to the national economy, has a long history of being supported to recruit and retain
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health professionals, acknowledging both the risks associated with mining and the contribution
made to the national economy. Support has been in the form of additional bonded financial
incentives, which were provided to local health services via the various models of statutory health
provision (Quin, 2009). One of the most recent incentive models is the three-year Voluntary
Bonding Scheme (Ministry of Health, 2017b). This scheme, open to doctors, nurses and a small
number of midwives, sonographers, and dentists, supports 350 health professionals each year, to
work in hard-to-staff areas of the country. This scheme provides student loan repayments or cash
payments where no loan is held, set at around $10,000 for doctors, and on average $3000 for other
professions each year (World Health Organization, 2014). The scheme is overseen by Health
Workforce New Zealand (Health Science and Technical Workforces Working Group, 2013), a unit

of the MoH.

3.1.4 New Zealand health workforce development

The establishment of Health Workforce New Zealand (Health Science and Technical Workforces
Working Group, 2013) in 2009 was the result of a growing need for a coordinated response to the
pressures on the New Zealand health and disability workforce (Ministry of Health, 2016a), across
rural and urban settings. Health Workforce New Zealand is the primary provider of funding for
post-entry clinical training in New Zealand (Ministry of Health, 2016a). Honouring the work of
their predecessor, the Clinical Training Agency (Field et al., 2018), key priorities remained focused
on raising the number of New Zealand trained doctors and lowering the average age of the nursing

workforce through support for entry to practice for nursing graduates (Technical Advisory Services,

2017).

New Zealand has a significantly lower number of people entering medical training than the OECD
(Organization for Economic Cooperation and Development, 2017) average: 33.7 New Zealand
graduates per 1000 health practitioners compared to 37.5 across the OECD (World Health
Organization, 2014). Of these, only about 1% of medical students indicate a desire to work rurally

once qualified (Hsueh et al., 2004). Accordingly, much effort has been focused on supporting the
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training of the medical profession in New Zealand, increasing overall funded training places as well

as specific programs of rural focus (Nixon & Lawrenson, 2019).

The two medical schools in New Zealand, at University of Otago and University of Auckland, are
situated at either end of the country. Both offer pathways to support growth in rural and remote
workforces. To date, the strategies employed by medical training programs have been twofold. First
is working to identify those students who come from rural areas who meet the academic
requirements for medical training and offering them preferential entry into university. The basis for
this is that research, both in New Zealand and abroad, has demonstrated that those students from
rural areas are much more likely to practice medicine in rural and remote locations than those from
urban settings (Garces-Ozanne et al., 2011; Hsueh et al., 2004; Jones et al., 2009). Second, programs
aim to immerse medical students in rural practice; research has shown that medical students who
complete a portion of their training in a rural or remote setting are more likely to return to rural areas
to practice medicine (Garces-Ozanne et al., 2011; Shelker et al., 2014). Arguably, combining these
features should increase the likelihood that students will become rural medical practitioners once
qualified (Shelker et al., 2014). Yet despite these efforts, concerns remain that the supply of medical

practitioners for rural areas remains weak (McPherson, 2017; Thomas, 2017).

For the nursing profession, the last decade of the 20th century brought increasing difficulties for the
nursing workforce regarding recruitment and retention, alongside a growing realisation that the
workforce was rapidly ageing. It was also recognised that, for those seeking to employ new
graduates, the workforce shortages created a highly competitive environment between health
providers (Gage & Hornblow, 2007; Haggerty et al., 2010). Rural health systems and communities

were being hit hardest, with low numbers of graduates taking up rural employment opportunities.

In response to this, in 2006 the Clinical Training Agency commissioned a Nurse Entry to Practice
program to provide a sustainable workforce into the future (Haggerty et al., 2010). The program was
designed to support graduate nurses to develop into competent nurses, within a safe team nursing
environment. This program provides funding to DHBs to supplement the salary for each graduate

nurse during their first year of practice, and the bidding process for applicants and potential
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employees ensures a fair distribution of graduates across the country (Technical Advisory Services,
2017). Bidding requires new graduates to express their preferences regarding employment
placements and employers to register their requirements regarding number and skill mix of graduates

(Technical Advisory Services, 2017) .

Working alongside the medical and nursing workforces, the professions that make up the allied
health, scientific and technical workforce, known as allied health, are many and varied (Boyce,
2006). Most common are the therapy professions of physiotherapy, occupational therapy, dietetics,
speech-language therapy, and social work; and the medical imaging technologists and those who
work in the dental, pharmacy and laboratory settings. For the New Zealand public health system,
these professional groups are pivotal to the patient journey as they contribute to the
multidisciplinary make-up of healthcare teams (Weller et al., 2019). This collective of professions is
equivalent to around a quarter of the nursing workforce and is slightly smaller than the medical

profession, who are equivalent to one-third of the nursing workforce (Ministry of Health, 2017a).

In 2009 the Ministerial Review Group was set up to make recommendations to the Minister of
Health on the future direction of health and disability services in New Zealand. They identified
AHPs amongst the key workforces experiencing consistent and significant gaps in rural and
provincial areas (Ministry of Health, 2014). Despite that review, the primary focus of Health
Workforce New Zealand activity has remained on the medical and nursing workforce, with no

additional funding for AHPs.

There is limited research seeking to understand the social and political factors relevant to the current
distribution of funding by Health Workforce New Zealand, and in particular the lack of targeted
provision of AHPs inherent in these existing systems. Those who have reviewed the development
of the various New Zealand medical associations, and to a lesser degree the New Zealand Nurses
Organisation, capture a narrative of collective bargaining power and political influence (Bagg et al.,
2010; Gage & Hornblow, 2007), which may at least in part contribute to the medical and nursing

professions having more visibility in workforce strategy development.
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3.1.5 Specialism and extension of scope

The nursing profession have worked hard to demonstrate their professionalism and capability
across the scope of nursing practice, and are now making significant contributions as primary care
practice nurses, clinical nurse specialists and nurse practitioners within the general practice and
emergency medicine environments (Pearce et al., 2011). This increased professionalisation by
nurses has created opportunities for the substitution of doctors with nurses, and pharmacists in
some settings, and supplementation to the medical workforce (McKimm et al., 2013). In contrast,
opportunities to work to a wider scope by other health professional groups are yet to be robustly

explored (Angley et al., 2015; Barnes et al., 2017; Shen & Kelly, 2012).

There are many examples of the specialist areas of nursing and medical practice. For doctors, being
vocationally registered means having developed a specialist area such as obstetrics, anaesthetics or
more than 30 other vocations within New Zealand. This specialist registration allows doctors to
work independently, after completing an accredited postgraduate program (Medical Council of
New Zealand, 2017). Clinical nurse specialists have developed expert knowledge in the medical
specialty they are allied to, strengthened by their postgraduate study (Roberts et al., 2011). These
specialty areas include cancer, stroke, gerontology and orthopaedics (The University of Auckland
School of Nursing, 2017). Further study can also qualify them to become nurse prescribers in their
area of clinical practice; though both clinical nurse specialists and nurse prescribers require a level

of medical oversight and supervision that nurse practitioners are not required to have.

In 2003 New Zealand adopted the Health Practitioners Competence Assurance Act 2003 in order to
have one legislative framework across the health professions that provided protections to the public
in relation to health, safety and competency of health professions (Ministry of Health, 2018). This
opened the dialogue for many health professions previously without these policy protections and
requirements. Yet for some professions this was a missed opportunity to create a partnership both
across those professions that are allied to each other (Boyce, 2006) and with nursing and medicine.
This was attributed in part to the inter- and intra-professional rivalries that exist across individual

allied health professions as well as between nursing, medicine, and allied health, as well as across
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professions working within and beyond the scope of health. These rivalries are accentuated by each
profession’s use of different practice languages and jargon, clinical frameworks and views (Nicholls
& Larmer, 2005). For each, seeing themselves as autonomous professional groups, with a
commitment to demonstrating their profession’s unique contribution to the patient journey, appears
to have overridden AHPs’ desire to exercise more collective power within the health workforce

(Borthwick et al., 2015).

These rivalries and the desire to be recognised as autonomous professions has also driven an
increasing focus on advanced and extended scopes of practice, and the specialisation of professionals
within the various professional groups, registration boards and professional bodies (Borthwick et al.,
2015). For some AHPs the very nature of their professional training marks them out as specialists:
anaesthetic technicians, paramedics, orthoptists for example. For others, such as physiotherapists,
occupational therapists and dietitians, the path to specialist practice may not commence until after
the initial ‘core’ years of clinical practice. Examples of specialist practice include
neurodevelopmental physiotherapy, orthopaedic physiotherapy, paediatric diabetic dietetics, speech
pathology and hand therapy (Daker-White et al., 1999; Dawson & Ghazi, 2004; de Gruchy et al.,
2015; Desmeules et al., 2012; Goodman et al., 2018; Marks et al., 2017; Ruston, 2008; Saxon et al.,

2014; Thompson et al., 2016).

Each area of specialisation offers benefit to both the patient journey and to the efficacy of the
medical or surgical intervention, such as with musculoskeletal physiotherapy led orthopaedic
assessment and treatment programs which identify and offer intervention to those patients who may
otherwise require surgical intervention. Certainly, McKimm et al. describe these specialised or
advanced practitioners as professionals working at the interface between medicine and their own
profession (McKimm et al., 2013). Nevertheless, the expectations of the specialised or advanced
practitioners, special interest groups, registering bodies and the other disciplines they work with are
that the specialism and advanced practice is maintained through an exclusive focus of continuing
professional development into that specialist area. Yet this level of activity and focus is often out of

reach for rurally based practitioners.
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3.2 LESSONS LEARNED

3.2.1 Generalism and delivering health care to rural populations
For rural practitioners, who work within small and vastly spread populations, and who are expected
to work across the range of needs and patient types that present to the health service, maintaining
competency and specialism in multiple advanced fields of practice is time consuming and costly.
Additionally, it is very difficult for practitioners to maintain multiple specialist areas of practice
when their opportunities to put their knowledge into practice are far fewer than their urban

counterparts.

This suggests that generalism, specifically rural generalism (Nixon, 2017), is a better focus for
AHPs in rural areas who need to work across a diversity of people. How then do these practitioners
achieve the same recognition and standing with their peers that are afforded to their specialist
colleagues? Perhaps the tension here is just that: finding a way to recognise rural generalism as an

advanced scope in its own right.

3.2.2 Frameworks to support generalist practice
The creation of HealthPathways by the Canterbury District Health Board and wider adoption of
localised versions across many health systems in New Zealand, Australia and, more recently, the
UK and Canada have provided a framework that can support rural practitioners to maintain their
competence in navigating multiple speciality areas (Kenealy et al., 2015). HealthPathways are
locally agreed guidelines that are organised as an online manual, and they describe how particular
health conditions are managed within the local context to which they are applied (HealthPathways
Community, 2017). While initially designed for general practices, to aid community management
of patients, and activation of specialist advice and intervention, these online manuals have also

been designed for pathways within hospital settings (Canterbury District Health Board, 2017).

A number of articles have been written about the ability of HealthPathways to create the conditions
to guide ‘best practice, best use’ of the right clinical resource, which can assist in the rural setting

(Kenealy et al., 2015; McGeoch et al., 2015; McGeoch & Shand, 2015). In contrast Leggat et al.
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(2015) raise the debate that HealthPathways is at odds with professions who are trained to employ
critical thinking, and see themselves as self-regulating. Regardless, the current development of

pathways for AHPs would indicate more support than dissent.

Skill sharing and delegation offer another avenue for guiding the best use of the right clinical
resource. The Calderdale Framework (Smith & Duffy, 2010) is a workforce development tool that
has been adopted by the Directors of Allied Health, Scientific and Technical within New Zealand.
The framework ensures safe and effective patient-centred care and provides a clear and systematic
method for reviewing skill mix, developing new roles, identifying new ways of working and
facilitating service redesign (South Island Directors of Allied Health Scientific & Technical, 2015).
Initially designed in the UK to safely develop the skills of the non-regulated allied health assistant
workforce, its success in providing a competency framework with clear clinical task instructions
for delegation or skill sharing across the allied health workforce has seen its applicability extend

into the regulated and non-regulated nursing workforce in the UK (Smith & Duffy, 2010).

3.2.3 What can Australia teach us?

Australia, in parts much more rural and remote than the West Coast of New Zealand, has also
needed to address the challenges of AHP service delivery. They too have adopted the Calderdale
Framework (Smith & Duffy, 2010) with the state of Queensland having been most enthusiastic in
its implementation, and supportive to other states, and to New Zealand services adopting this
model (Nancarrow et al., 2013). A considerable amount of quality research and activity occurring
across rural and remote Australia can guide the New Zealand AHPs (Boehm et al., 2017; Boshoff
& Hartshorne, 2008; Bourke et al., 2012; Boyce, 2006; Burgis-Kasthala et al., 2018; Conomos et
al., 2013; Greater Northern Australia Regional Training Network, 2013; Leys et al., 2017; McGirr

etal., 2019; O'Toole et al., 2010; O'Toole et al., 2008).

One way that the Australian AHP workforce has adapted to meet the needs of those rural and remote
communities is through the expansion and extension of scopes of practice. This has been achieved
through interprofessional practice, skill sharing and delegation (Pelham et al., 2016). McKimm et al.

(2013) have described the benefits of expanded/extended scope to include increased productivity,
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reduced wait, and reduced cost. Australia has also been able to implement a number of AHP-led
models of care, such as in Queensland, where various professions work as first contact practitioners,
in settings such as emergency departments, and ear nose and throat outpatient, orthopaedic and

neurosurgical specialist outpatient clinics (Clinical Excellence Division, 2016).

Partnering with education providers has also been a key success factor for strengthening the health
professions working within rural and remote Australia. Recognising the need for a better connection
between education and health, Health Workforce Australia led a nationwide discussion to shift the
‘business as usual’ approach towards a sustainable integrated program (Crettenden et al., 2014). This
resulted in nationally coordinated action between government, industry, and education, alongside the
various professional bodies that would better meet community needs. In turn, universities such as
James Cook University and Queensland University of Technology have developed collaborative
programs aimed to fill both current and projected future workforce challenges (James Cook

University, 2017).

The Greater Northern Australia Regional Training Network has developed a rural and remote
generalist allied health project to ‘support the development of clinical training models for allied
health professionals’ (Greater Northern Australia Regional Training Network, 2013) as it recognises
that the lack of understanding of the tasks required by these professionals in rural and remote areas
was limiting the ability of educators and organisations to provide training and resources, or design
effective models of care (Greater Northern Australia Regional Training Network, 2013). The
postgraduate program designed for early career AHPs that emerged from this work has created a
pathway to develop practical, work-integrated skills that support the needs of rural and remote

communities (James Cook University, 2017).

3.2.4 The future of health workforce education in New Zealand
A not dissimilar theme appears within the MoH literature, where there are references to Health
Workforce New Zealand proposing the creation of more generic roles such as rehabilitation
practitioners, who would be ‘more effective’ (Ministry of Health, 2014) than specific roles such as in

physiotherapy or occupational therapy, particularly in harder-to-staff and smaller workforce areas.
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The literature proposes streamlining learning across AHPs to allow for members of the allied health,
scientific and technical workforce to ‘gain new skills or switch disciplines without having to start
from scratch’ (Health Science and Technical Workforces Working Group, 2013; Ministry of Health,
2014). The literature proposes development of a health sciences degree with elective papers for
specific therapeutic interventions — something not currently available in the New Zealand education
environment — in a form that is within the scope of the Health Practitioners Competence Assurance

Act.

Taking what has been learnt, from the examples above, and leveraging this learning within the
context of the current MoH New Zealand Health Strategy (Ministry of Health, 2016b), has
potential. Certainly, the strategy appears to have some strong preventative and population health
aspects, which could be interpreted as advantageous to the advancement of AHPs. Action 24 of the
strategy specifically states that we must ‘identify ways to best use the skills and expertise of the
allied health workforce’ (Ministry of Health, 2016b) as well as work in partnership with other
ministries, including education, to ensure that workforce development enhances diversity, capacity,

capability, flexibility and sustainability through succession planning (Ministry of Health, 2016b).

This health strategy is not markedly different from the last, nor from the activity occurring
elsewhere in the health system (Ministry of Health, 2016b). Given this and given we have not
necessarily seen a parallel shift in allied health roles, some consideration needs to be given to the
role of the MoH in bringing this to fruition and strengthening and optimising use of the allied
health, scientific and technical workforce. At a recent Health Informatics New Zealand
Conference, the Accident Compensation Corporation (ACC) (Mulligan et al., 2012) CEO Scott
Pickering (Pickering, 2017) spoke about the ways that ACC is transforming, including their
commitment to working in partnership with physiotherapy education providers, to ensure they are
preparing graduates for ACC’s activity. While partnerships are key, preparing a workforce for a
narrow specialist scope such as that of physiotherapy within the ACC-funded accident and injury

space will continue to silo and restrict professions and add to the challenges for rural recruitment.

63



Conversations with education providers suggest they are also committed to a broadening of
professional practice rather than just further specialisation. The University of Otago, for example,
is committed to extending and enhancing their Rural Health Plan (Division of Health Sciences
Rural Working Party, 2015) to reflect the necessity for interprofessionalism, generalism and a
breadth of scope, and fluidity within professional partnerships for rural healthcare workers who
‘work closely together and often share caseloads’ (Division of Health Sciences Rural Working
Party, 2015). Together with the Auckland University of Technology and the University of
Auckland, they aim to find ways to ‘do things differently and better’ (Rural Medicine School Well
Intended But Misplaced, 2017), including exploring the potential to further extend the scopes of

practice of nursing and other health professions.

3.2.5 Where to next?
An examination of the strategies that have been utilised by the medical and nursing workforces
within New Zealand is useful in helping AHPs to understand the politics and areas of leverage
available when strengthening the voice of AHPs at national and district levels. So too does an
examination of the development of rural allied health practice in Australia, where rural generalist
postgraduate training is creating opportunities for a variety of AHPs (Greater Northern Australia

Regional Training Network, 2013; James Cook University, 2017).

The traditional, hierarchical models that continue to exist within health systems have been disrupted,
in part, where the necessity of rural service delivery has required it. Rural medical generalists, rural
nurse specialists and rurally focused urban specialists delivering care remotely via telehealth are a
testament to how the power is starting to shift (Lucas et al., 2016). Realising ways for AHPs to meet
the needs of rural populations is key to the survival of allied health within the public and private
health settings, and indeed the survival of locally based health services. These rural populations,
usually small, present limited opportunities for the development of specialist practice and limited
funding to provide the higher staffing levels needed to travel significant distances, to see small
numbers of patients. Working collaboratively and in interprofessional ways leads to better health

outcomes (Makic & Wald, 2017), creates efficiencies and enhances the professional development
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and enjoyment of the clinicians involved (Dimas et al., 2016).

Unless the various and markedly separate AHPs are willing and able to live within the duality of
professional clinical autonomy and collective professional identity, the opportunity to develop cross-
disciplinary partnerships, embrace interprofessionalism and build workforce capabilities seems
largely unachievable. How then do other professions, whether as a collective, such as the allied
health, scientific and technical workforce, or individually, such as physiotherapists developing a
rural generalist scope overseen by their registering body, create further shift? What questions do we
need to ask next, as a workforce? And who do we need to engage with and work in partnership with
to ensure that the allied health workforce of the future will have the skills and knowledge required to
support the health and wellbeing of rural and remote communities? And lastly, for now, should this
work be for AHPs collectively, or should our focus be on ways that AHPs, nursing and medical staff
can share the power, share the clinical activity, and truly place ourselves around our patient, who is

at the centre of what we do?

With workforce shortages, changing community expectations and new ways of working
developing rapidly, AHPs in Aotearoa New Zealand have an opportunity to lead the change
required for rural health care. Partnering with our nursing and medical colleagues and learning
from our colleagues in other countries who are working to solve these issues for allied health as
well, offers an opportunity to positively influence national strategy as well as targeted

development of the rural AHP workforce.

3.3 FURTHER REFLECTION FROM UPDATED REVIEW

Having ascertained the approach for the majority of literature available during the time period of the
first review, it seemed appropriate to build my research in a way that would capture the thoughts,
feelings and beliefs of rural and remote AHPs directly. This would offer a different way of
considering the challenge of recruitment and retention; one that is grounded in what those who work

in rural and remote places tell us. Additionally, given the dearth of literature relating to AHPs in
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Aotearoa, undertaking research directed at this population would bring significant impact, regardless

of the study findings.

When the subsequent literature review was undertaken in 2022, it was pleasing to see that the
available literature was growing in terms of approaches, perspectives, and backgrounds of authors
(see Table 3). Key learning from this additional published literature is described in more detail below
in Section 3.5. Since publication in 2019, academic interest in strengthening the rural and remote
allied health workforce has grown. Having been unable to find any articles relating to strengthening
this workforce in Aotearoa for our original literature search during 2017-2018, it was great to source
two papers published in the subsequent years. Of these, one is a scoping review “to determine what is
currently known of the AH workforce in rural Aotearoa” (Walker et al., 2022, p. 259), and the other
utilised a qualitative descriptive approach to understand podiatrists’ perceptions of working rurally

(Beeler et al., 2022).

Offshore, this body of work is also growing. Replication of our literature search of articles published
prior to 2018 was conducted in 2022 and a further 30 articles relevant to AHPs were identified,
compared to 59 during the initial search. This is a notable increase in literature over the last five years
which is heartening. Most of the literature continues to be from Australian authors and contexts
(Axtens et al., 2019; Barker et al., 2021; Beccaria et al., 2021; Beks et al., 2022; Brown et al., 2017,
Campbell et al., 2021; Cosgrave, 2020a, 2021; Couch et al., 2021; Daniel et al., 2021; Denese et al.,
2020; Dymmott et al., 2022; Furness et al., 2020; Irving et al., 2017; Jessup et al., 2021; Kumar et al.,
2020; Lienesch et al., 2021; Martin et al., 2020; McMaster et al., 2021; O'Sullivan & Worley, 2020;
Ramsden et al., 2021; Roberts, 2018; Sutton et al., 2021; Taylor et al., 2022; Yisma et al., 2021).
Despite issues of recruitment and retention in rural areas of AHPs being experienced worldwide, there
were only four new relevant articles relating to Aotearoa, compared to 15 in the initial search. Across
all literature there continues to be a balance between research focused on education (pre-qualification)

and employment (post-qualification).
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3.4 LIMITATIONS OF REVIEW

This review includes articles from diverse communities, and a wide range of health and disability
systems. This diversity was important, because rural communities are diverse and so are the range of
professions within the collective known as Allied Health, Scientific & Technical (AHST). This
diversity also meant that the spread of article topics lacked quantity within each topic area. Due to the
relative scarcity of literature in any specific topic, all methodologies and epistemologies were
included. Starting out broadly, and then using additional specific keywords, allowed me to broadly
sweep relevant fields of research. Still, this somewhat organic approach to identifying relevant papers
may mean that not all relevant articles were identified. Additionally, taking a learner researcher
approach to literature searching meant that some search strategies were not discovered until later
when the search was updated in 2022 (see Chapter Two, Section 2.4). One example of this is the use
of academic blogs, and the citations and links used in those articles such as at

attractconnectstay.com.au or optimizingruralhealth.org.

3.5 KEY LEARNING

This process of engaging with the literature relating to the recruitment and retention of health
workforces, in Aotearoa and abroad, and more specifically on allied health workforce literature,
identified a number of key areas of interest. First, at the time of the initial literature search (2017),
there was no literature specifically relating to recruitment and retention of AHPs authored in
Aotearoa. Between 2017 and 2022, three articles about rural AHP recruitment and retention, including
my own published review, had been published (Beeler et al., 2022; George et al., 2019; Walker et al.,
2022). The concentration of literature from Aotearoa continues to focus on the medical workforce,
primary care specifically, though is again not large. Fortunately, much can be gained from the
research emerging from our Australian AHP research counterparts. With similarities between the rural
regions in Aotearoa and the regional areas in Australia in aspects including population density,
demographics (such as age, socio-economic status) and local health service availability, parallels can

be drawn from Australian research findings.
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Second, the literature over both time periods has shifted from a predominance of quantitative research
and systematic reviews to more qualitative research engaging with those working and leading front-
line rural and remote health care delivery. The most common topic of research relates to the education
of the future AHP workforce, with a range of articles exploring the structures of rural clinical
placements (Brown et al., 2017; Johnston et al., 2017; Taylor & Glass, 2018; Taylor et al., 2019;
Walker et al., 2018) and experiences of those hosting and undertaking rural clinical placements (Craig
et al., 2014; Gum et al., 2013; McKinlay et al., 2016; Mortimer et al., 2019; Pelham et al., 2016; Prout
et al., 2013; Racic et al., 2019; Shannon et al., 2005). This research has found that student experiences
of rurally based health education were largely positive, increasing their understanding of rural
communities and their likelihood of working in a rural or remote setting in the future. Of more
importance clinically was their finding that undertaking a component of clinical placement in a rural
or remote community prepared students to better understand a broader range of vulnerable

populations, an essential component of culturally sound clinical practice (Prout et al., 2013).

A third key area of interest is the subset of literature considering the role of specialism, generalism
and extended scopes of practice. This literature considered what rural clinical care looked like from a
disciplinary approach, often described as Rural Generalism. The term rural generalism “refers to a
service, or to a position, or practitioner delivering services that respond to the broad range of
healthcare needs of a rural or remote community” (Services for Australian Rural & Remote Allied
Health, 2023). Within the literature, it most commonly appears as being a medical scope of practice
(Nixon, 2017); reflective of the longevity of the rural generalist medicine tradition internationally,
rather than because rural generalism is only a medical scope of practice. While not as well advanced,
programmes to define and develop rural generalism in nursing, midwifery, pharmacy and the allied
health therapies are increasingly featured within the literature (Bell et al., 2018; Lyle & Barclay,
2015; Marshall & Aileone, 2020; Swain, 2014; Walker et al., 2022). The literature is growing with
evidence to support the potential of rural generalism to achieve better outcomes for rural communities

(Allied Health Professions' Office of Queensland, 2015; Blattner et al., 2019; Lyle & Barclay, 2015;
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Worley, 2023). The career pathways rural generalism creates for AHPs may offer an additional

attraction to working rurally.

Given the increase of research activity relating to AHPs in rural communities, and to reducing health
inequity for rural and remote New Zealanders, more locally produced literature is now available. So,
too, has the volume of literature grown in Australia and further afield. This has come with a shift
towards more engaging research, aiming to highlight what is happening on the ground, what has been

tried and what is worth trying again or instead.

Collectively, it adds strength to both the call for more to be done to develop, recruit and retain AHPs,
as well as the acknowledgement that this is a complex problem which requires a range of solutions
including linking and co-ordinating existing strategies (Wakerman et al., 2019). The insights provided
within the literature as to how other countries and other professional groups have approached the
challenges of attracting and retaining health professionals to rural and remote areas offer tangible
strategies to assess with AHPs in Aotearoa, and those seeking to employ them. For Aotearoa, the gap
of knowledge remains as to what is required for this wide-ranging set of professions, to be willing and
able to work in rural and remote locations. The current model of funding and support for the training

of health professionals is impacting on this challenge.

3.6 CHAPTER SUMMARY

This chapter has drawn together the original literature review, published in 2019, with a further
review undertaken to capture all of the research that has emerged between that time and the
finalisation of this manuscript. It has found that, while more people are placing research attention and
activity on the gap in knowledge about how to successfully recruit and retain AHPs in Aotearoa’s
rural and remote health systems, more is still needed. Without Aotearoa-specific research to draw on,
we will continue to look to our near neighbours in Australia, and further afield to gain insights from

their research efforts.
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4 METHODOLOGY

4.1 INTRODUCTION

In this chapter, I will articulate the key principles, aspirations and objectives that informed the
methodological direction of my research. This chapter also sets out a theoretical orientation to my
thesis. I will describe my ontological and epistemological position and how my methodological
approach has been designed to provide robustness, rigour, and respect for the data and those who have

shared their stories and experiences.

4.2 SEEKING TO UNDERSTAND

At the beginning of our research careers, the “how” of research was described as the tools, the
frameworks, and the devices we use to collect data, such as questionnaires. When asked, “What
methodology are you using?” the most common response was either quantitative or qualitative, or a
mix of the two—mixed methods (Creswell, 2018). James (2015) uses an iceberg metaphor to illustrate
that methodological design is the combination of tools/instruments, methods, methodology, ontology,
and epistemology. In the metaphor, James (2015) reminds us that while we can only see the methods
of a piece of research, namely the tip, or about 10% of the iceberg above the water, the study or
“ology” underpins the methods (methodology), how we know things (epistemology), what is real
(ontology) and what is valued (axiology). If we were to carve off a section of this research iceberg, we
would again only see a tip or around 10% of the new iceberg; it requires its entire make-up to function

or float, as is the case with a real iceberg (James, 2015).

Each of these “ologies” are distinct and all are required to scaffold the research question. Daniel and
Harland (2018) offer a starting point for thinking about ontology and epistemology as follows:
“Ontology is synonymous with our personal beliefs, views and values and epistemology is about the
ways we come to know something” (Daniel & Harland, 2018, p. 33). It is by understanding our own
answers to each of these ologies that we can build research that will be meaningful, ethical, and

replicable, through our choice of methodology. Methodology is concerned with the potential and
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limitations of the various techniques, procedures, or methods of scientific enquiry (Grix, 2002). This

journey of understanding could be described as linear, as illustrated in Figure 5 below.

Figure 5.

Interrelationship between the Building Blocks of Research
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Politics, 22(3). https://doi.org/10.1111/1467-9256.00173. Copyright 2002 by Political Studies

Association. Reprinted with permission.

Grix (2002) challenges us to exercise caution when defining methodological design as having a
directional relationship between these key building blocks. Rather, it is worth considering that the
methodological design process is a circular one, where we develop our personal beliefs, values, and

views by considering what there is to know. The design process explores how we can deepen or

expand what we know, identify the best methods to acquire this knowledge, and apply the mechanics

of the method to collect the required data, which will provide new insights into what is out there to

know, bringing us full circle again.

Understanding each of these components helps us to describe the systematic thinking we set out to

apply to the chosen topic or research question. This is described as the research philosophy, the way

in which we aspire to invoke curiosity (O'Leary, 2017). When considering the challenges rural health

providers face in recruiting and retaining clinical staff, it is useful to consider how curiosity has been

invoked thus far.
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Through my analysis of existing literature (Chapter Three), I was able to identify some specific ways
curiosity has been applied to the question of how to overcome these recruitment and retention
challenges in rural and remote health settings. As described previously, the literature specific to the
recruitment and retention of AHPs in rural areas is limited, with GNARTN (Greater Northern
Australia Regional Training Network, 2013), and the Queensland government predominating (Allied

Health Professions’ Office of Queensland, 2013, 2014, 2015, 2017).

While not evident at the beginning of my own research endeavours, over the course of the last five
years researchers have shared findings gained through in-depth qualitative interviews (Beeler et al.,
2022; Brown et al., 2017; Cosgrave, 2020a; Cosgrave et al., 2018a; Kumar et al., 2020). These pieces
of research all appear to take a constructivist approach; acknowledging that the reality of the
experiences being studied are co-created between the researcher and participant, the latter being the
focus of the research (Guba & Lincoln, 1994). I would argue that this approach, of learning from
those who directly experience working as AHPs in rural and remote areas, is essential. Without asking
those who are making the decisions to come, stay or go, recommendations for the recruitment and
retention of staff may miss the mark. Therefore, I recognised that choosing a constructivist

epistemological approach was important.

As a researcher, my personal values, professional background, and rural connections influenced my
choice of philosophical approach. I explore these in more depth in the next chapter (see Chapter Five).
My philosophical approach is strongly informed by my social justice values (my axiology),
specifically Social Justice Theory (Liamputtong, 2009). This theory is, like I am, concerned with
equity, access, participation and rights, all significant values of my profession and brought into focus

in the context of rurality.

With so many repositories of knowledge worth bringing to the research question, being able to
approach multiple areas in a very open, unstructured way and use the knowledge gained to bridge

these perspectives may be the best approach to uncover a theory strong enough to inform changes to
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the way New Zealand funds, educates, supports, and empowers the allied health workforce to work in

rural and remote settings.

4.3 FINDING METHODOLOGICAL FIT WITH THE RESEARCH QUESTION

The challenges facing rural and remote health care, although well documented (Bourke et al., 2012;
McGrail et al., 2013; Russell et al., 2013), have yet to find robust and lasting solutions, at least in
terms of well-evidenced research. For those employing AHPs, there is even less to be found in
academic literature, or policy reports which can guide health providers, educators and policymakers
who wish to resolve the chronic shortage of staff and high turnover. Understanding the perspectives of
those who may hold the answers to the challenges of recruitment and retention of allied health

professionals in rural and remote locations is a driver for this research.

Within the Aotearoa context, those most likely to hold answers to why rural and remote health
services are constantly challenged in relation to allied health staff recruitment and retention are likely
to be the staff themselves; including those currently and previously employed and those exploring but
yet to join rural and remote health teams. Gaining insights from these groups requires a methodology
which centres on the participants’ experiences, and recognises how these are shaped by cultural and
social factors (Guba & Lincoln, 1994). This research aims to explore what matters to allied health
professionals working in a rural/remote health setting (or having worked in one) and, as a result, to
develop insights for future recruitment and retention strategies. Exploring these features may assist in
strengthening the rural workforce pipeline. With this in mind, several methodological options were
considered including Grounded Theory (Glaser & Strauss, 2017), Action Research Theory (McNiff,

2013), Case Study Research (Yin, 2014) and Interpretive Description (Thorne et al., 1997).

4.4 CONSIDERING METHODOLOGICAL OPTIONS

The first of the methodological options considered was “Grounded Theory” (Glaser & Strauss, 2017).
The grounded theory approach aims to develop theories from the data, rather than approach the data

with a hypothesis in mind. Glaser and Strauss (2017) proposed that it was better to immerse oneself in
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the data, gathered through interviews and observations, rather than setting out to prove or disprove a
hypothesis. In grounded theory, the researcher moves back and forward throughout the data analysis,
comparing and coding the themes which are “emerging”. These codes are then mapped via
relationships to each other to ultimately define the overall theory or core phenomenon as well as

causal conditions, strategies, and consequences (Charmaz, 2014).

While some research has been undertaken as to why rural areas struggle to recruit and retain health
professionals, there is little clear evidence of a comprehensive understanding of what the problems
are, as defined by the professionals themselves, the governing bodies, politicians, or academics.
Grounded theory’s aim of discovering the problems from those perspectives—and, furthermore, to
find out how those people would define solutions (Smythe, 2012)—provides an opportunity to better

understand “what’s happening here?”” (Glaser, 1978).

“Action Research Theory” was also considered because it is open-ended, or iterative, and allows
continual cycles of change, reflection, and learning (Koshy et al., 2011, p. 6). It places the researcher
inside the research, rather than as an observer looking in from the outside (McNiff & Whitehead,
2011). The methodology of action research provides a systematic approach to looking at the
behaviour of the researcher and participants, in this case AHPs working in rural and/or remote
locations, as it relates to the research topic and the reason(s) for that behaviour. It provides a form of
self-evaluation, as the researchers progress through cycles of activity to achieve change within their
studied environment. Ultimately, action research aims to empower those on the front-line to take

action to improve their practice, rather than being subject to the research of others (Lewin, 1946).

“Case study” research (Yin, 2014) was the third qualitative methodological option considered. This
methodology employs a strategy of investigating an existing, real life and often complex issue using
multiple sources of evidence (Harrison et al., 2017). This means that the research is happening within
the actual context where the phenomena being studied are occurring. By doing this, the researcher can
notice and take into consideration all of the contextual factors, all those relationships, activities and

circumstances that are going on as well (Hancock & Algozzine, 2016, p. 15). The case study approach
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may be descriptive, exploratory or explanatory and be focused on the process, or the outcome; asking
“What is going on? How was it done?” or “Does it work?” (Hancock & Algozzine, 2016, p. 39). Case
study methodology is often used when there is little known about the phenomenon, and therefore
more structured approaches such as structured interviews, questionnaires or surveys cannot be

designed, as it is not clear which questions to ask (Harrison et al., 2017).

The final qualitative option considered was “Interpretive Description” (Thorne, 2016). This
methodology focuses on creating a broad, contextually situated description and understanding of a
particular phenomenon based on the viewpoints and experiences of the individuals involved. With
origins in the clinical profession of nursing, this pragmatic approach supports researchers to develop
knowledge about human phenomena, such as experiences of health and illness, without sacrificing
theoretical or methodological integrity (Thorne et al., 1997). This methodology is not prescriptive,
and encourages researchers to utilise the most appropriate design techniques available from across the
full range of qualitative approaches—whatever will support the research question and maintain the

integrity of the purpose of the study (Thorne, 2016).

Interpretive Description was developed in recognition of the fact that existing methodological tools
were being woven together by practitioner researchers when one method alone could not meet the
needs of their clinical research. It also arose out of the recognition that there was a tendency to rely on
a range of philosophical and methodological traditions from outside the discipline, rather than
acknowledging the depth of disciplinary theory and learning that the researcher could build on

(Thorne et al., 1997).

Having considered these four options, it was useful to compare each methodology to determine which
would offer the best fit with my topic and research questions. The pros and cons of each approach in

relation to my aims and purpose are included in Table 4 on the following page:
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Table 4.

Comparison of Methodologies for Best Fit with Topic and Research Question

Methodology Advantages to using this approach | Disadvantages to using this approach
for my study for my study
- Takes a “what’s happening - Sample sizes can be very large
Grounded Theory here?” approach to studying

(Glaser & Strauss,
2017)

people’s experiences

Predominantly gathers data
through interviewing

Allows the researcher to become
completely immersed in the data
rather than examine it with a
hypothesis in mind

- Time and resource intensive

- Difficult to define parameters and
potential impacts on participants at
the outset

- Primary focus on process and theory
development, rather than producing
applied knowledge/tangible
recommendations for practice

Action Research
Theory

(McNiff, 2013)

Open-ended, allowing for
continual cycles of change

Collaborative approach

Positions researcher within the
research

- Requires a clear plan of action to be
identified prior to commencement of
study

- Requires intensive investment by
participants as co-researchers

- Transferability can be an issue

Well set up to examine processes

- Researcher subjectivity can be an

Case Study Research . . issue, particularly where a cohort is
- Allows for multi-case design . .
] as varied as allied health
(Yin, 2014) - Suitable for examining professionals are
documents as well as . . . .
. . . - Requires onsite observations which
interviews/observations . .
would limit diversity of participants
due to geographical location and
dispersion
- Allows for the collection of rich |- Limited resources for situating
Interpretive and detailed descriptions methodology
Description

(Hunt, 2009; Thorne,
2016)

Real-world applicability

Centred on participants’
experiences

Flexible

Focused on generating practice-
oriented findings

Values and legitimises existing
disciplinary knowledge and
practice experience as part of the
research process

- Less commonly known methodology,
making it challenging to be supported
to use

- Can create uncertainty as to the
degree of interpretation required
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Each of these methodological approaches offers effective tools to examine the research question, and
each have strengths and weaknesses in relation to my research question and aspirations. Having
explored these options, I decided to use Interpretive Description (Thorne, 2016) given it provided a
pragmatic approach, and supported the intended direction of the research; to discover strategies and
apply these to improve the recruitment and retention of allied health professionals in rural or remote

settings.

4.5 TAKING A PRAGMATIC APPROACH | INTERPRETIVE DESCRIPTION

Interpretive Description seeks to access an important kind of knowledge about human subjective
experience (Thorne, 2016). This research methodology was developed by Sally Thorne and
colleagues and aims to support clinicians to undertake research, within their sphere of practice, which
is meaningful and produces findings which are applicable within that practice setting (Thorne et al.,

1997).

As its name suggests, this methodology emphasises the importance of interpreting the data within its
context. As researchers, we are required to go beyond describing the data to instead both understand
and interpret the meaning within it. This allows us to develop a detailed and nuanced description of
the phenomenon we are studying (Thorne, 2016). Recognising and working with the contexts of what
is being studied—whether that is the clinical, cultural, social, or historical context—is also important,
in order to understand and describe contextual issues, as the methodology requires. Interpretive
Description recognises that clinical researchers commonly look for meaning and explanation that will
support improved clinical care, rather than being satisfied with a description of the phenomenon alone

(Thorne et al., 2016).

Interpretive Description is a deliberately flexible approach which draws from a range of methods and
tools commonly ascribed to methodologies such as grounded theory, ethnography, and
phenomenology. Interpretive Description is described as a pragmatic methodology due to its aim to
produce findings with application to real-world clinical practice. For this reason, the research question

needs to be situated within the practice setting, the data taken from the practice setting and interpreted
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in the context from which it was taken, so as to generate new knowledge for that context (Thorne,

2016).

Interpretive Description research takes place within the context where the phenomenon occurs and
sets out to see the phenomenon in its natural state (Lincoln & Guba, 1985). Furthermore, it supports
researchers who are drawn to understand all of the detail; the who, what, where, when and how that
makes up the phenomenon being researched (Sandelowski, 2000). Descriptively capturing the

phenomenon provides one component of the approach.

Data analysis is initially based on the coding of data and “memoing” by the researcher. This activity is
overlaid by an interpretative inquiry where the researcher is challenged to constantly question what
they are seeing; “Why is this here? Why not something else? And what does it mean?”” (Thorne et al.,
2016, p. 7). This provides the framework to uncover themes, leading to new insights, while
maintaining integrity and credibility due to the epistemological rigour of the analytic process.
Strategies that scaffold this rigour include checking understanding with participants, peer debriefing

or academic supervision and drawing from multiple data sources (Thorne, 2016).

Interpretive Description assumes that knowledge is socially constructed and subjective. It requires us
to acknowledge the context from which we produce our findings and recognise that our own
experiences and assumptions can influence how we interpret the data. Interpretive Description also
recognises that social phenomena are complex and multi-faceted because of being shaped by social,
cultural, and historical contexts. Recognising the importance of these contexts is key to understanding
our study, as is recognising that they can influence how we interpret the data (Thorne, 2016). These
epistemological and ontological assumptions are relevant for my research. This is because, as a health
leader within a rural context, I am invested in learning how to improve the recruitment and retention
of allied health professionals. Maintaining cognisance of these assumptions throughout the study will
support me to ensure I am challenging my pre-existing understandings, checking my own assumptions
and being as responsive to the data as possible, rather than being influenced by the contexts that have

shaped my desire to address this area of research.
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Theoretical scaffolding is an important component of Interpretive Descriptive methodology, in that it
ensures the researcher knows themselves as well as knowing the existing knowledge and literature on
the desired area of study (Thorne, 2016). The latter is achieved through conducting a literature review,
as | have presented in Chapters Two and Three. The former aspect of theoretical scaffolding—
knowing myself as researcher—requires an understanding of my positioning and practice experiences,
which are examined in the next chapter (see Chapter Five). Moreover, it requires me to reflect on how

my identity as an AHP informs not only my view of the world but of the research process itself.

As Interpretive Description aims to deliver quality research which will make sense of something that
is already understood by clinicians, it also operates within the real-world context of health care that is
as diverse and changeable as the humans within it. Therefore, the intended outcomes of an interpretive
descriptive study are to offer a “tentative truth claim” (Thorne et al., 2016, p. 4), which can extend
insight into practice decisions, informing clinical reasoning and resonating with the clinical instincts

of our audiences (Thorne, 2016).

4.6 QUALITY AND RIGOUR IN INTERPRETIVE DESCRIPTIVE

While Thorne (2016) is very clear that Interpretive Description methodology does not provide a road-
map for research methods, it does provide the researcher with the concepts, procedures and principles
that allow us to defend the worth of our research on more than simply our word (Thorne, 2016).
Thorne argues for an appropriate level of credibility in both research design and reporting. This can be
achieved by ensuring that the research design is scaffolded by both the evaluative criteria of
qualitative research and a solid foundation of the disciplinary domain within which we are seeking
knowledge (Thorne, 2016). This supports health researchers to meet clinical and professional
obligations, in terms of recognising the moral responsibility researchers have to ensure the findings

could reasonably and safely be applied to real-world situations.

Interpretive Description methodology sets out four quality principles to support rigour and
trustworthiness. These principles are coupled with a moral obligation that behoves health science

disciplines to be of benefit to individuals and the collective (Thorne, 2016) beyond the usual standards
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of qualitative research. The first principle is Epistemological Integrity (Thorne, 2016, p. 233) whereby
there needs to be clear resonance between what we want to research and how we want to research it,
as well as a comprehensive understanding of the point of view from which the research approaches
the question. These components ensure that the findings fit logically with the research process and are

therefore credible.

My research design supports this principle in that I want to know, “What matters to AHPs in
rural/remote contexts?” I am researching this question by asking relevant AHPs and we are
approaching this question from the perspective of rural/remote health leadership. The research design
is also underpinned by my professional, rural, and clinical identity, which I describe in more depth in
the next chapter (see Chapter Five). Through recognising what I bring to the research design, I am
able to identify how aspects of my self have contributed to developing the research questions,
constructing meaning from the data and unintentionally impacting on the process of research in

undesirable ways (Thorne, 2016, p. 79).

The second principle is Representative Credibility (Thorne, 2016, p. 234). This requires the researcher
to demonstrate they have considered the research question and gathered the data from a multitude of
perspectives, viewpoints or “angles of vision” (Thorne, 2016, p. 234). Through gathering data from a
range of professions, and drawing on literature both locally and internationally, as well as both
relating to AHPs and other professions, the aim has been to develop knowledge that accounts for these
multiple views. However, this aspect of credibility should not be reached by striving to have a
sufficient volume of participants, nor by giving priority to those with the most status. Instead, Thorne
(2016) recommends we use thoughtful and transparent sampling logic, which I have described further

in my methods chapter (see Chapter Six).

Analytic Logic, the third principle, needs to be demonstrated comprehensively; as Thorne notes
researchers cannot simply reassure the reader that they have used an inductive reasoning process
(Thorne, 2016, p. 234). Being descriptive to explain our reasoning is an essential part of the process

by which we illustrate, with our data, what we have learned. Evidence of this inductive reasoning is
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laid out in subsequent chapters of findings, practical implications and discussion (see Chapters Seven
to Nine), which will also demonstrate observance of the final principle, Interpretive Authority
(Thorne, 2016, p. 235). This requires the researcher to demonstrate their trustworthiness in
interpreting the data for the reader to have confidence in the findings and to be able to engage in the

data themselves, in ways that support that confidence.

This study has been designed to respond to these principles of rigour and trustworthiness, to
understand how to create a rural and/or remote work environment where people choose to work. It
asks the people who do, have or are considering work in these environments what matters to them.
There is a clear connection between what is unknown and who might know. The sample size allows
multiple views to be taken in the collection of data. The use of “appreciative inquiry” (see Section
4.7) is intended to reduce tensions created by perceived power. The research design can be logically

described and, when reported, is done in ways that are meaningful and believable.

4.7 APPRECIATIVE INQUIRY | VALUES TO DRAW FROM

“Appreciative Inquiry” is a philosophy developed by David Cooperrider as a component of his
doctoral defence, and was oriented to organisational life (Cooperrider & Srivastva, 2013). It is based
on the concept of the “heliotropic effect”; that is, that plants grow towards their light source (Arundell
et al., 2021). Cooperrider argued that with the use of open-ended questions and focus on strengths,
people would be able to respond with stories, engage in conversation and collaborate with their

organisations to disrupt existing practices of focusing on deficits (Sharp et al., 2018).

Described interchangeably as a tool, a philosophy, a method and a methodology, Appreciative Inquiry
utilises a four-phase inquiry process, known as the 4-D model: Discover, Dream, Design and Destiny
(Griggs & Crain-Dorough, 2021). This process is intended to adhere to specific tenets. These are that
inquiry begins with appreciation, that it is relevant to the system within which it is being utilised, that
it is collaborative, and that it creates new knowledge which is both relevant and compelling (Dewar et

al., 2020; Jefford et al., 2021).
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Rather than using the specific methodological four-phase inquiry process, I have drawn on the tenets
of Appreciative Inquiry’s values in a way that weaves strengths-based inquiry with my own
professional and personal values. I explore this further in the next chapter (Chapter Five) where I

provide more context to my personal orientation towards the values and principles of Appreciative

Inquiry.

4.8 OVERVIEW OF STUDY DESIGN

Table 5 (see below) provides a high-level overview of my study design and approach to addressing
my research question and aims, pulling together each of the aspects of methodology used in my study

that I have discussed in this chapter, and introducing the methods that will be discussed further in

Chapter Six.
Table 5.
Overview of study design
.. Understanding the complexities of recruitment and retention of Allied
Thesis title

Health Professionals in rural health settings

What do Allied Health Professionals (AHPs) identify as the attractive aspects
Research focus of living and working rurally? How could this inform how we recruit and
retain AHPs in rural and/or remote health settings?

Axiology Social Justice Theory
The study of | 1nformed by values of equity, access, participation and
the nature of | \ohts and focused on noticing the diversity of values which
value exist within the area of research (Liamputtong, 2009)
Ontology Relativist

Theoretical

worldview Nature a”fl Recognising that reality is constructed through our lived
Jorm of being | oy periences and interactions with others
Epistemology | copgtructivism
Nature of Understanding that reality is co-constructed between the
knowledge researcher and participants whose individual experiences are

the focus of the research
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Methodology

How do we know
the world, or gain
knowledge of it?

Interpretive Descriptive (Thorne, 2016)

Designed to qualitatively examine applied practice, from a disciplinary
perspective, to address complex, experientially determined questions

Appreciative Inquiry (Cooperrider & Whitney, 2005)

Focuses on the strengths, successes and positive aspects of people and
systems to support effective change

Sampling

The selection of
a subset of the
population of
interest in a
research study

Population: General sample

e Adult (over 18), allied health professional with rural or remote health
care experience (self-selected)

Purposive Sampling

This sampling technique supported the selection of participants which meet
the research purpose based on specific criteria, which included seeking
diversity of:

. allied health professions
o ethnicity
° location in Aotearoa New Zealand.

Information Power (Malterud et al., 2016)

This framework guided the determination of sample size, based on the
research question, analytical approach, and quality of data

Methods

A series of steps,
or collection of
methods, taken to
acquire
knowledge.

Recruitment Survey and eligibility screening

https://aut.aul.qualtrics.com/jfe/form/SV d0G6tsykbp4ijNX

Software Used: Qualtrics™ (Qualtrics, 2018)

Semi-Structured Interviews (Appreciative Inquiry)

Guided by open-ended interview questions (see Appendix C: Interview
Guide)
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https://aut.au1.qualtrics.com/jfe/form/SV_d0G6tsykbp4ijNX

Reflexive thematic analysis (RTA) with the goal of identifying patterns of

Dat lysi
ata anatysis meaning within the data (Braun & Clarke, 2022)

4.9 CONCLUSION

The Interpretive Description methodology has been chosen as the most appropriate methodology
because of its pragmatic approach to examining challenges within the practice setting. The main aim
of this research is to identify the features that are most attractive to AHPs living and working in rural
and/or remote communities, to inform recruitment and retention strategies. Through understanding the
features that relate to AHPs seeking or maintaining employment, we can improve the recruitment and
retention of this workforce, thus contributing to the improvement of services and health outcomes
within underserved rural and/or remote communities. Utilising Interpretive Description methodology
supports this aim, paying attention to each individual interviewed as well as identifying patterns and
themes across individuals, professions and locations (Thorne et al., 1997). It also aligns with who 1

am as a researcher, clinician, and citizen of rural communities.
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5 POSITIONING SELF IN INTERPRETIVE DESCRIPTION

This chapter takes up the challenge of positioning myself within my research, and will describe
Thorne’s reasoning for this challenge, as well as the perspectives that have shaped my approach to
this research. As the previous chapter has explained, Thorne developed Interpretive Description to
support the “fundamentally complex and messy” (Thorne, 2016, p. 11) pursuit of knowledge that can
advance clinical practice and a profession’s scope and impact. Inherent in this approach is a
recognition on the part of the researcher that their own discipline brings with it a certain way of
viewing the world. Also inherent is a sense of critical reasoning developed from the academic rigour
of the qualification(s) associated with that discipline, and its application in practice. Thorne cautions
us to gently hold this disciplinary orientation so that we can think as “wildly” (Thorne, 2016, p. 166)
as possible; whether in reviewing the literature, or as we come to know our data and construct

meaningful patterns through our analysis of that data.

When I embarked on this research journey, I did so as a health leader working in a rural location, as I
have shared in Chapter One. | had identified a practice problem; ongoing challenges recruiting and
retaining AHPs to my services. I had already begun to explore practical options to improve this
situation, but this curiosity-driven inquiry felt loose, broad and lacking in credibility. The opportunity
to apply formal inquiry to the problem, by way of the Doctor of Health Science programme at AUT,

provided a container for my curiosity and a structure, through Interpretive Description.

In getting to know that structure, and in particular Thorne’s challenge to researchers to “position your
study within the disciplinary orientation that shapes it” (Thorne, 2016, p. 60), I had a growing sense
that my disciplinary orientation does not only originate from my clinical social work discipline, but
also from my experience as a health leader working in a rural setting. These three key areas (social
work, health leadership, rurality) critically shape who I am as a researcher as well as a practitioner.
Further reflection was warranted to better articulate how who I am contributed to my understanding of
the literature and therefore how I developed the research question. In this chapter, I provide a

reflective account of each of these three aspects to make explicit my positioning and the role that
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these perspectives have had as I have navigated data collection and analysis to reach the conclusions I

offer.

5.1 DISCIPLINARY | SOCIAL WORK

The social work understanding of “person in environment”, coupled with our commitment to
relationships and connection, underpins the way I engage in my responsibilities as a colleague,

clinician, and leader.

Social work is a practice-based profession and an academic discipline that promotes social change
and development, social cohesion, and the empowerment and liberation of people. Principles of
social justice, human rights, collective responsibility, and respect for diversities are central to
social work. Underpinned by theories of social work, social sciences, humanities and indigenous
knowledges, social work engages people and structures to address life challenges and enhance

wellbeing. (International Federation of Social Workers, 2023)

Historically, practices in social work approached working with clients by identifying and overcoming
obstacles, solving problems that stood in their way, and connecting clients with resources that they did
not possess (Kelly & Gates, 2010). By working instead to discover and use their strengths, assets, and
resources, we can offer clients an opportunity to reframe their experiences. This is the basis of
strengths-based practice, an approach that is holistic; taking into account a client’s abilities and
circumstances in their entirety, and multidisciplinary working with others in the client’s own networks

as well as professionals (Baron et al., 2019).

The Recovery Model in mental health utilises a strengths-based approach to focus on a client’s
abilities, strengths, and resources to enable them on their journey towards recovery (Rapp, 2011; Xie,
2013). Aotearoa was an early adopter of the Recovery Model in mental health services, and the
model’s translation into practice was in its infancy when I undertook my clinical training placements
in mental health services in the early 2000s (O'Hagan et al., 2012). This provided me with great

opportunities to learn the value of taking a strengths-based approach, as I had occasions to compare
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and contrast client engagement and outcomes when a strengths-based approach was used versus when
client behaviour was pathologised or a deficits approach was used. The strengths-based approach also
aligned with my values of appreciation and fairness, in that it offered space to get to know the client,

reflect back to them aspects that were valuable rather than rely solely on the assessment of others.

Over the course of my social work and leadership career, I have used the strengths-based approach to
shape how I work clinically, and in my engagement with staff and colleagues. When I was introduced
to the Appreciative Inquiry approach (Cooperrider & Whitney, 2005) on my return to Aotearoa, while
working in a mental health non-government organisation (NGO) as part of the Canterbury earthquake
recovery, I quickly saw the synergy with strengths-based practice. I commenced my Masters research
during that time, and began to incorporate the Appreciative Inquiry “cycle” (Cooperrider & Whitney,

2005, p. 21) into both research and service delivery.

In preparing the novice researcher to undertake data collection through interviews, Thorne counsels us
to understand our strengths and weaknesses, and be prepared to unlearn the practices we have
developed for clinical conversations, positioning ourselves as a “neutral facilitator” and “curious
learner” (Thorne, 2016, p. 140). The role of neutral facilitator is inherent in social work as well, yet
the role of social worker within agencies shapes or narrows our curiosity as we work to achieve the
organisation’s goals or hold the client’s goals at the centre despite the organisation’s wishes.
Reflecting on how I have been pulled towards the goals of my organisation when recruiting and
retaining staff was a critical component of readying myself to engage with my participants in a neutral
way. So, too, was finding a balance between this neutrality and the component of my disciplinary self

that would aid my role as curious learner; namely, my commitment to social justice.

The broader social justice aspect of social work, whereby social workers challenge social injustice and
pursue social change (particularly in relation to vulnerable groups), was not something I consciously
articulated as an aspect of my professional self in my leadership role. The wisdom of hindsight offers
the links between the research aim to make life better for people in rural and remote communities and

two important dimensions of social justice—fairness and equality (O'Brien, 2009).

87



These are also woven within the context and perspectives brought to this research. So, too, are other
common features of social work such as systems theory, solution-based approaches and person-

centred care (Fry, 2010), topics also emerging in the health leadership and management literature.

5.1.1 Privilege

My identity as a Social Worker has been shaped by the study of oppression, dehumanisation, and
social justice. Within the Aotearoa New Zealand context, that includes the value of Kotahitanga®,
calling us to focus on “challenging injustice and oppression in all its forms, including exploitation,
marginalisation, powerlessness, cultural imperialism and violence” (Aotearoa New Zealand
Association of Social Workers, 2019). This training, overlaid on personal values of fairness and
transparency, has meant I have intellectually been mindful of inequity, racism, and bias. Translating

this knowledge into an embodied anti-racist practice was challenging.

In 2020, events in the United States, involving police violence towards Black people, created a global
movement for White people to take action to consider their privilege and how the way that privilege is
used is impacting on those with Black bodies, brown bodies, people from cultures or religions
associated with colour. For me, this kickstarted a conscious journey to recognise my own privilege—
White, able-bodied, Catholic upbringing, university educated, healthy, financially independent,
professionally qualified—and to start to translate what I had already learned about inequity, racism

and bias into my leadership, clinical practice, and citizenship.

When I considered the environmental or geographical privilege I had, and how it related to the focus
of my doctoral research, I recognised that while I had been born rurally, and raised by rurally raised
parents, I had a lot of privilege. This privilege came from living in the city during the stages in my life
that allowed me to benefit from city schooling, from being able to get an after-school job, which led
to the privilege of car ownership, funding for university, the privilege of being able to live at home

while attending university, and student placements. For rural children who remain in rural or remote

9 Kotahitanga is translated as unity of purpose, solidarity and coalition (Ryan, 2012)
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areas, even those from families with financial privilege or the privilege of parents who support
university education, many of the opportunities I listed are not available to them. Notably, there are no
tertiary providers in rural areas. Rural children may not have role models to demonstrate or allow
them to believe they can pursue a university education. These barriers to learning and growing within

their own context are therefore significant.

Becoming more mindful of how my privilege creates voids in my curiosity and critique has been a
fundamental challenge and opportunity afforded to me through the DHSc and by a wide range of
social justice commentators and influencers. I am grateful for both my privilege, and the ways I can

use it to hold space for the voices of rural and remote communities.

5.2 LEADERSHIP

My health leadership has always felt informed by my clinical discipline of social work, in terms of the
inter- and intra-personal skills I utilise to lead, empower, and provide supervision to front-line leaders
and staff. The ways that we are raised as leaders, just like the ways that we are raised as clinicians,
leave an indelible mark on how we engage in our work. With the social work underpinnings discussed
above, learning to lead within a recovery-focused industry and using strengths-based leadership
principles (Rath & Conchie, 2008) provided a safe and supportive environment to develop leadership
skills that are people-centred. It also allowed me to focus on maximising the experience and strengths
of the workforce, individually as well as collectively. Just as it informed my clinical practice as a
social worker and novice researcher, Appreciative Inquiry (Cooperrider & Whitney, 2005), a model
that promotes self-determined change through a focus on the strengths that exist rather than the

weaknesses, became part of my leadership kete'.

In the busy context of a ward, hospital, or health system, looking for the problems or gaps so they can
be plugged is commonplace. This can translate into the way that leaders approach their workforce; as

challenges, rather than opportunities. Whenever I have fallen into the mindset of focusing on what is

10 Kete means basket, kit or bag and is used here (and in common usage) as the abbreviated form of kete aronui or basket of
knowledge and skills (Ryan, 2012)
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wrong with someone, I have quickly found I lose connection with my sense of self as a leader and
sense of wellbeing as a human. I have also found that in some settings, if I engage with my staff from
a strengths perspective and speak of them in this manner, my approach can be dismissed as
Pollyannaish, or excessively optimistic. Appreciative Inquiry provided the theoretical underpinning to
explain and justify my approach, although I did not convince everyone! Being clear on what
principles and perspectives inform my leadership, even when other leaders think they should be

different, has been a key component of my development as a leader.

While I have not drawn on Appreciative Inquiry as a methodology using the “4-D cycle” (Cooperrider
& Whitney, 2005, p. 21), the general tenets of Appreciative Inquiry were formative to shaping the
development of my research question, “What do AHPs identify as the attractive aspects of living and
working rurally?” As previously described, Appreciative Inquiry complements a strengths-based
approach and, as such, it felt like the right lens with which to frame the goal of the research; that is, to
understand how AHPs can be successfully recruited and retained in rural and remote health settings,

rather than focusing on barriers to recruitment and retention.

My strengths-based orientation is also woven through the interview questions which invite the
participants to share their vision for the future. As later chapters describe further, using strengths-
based language with participants promotes conversations that could support the development of
hypotheses, to translate what is learned from the data into the possibility for meaningful change. This
is something I have observed time and again during supervision or mentoring sessions, where

individuals have discovered they have resources which will support their goals.

My leadership approach is also underpinned by the tenet of social justice I mentioned earlier. As a
professional leader for the collection of workforces that make up the Allied Health, Scientific and
Technical professions, drawing on the social justice focus to achieve fairness and equality of
treatment and outcomes for those workforces has been paramount to my leadership approach. In a
health system that is still very hierarchical, being able to demonstrate a fairness of treatment across

the varied AHST professions also models how the system should treat all professions. Championing

90



the rights and recognition of these professions is also an important research aim, given the scarcity of

research evident in the literature relating to AHP workforce in rural areas.

5.3 RURAL CONNECTIONS

At a rural health conference in 2019, a presenter elicited a laugh from the audience when he said, “If
you have seen one rural community [pregnant pause], you have seen one rural community”. Of
course, this is funny because people who live and work in rural and remote communities really do
believe that their community is unique. On the West Coast, this is amplified whereby the people in
Buller believe that people in Greymouth are vastly different, and different again are our South
Westland or Grey Valley neighbours. This is despite them being considered one region from a system

and organisational perspective.

Where you are less likely to get disagreement is in the perspective of rural people that those in the
larger city centres think rural communities are backwaters and the people less capable, less worldly,
or less valuable (Baker & Hess, 2019). While this perspective is inherently untrue, infamous incidents
like that of former Prime Minister Helen Clark referring to Coasters as “Feral” (Young, 2001) have

left a legacy.

While raised mostly in urban settings, I had the good fortune of being born rurally into an extended
family network where rural lifestyles were prominent. Aunts and Uncles on both sides of my family
lived on farms as employees, and my father was employed as a top-dressing pilot until he joined the
police force; a career that stationed our family in a rural community in my last years of primary
school. Holidays were predominantly spent in one rural community or another with family or friends,
helping out at shearing time, hand milking, collecting kaimoana'!, learning to drive a tractor in a
straight(ish) line or generally running free on the land. When back at home in the city, watching “A

Dog’s Show” (NZ On Screen | Iwi Whitiahua, 2023), especially on the nights my Uncle was

1 Kaimoana means seafood (Ryan, 2012)
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competing, was a highlight. My connection to land, being in wide open and remote places, and a

familiarity with rural and farming culture shaped me as much as my inner-city Catholic education.

My rural context created the conditions for this research, and the lens developed throughout my
childhood of the value and the challenges of rural ways of life helped me to navigate the data
collection. My background and the views of my rural family and friends also influenced how I
constructed my expectations of rural life and communities, which required awareness, curiosity, and

challenge as I held interviews, analysed the data, and engaged in the process of developing themes.

5.4 CONCLUSION

Recognising how the ways we view the world are unique to us and are shaped by the context and
values of our discipline, our function and connection to whenua'? is essential in Interpretive
Descriptive endeavours. As this chapter has articulated, situating myself within my disciplinary,
leadership and rural subjectivities enabled me to begin a practice of mindful awareness within this
research context. It enabled me to recognise that I weave many parts of myself into the inquiry — both

in terms of my research focus and methods.

12 While whenua has more than one translation, in this instance it means land (Ryan, 2012)
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6 METHODS

This chapter presents a comprehensive overview of the methods employed in this study. First, I will
introduce the research design utilised in this study; the aims, participants, and recruitment processes.
Then I will describe how the data were collected and analysed. I will conclude with an exploration of

the potential research impacts and how these were scaffolded to support and enhance the study aim.

6.1 RESEARCH AIM

As I outlined in the Introduction (Chapter One, Section 1.1), the purpose of this study was to explore
the reasons why allied health professionals choose to work in rural/remote areas in Aotearoa, by
understanding what they identify as attractive aspects of living and working rurally. By understanding
this, it is hoped that I will be able to articulate strategies to support rural and/or remote health systems

to better recruit and retain AHPs.

6.2 RESEARCH QUESTION
What do Allied Health Professionals (AHPs) identify as the attractive aspects of living and
working rurally? AND How could this inform how we recruit and retain AHPs in rural and/or

remote health settings?

6.3 ETHICS APPROVAL

Approval to conduct this research was granted by the Auckland University of Technology Ethics
Committee (AUTEC 18/424). A copy of this approval is in Appendix E: Ethics Approval. Locality
approval was also obtained from recruiting localities. Key ethical considerations relevant to this study

are discussed later in the chapter.

6.4 ELIGIBILITY FOR PARTICIPATION

People were eligible to participate if they were a registered AHP, as described in the Health
Practitioners Competence Assurance Act (2003) or the Social Workers Registration Act (2003), and

self-identified as having recently worked (within the last five years) in a rural or remote setting, were
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currently working in such a setting or were actively seeking work in one. It was believed that
participants self-identifying in this way would be able to speak to their experience of seeking
employment and being employed in rural/remote settings, with recency providing consideration of

contemporary health system and political contexts.

To clearly signpost for people to self-select into the study, I was deliberate in the language I used in
the recruitment advertisements (see Appendix F: Study Advertisement), in the request email sent to
organisations who might promote the research (see Appendix G: Request to Promote Research Email
and Appendix H: Professional Bodies Contacted to promote research), and in where I advertised.
Each set of correspondence included a clear link to the technology platform (Qualtrix™) which held
more information about the study and information about the ethics approval process. Contact details

of the research team were prominently placed for ease of access.

6.4.1 Exclusion criteria

People were excluded if they identified as a profession other than allied health, such as midwife (n = 1
applied to join the study but had to be declined). Because the designation of “rural/remote” was not
clearly defined at the time of recruitment, as I described in the Introduction (Chapter One, Section

1.4), people were not required to prove their rural/remote status to participate.

6.4.2 Recruitment

Potential participants were recruited through multiple sources including through advertising via social
media and organisational newsletters, reaching out to existing professional networks (see Appendix
H: Professional Bodies Contacted to promote research), emailing DHB and primary health
organisation (PHO) networks, and word of mouth. Information flyers were designed (see Appendix F:
Study Advertisement), which provided an overview of the study, contact details for myself and my
principal supervisor, and a QR code and weblink. This QR code and weblink directed potential
participants to a Qualtrix™ survey (see Appendix [: Qualtrics Recruitment Survey) where they were
able to learn more about the study and to register their interest in participating. A more in-depth

information sheet was provided on the site (see Appendix J: Participant Information Sheet -
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Interviews). This information sheet was also provided to potential participants who wanted to retain a
copy of it separately from the survey. It was also used for any organisation requiring locality approval

prior to them promoting the research.

Qualtrix™ (Qualtrics, 2018) is an online survey software available to AUT researchers, providing a
secure platform for collecting and holding personal information. In this case, it was used to capture
initial consent to be contacted and to collect data that could support screening for eligibility, and
which could be used to inform sampling decisions (described further below). With that in mind, key
demographic information was captured including gender, age, ethnicity, qualification(s), registering

body, years of clinical experience, time spent working in a rural health setting and when (year).

Five of the people who volunteered to participate worked for either the West Coast DHB, where I am
employed or Canterbury DHB, our transalpine partner. Those potential participants were invited to
discuss their participation with one of the supervisors of this research, as independent parties, should
they wish to. This provided a safe space for them to discuss any concerns and reduce risks relating to
coercion. They were also made aware through the consenting process that their decision to participate,
or not, would not impact on their role in any way and that they could contact the AUT Ethics

Committee at any time, should they have concerns.

6.5 SAMPLING

The sampling approach utilised for this study was purposive sampling (Emmel, 2013; Malterud et al.,
2016; Palys, 2012). Purposive sampling is a method used when the population being studied is small.
It is used to ensure that the size of the sample, or group of participants, is sufficiently large and varied
to meet the aims of the study. It requires researchers to be reflexive, so as to recognise what data are
being collected, and what perspectives are missing or needed, throughout the data collection process
(Emmel, 2013). I used this approach to ensure [ would achieve diversity across a range of key
characteristics within my participant group with an explicit focus on diversity of representation and
experience. To achieve this diversity, I reviewed the list of potential participants and initially offered

interviews based on the desired characteristics, which are outlined next.
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To determine the size of the sample, I drew on Malterud’s Information Power model (Malterud et al.,
2016) which challenges us to ensure our sampling methods are “as robust and defensible as possible”
(Malterud et al., 2021, p. 68). This approach offers five factors to consider: (1) the study aim, (2) how
specific the sample is, (3) the use of established theory, (4) quality of dialogue between the researcher
and participant, and (5) variation within the sample (Malterud et al., 2021). The factors provide
guidance for sampling design to optimise information power, thereby lowering the required number of

participants.

These factors translated into my research as follows. The research aim was to identify the attractive
aspects of living and working rurally for AHPs, to inform recruitment and retention of that cohort in
rural and remote settings. My desired sample was AHPs who currently live and work in rural and/or
remote health settings, or have recently done so. I aimed to recruit at least six participants who were
newly hired in rural/remote locations and at least six participants who had been working in a
rural/remote area for more than one year. I also aimed to recruit participants who were considering a
role in a rural/remote location, and those who had recently left a rural/remote role. This would allow
me to speak with a wide range of AHPs throughout rural Aotearoa, and at varying stages of their
career. In speaking with such a range, I hypothesised that I could produce transferable findings that

were not specific to a geographical location, professional group or generation.

I also aimed to recruit participants who were representative of the broad allied health workforce, in
terms of profession, gender and ethnicity. These aspects speak to the potential for variation in the
sample, as defined by Malterud et al. (2021). The remaining two factors were the use of an established
theoretical framework—in this case, Interpretive Description (Thorne, 2016)—and the quality of the
dialogue between the researcher and participant. As a novice researcher, and interviewer, this last

factor was potentially the weakest.

Considering these factors, it was determined that setting a sample range that allowed for
diversity/variation and specificity within the sample, and that was large enough to accommodate any

weakness within the dialogue factor, was essential. As Interpretive Descriptive studies can have
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samples of almost any size (Thorne, 2016), application of the theoretical framework in that specific
sense was appropriate. In addition to Malterud’s criteria, I took into consideration what sample size
would be manageable within the DHSc timeframe. With all these things in mind, I aimed to recruit
between 18 and 24 participants, giving me sufficient information power while also ensuring a sample

size manageable within the context of my DHSc.

6.6 PARTICIPANT SELECTION

The following table (Table 6) illustrates the range of professions, locations, genders and ethnicities of
the people who volunteered to participate in the study via the Qualtrix™ survey (Appendix I:
Qualtrics Recruitment Survey). As very few of the fields in the survey were mandatory, a number of
the potential participants’ demographics were unknown initially (see Table 6 below). During the
screening of these unknown respondents, some were discovered to be midwives and whanau ora
navigators, who were not eligible to participate based on this study’s inclusion criteria, outlined
earlier in this chapter. This reduced the potential pool of participants to 42, with n = 3 found to be

ineligible based on profession.
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Table 6.

Potential Participant Characteristics

Professions Count Gender Count
Psychologist 1 Female 35
Music Therapist 4 Male 6
Social Worker 18 Other incl unknown 4
Physiotherapist 4
Dietitian 1 Ethnicity
Occupational Therapist 2 African 1
Dental Therapist 1 British 1
Speech Language Therapist 1 North American 1
Pharmacist 2 European 1
Unknown 11 Maori 7
Pacifica 1
Location Pakeha New Zealander | 26
North Island 24 Unknown 7
South Island 14
Unknown 7

As Table 6 illustrates, 45 people indicated their interest in taking part via the Qualtrix™ survey
(Appendix I: Qualtrics Recruitment Survey). As this was a much larger group than required, the
sampling strategy described above was utilised. Selecting participants that came from a range of
professions, as well as a variety of geographical contexts across Aotearoa, provided a picture of the
collective profile of participants from the outset of recruitment and allowed ongoing recruitment to be
targeted at any gaps. With some allied health professions being especially difficult to recruit and
retain for rural communities, such as psychologists and pharmacists, I was motivated to include

participants from those professions (Te Pou o te Whakaaro Nui, 2018).
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It was also important to include participants from across as many regions as possible, because of
expected variation in perspectives of what “rural” is across Aotearoa. Having participants from a wide
range of rural areas across the nation was also key to gaining an understanding of the unique sets of
features and challenges relevant to this topic that each community has; therefore, exploring the

diversity and breadth of experience across settings was important.

Selecting participants who represented the diversity of gender and ethnicity across Aotearoa’s AHP
workforce was also important, while acknowledging that reliable data about the demographic makeup
of these professions is challenging to obtain. After reviewing the first tranche of volunteers’ data and
making initial contact with all the volunteers, it became clear that a balance would need to be found
when selecting participants. This was because participants are representative of a number of criteria,
so selecting for one can create imbalance in another area. An example of this was gender; one

profession had 95% of the volunteers who identified as male.

In practical terms, this sampling strategy was applied by first contacting all those who had
volunteered who were the only representative of their profession in the sample pool. Where several
people from one profession had volunteered, those first contacted were living in parts of Aotearoa

where there were not yet other participants.

Twelve volunteers agreed to be interviewed as a result of this initial selection process. A further six

participants were added at various stages throughout the data collection phase to address sampling

gaps.

6.7 DATA COLLECTION | QUALITATIVE INTERVIEWS

Conducting individual, face-to-face, semi-structured interviews was the primary method of data
collection, undertaken exclusively via videoconferencing. These interviews were audio-recorded to
provide a record of the interview and to enable verbatim transcription. I conducted the majority of

interviews unless the interviewee was known to me in my employed capacity. An independent
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interviewer was used for those interviews, in acknowledgement of the conflict relating to my dual role

as the primary researcher and clinical leader of AHPs in that DHB.

Semi-structured interviews are a common tool utilised for data collection in Interpretive Description
studies. This is because the questions can be used as a basis for the interview, without restricting the
purposeful dialogue (Hunt, 2009). A selection of topic areas underpinned but did not limit the scope
of the interviews (see Appendix C: Interview Guide for a full copy). Interviews were anticipated to
take between 60 and 90 minutes, and interviewees were informed of this as part of the recruitment
process. In practice, most interviews were between 45 and 60 minutes. These were conducted using
Zoom™, the free videoconferencing platform, which has the functionality to record the session in

both video and audio forms.

The interview process was designed to gain an understanding of how the participant chose an allied
health profession, whether other people influenced or supported their decision-making, and what led
to them working rurally. I was interested to explore how participants made decisions more broadly,
not only just about where they worked, and to get to know them by learning about what drew them to
their profession. This offered insight into how much of their decision to work rurally was based on
their upbringing (such as how decisions are made), their personality or the strategies of potential
employers. The questions then explored what is attractive about where and for whom people work;
with prompts on topics such as environment, educational opportunities, social network, role type, and
terms of employment. These prompts were chosen as they featured in recruitment and retention, and
workforce wellbeing literature. It was important that the interviewer did not lead the participants as it
was important that their perspectives and experiences were heard, rather than be limited by the
interviewer’s perceptions or assumptions. While many of the questions could be read and responded
to without any connection to rural or remote settings, prompting once the initial question was
answered was used to then draw further discussion on their rural or remote experience specifically, if
that was needed. Gathering data in this way allowed a fuller picture of the participants’ perspectives

and experiences to be gained, whether they were different in urban or rural contexts or similar.
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Table 7 illustrates examples of the questions used to explore the various features of interest. A

working copy of this question sheet with annotations can be found in Appendix D: Interview

Questions Sheet (with markups).

Table 7.

Examples of interview questions

Features of Interest

Examples of Questions

Participant’s decision to become an AHP

How did you decide to become a ### (their
specific profession)?

What attracted you to that profession?

Participant’s experience of rural/remote health

Is your current job based at home or do you
TRAVEL there, did you move there?

How did you choose this role?

Key features of jobs

Thinking about jobs you have had, or that close
friends or relatives have had, that were great,
what were things about those jobs that made
them appealing, that made you feel most
engaged and effective?

Supporting decision-making

Can you tell me about a person who has helped
you make a decision that turned out well?

What advice did they offer?

What did you value about their contribution?

Professional satisfaction

What are the three things you would most want
to see happen during your professional career?

Research question

What do you think it will take to overcome the
challenges of recruitment and retention in
rural/remote areas?

Do you agree with the literature that says people
need to be born or trained in rural areas to
choose to work rurally?
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Using videoconferencing technology allowed far more flexibility with scheduling interviews, as the
participants could offer times and dates in or out of work hours to fit their schedules and it was not
reliant on when travel could be booked for the researcher. As a backup measure to the Zoom™
recording function, a voice recorder was also used to save a second instance of the audio from the
interview. The best-quality recording was then provided to the transcriber. This transcription was
undertaken firstly by a contracted typist, a medical secretary who had signed a confidentiality
agreement (see Appendix K: Confidentiality Agreement - Transcription). It was then reviewed by the
interviewer who checked the transcript for accuracy with their notes from the interview, or to decipher

anything that was not easy to hear on the recording, where required.

I did initially consider conducting some follow-up focus groups to check for resonance of preliminary
themes and to generate ideas for practice and strategy, drawing from the findings. Due to ongoing
challenges with research progress emerging from and experienced due to the coronavirus pandemic,

my supervisors and [ decided to not progress with that step.

6.8 ANALYSING THE DATA

The primary method of analysis was Reflexive Thematic Analysis (Braun & Clarke, 2006). The
underlying philosophy of Reflexive Thematic Analysis (RTA) is rooted in constructivist
epistemology, consistent with Interpretive Description methodology. Being reflexive as researchers is
therefore required, acknowledging that any interpretations of the data will be influenced by those
assumptions and preconceptions the researcher holds. In this way, researchers are acknowledging that
they do not offer an objective, universal truth but rather offer a rich understanding of the data from the
area of study, because of their positioning and perspective. Being theoretically flexible, RTA invites
the researcher to be guided by the data rather than held within a specific theoretical structure or
concept. This dual flexibility of reflexive thinking and theoretical openness requires transparency as

the study is progressed and reported (Terry et al., 2017).
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The six phases set out by Braun & Clarke (2006) that framed the analysis, and within which I was

positioned as an active participant, were:

1/ Being fully immersed and actively engaging in the data to gain a comprehensive

understanding of the data

2/ Identifying preliminary codes that appear interesting and meaningful

3/ Identifying relationships between codes and themes through interpretive analysis

4/ Checking for meaning in the themes, including thematically mapping these

5/ Continuing to analyse the themes to capture an overarching image of the data

6/ Relaying the results of the interpretive analysis in a meaningful and valid report.

The first phase of analysis required multiple readings of each interview transcript often while listening
to the audio recording, a practice also supported by Thorne (2016), as new insights maybe revealed
with each review, thus deepening the researcher’s relationship with the data. The first reading was to

check the transcripts once they had been typed and to reconnect with the participants’ narratives.

Walking while listening to the audio recordings was also key to immersing myself within the data.
The pairing of physical movement and listening created a sense of being activated by the
conversations. | walked armed with a notebook and pencil (see Figure 6 on the following page) to
capture “interpretive thoughts, questions and hunches” (Thorne, 2016, p. 167) without these derailing

the act of embodied listening (Pettman, 2017).
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Figure 6.

Reflecting on the Go

In the second reading, the transcripts were printed and annotated. Notes were also kept separately in a
research journal which was used to capture my activity each day, key reflections, reminders of cross-
references to check, content to add, and questions to raise with supervisors. The transcripts held the
notes that demonstrated the interaction between the text and my thinking, whereas my research
journal described the evolution of my thinking from a single transcript into the data as a set. This
process was also key to becoming fully immersed in the data and engaged in the narratives to develop
a comprehensive understanding of the data (Braun & Clarke, 2006). In this process, the following

questions were used to guide my thinking:

- What’s going on here?

- How did the interview feel?

- What did I note at the time?

- What matched my assumptions?

- What excited me?
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It was important to talk with my supervisors about what impressions I had recorded listening to and
reading the transcripts. This discussion centred on words and ideas that I noticed in my initial
reading/listening. Through these discussions, provisional analytic ideas and questions emerged which
generated rich conversations. Each of us offered different world views, professional and personal
lenses and assumptions, which helped my confidence build in working with the data. The first two
phases of “familiarisation” and “coding” from Braun and Clarke (2006) fit well with the iterative
process of working the data that Interpretive Description requires, creating a flow through the data

sets.

Thorne (2016, p. 156) describes a stage of “sorting and organising”, which is when we allow
ourselves to react to the data while they are still fresh and organised only within the order that the
sentences were spoken by our participants. It gives us an opportunity to become excited by what we
notice is there and missing, and for some words or phrases to stick in our minds like a thread to follow
(Thorne, 2016). My sorting and organising stage was also the first step in coding, which I did
manually. I did this by highlighting and annotating directly onto printed copies of the transcripts. This
process felt really tactile and creative, as [ moved ideas from my head to the page with various styles
and coloured pens, highlighters, and pencils. I also employed a shorthand of a type; developed over
years of taking notes in lectures, meetings and when on the go. This self-developed style of noting
was familiar, and I was therefore able to fully attend to capturing what seemed interesting or

meaningful.

Once I had captured all of the early analytic observations, and started to identify preliminary codes
from the visual maps made by my annotations, I imported electronic copies of the transcripts into
NVivo™ (Lumivero, 2022). NVivo is a software tool, developed by QSR International Pty Ltd for
qualitative data analysis (QSR International, 2023). NVivo allows researchers to organise, analyse and

visualise data and is described in more detail below (see Section 6.8.1.1).

In NVivo, [ worked my way through the transcript content, leaving my notes on the printed version

aside initially. This allowed me to notice what I was seeing in the data without previous prompts. It
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was only once I had done that, that I began to use the NVivo functionality to identify and label codes,

both from my impressions of the text on screen and the printed and annotated copies.

Once I had completed a round of coding with my first transcript, I moved onto the second using the
same approach. Taking note of any new codes identified in this transcript as [ worked, I then returned
to the first transcript to check for the presence of those codes, in a recursive process. I returned
repeatedly to the earlier transcripts as I coded each subsequent transcript in turn, to check my thinking
and be mindful of potential patterns between transcripts. This iterative process of coding and
analysing in a cycle is aligned with the analytic process described by Thorne and her colleagues

(Thorne et al., 2016).

Throughout the phases of coding, I kept a small whiteboard with my research questions in view. This
was particularly useful as I moved from identifying individual codes, to clustering codes and
proposing themes. This strategy acknowledges Thorne’s (2016) recommendation of Knowing Your
Purpose, whereby clinical researchers are called to remember why someone of our profession would
study this specific topic or phenomenon. When I started to consider which codes seemed similar, or
might go together, it was from the perspective of the research questions and purpose that I had as an
AHP leader in a rural setting; to understand how to create employment conditions that would attract

and retain AHPs.

Once the codes were clustered, and I began to feel a deepening of understanding of my dataset, I was
able to construct themes (Terry et al., 2017). I did this by moving codes and clusters around to
identify meaningful patterns. This is the third phase of Braun and Clarke’s analysis process (2006),

where the relationships between codes and themes are identified through interpretive analysis.

Supervision was also key to interpreting the data, as the conversations allowed me to articulate my
thinking and hear the perspectives my supervisors gained from both the data and my developing
analysis. Note-taking during supervision discussions was also very useful, to not only capture their

thoughts but also the wonderings and connections between ideas that arose during our sessions.
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Supervision also provided a container to continue to analyse the themes, as Braun & Clarke suggest in

phase 4 “to capture an overarching image of the data” (Terry et al., 2017, p. 30).

The fifth phase included continuing to analyse the themes to capture an overarching image of the data, and
served as a constant reminder that engaging strategically and constructively with the data throughout the
analysis process is essential. Becoming wedded to themes too early is as detrimental to the quality of the
research as is holding on too tightly to codes, something Thorne (2016) cautions against. It was really
helpful to have this reminder, to counteract the desire to move the research process forward. One component
that assisted in this regard was the use of technology, which allowed me to repeatedly capture and observe

the data from a range of perspectives and viewpoints.

6.8.1.1 Use of technology

Having used NVivo to transfer the initial codes from the hard copy transcripts which I had annotated
by hand during the data familiarisation phase, I then continued to code the data within NVivo, before
using it as a tool to consider which codes were related to each other. NVivo functionality provided
ways to look at the data by organising them in ways that supported me to visualise and map
relationships and possible themes. It is important to note that the use of software was a mechanism for
reducing and managing the data and getting first impressions; the software did not “do” the analysis.
While there are several software options available, NVivo was chosen as the tool due to it being
available to researchers via AUT, and because of the core features that were available in terms of data

management, for which NVivo is comparable with other options.

NVivo software was used to display the data in a variety of ways to examine and interpret them. Using the
various functions within NVivo, such as queries and visualisations, allowed me to further explore
relationships between codes and then between themes as the codes were transformed. This complemented
the coding process that had already been undertaken through reading the printed transcripts, listening to the
audio recordings of the interviews, handwritten note-taking and using the coding functionality within NVivo

to label sections of the data. Visualisations such as the “word cloud” (Figure 7) below did not in themselves
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replace a more in-depth analysis process, but rather offered different ways to look at the data to spark new

thinking.

Figure 7.

“Rural As Home” Code Visualisation

A key feature of the sixth phase of Braun and Clarke’s model (2006), as it relates to this research, is
how the findings will contribute to the design of a workforce strategy for rural health settings.
Understanding how to apply what is learned in a practice setting is key to honouring the participation
of interview participants, as well as the time of the research team and others who have been involved
or supported the research. These supporters of the research included the West Coast DHB, the South
Island Alliance (SIA) Directors of Allied Health and the SIA Rural Workforce Group, the wider allied
health professions, educators, and Health Workforce New Zealand at Manatii Hauora (the Ministry of

Health); all seeking to understand how to build the resilience of the rural and remote AHP workforce.

6.8.1.2 Notes and Research Journalling

During each reading, analytical notes were taken of the thoughts and ideas that came to mind. This

was recorded in the form of memos that tracked reflections on the data and my responses to the
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narratives, as well as my thoughts about participants, and how each interview had unfolded. These
notes did not become data in themselves but were a critical record of my understanding of self and the

themes as they evolved (Thorne, 2016).

The notes included questions which arose as I reviewed the transcripts, allowing me to capture the
wonderings | had in one transcript, to trigger my thinking as I worked across others. These analytic
insights were captured in a fresh document each session, as Thorne advises (2016), so that I could
start each session in whichever format made most sense that day, whether it be word lists, bubbles and
arrows or the possibility of a pattern. These notes were recorded by hand in a notebook, starting a new
blank page for each activity. Over time, software programmes like Evernote and Endnote were also
used for memos; however, these were more commonly places for lists, daily research logs and notes

on literature, respectively (see Figure 8 below).

Figure 8.

Raw Data

109



6.9 ETHICALLY ORIENTED RESEARCH PROCESSES

6.9.1 Voluntary participation

Participation was voluntary, via a Qualtrix™ survey online, and potential participants could also use
this to contact the research team with questions. Participants were reminded regularly of their rights to

withdraw from the research at any time, throughout the interview process and via all correspondence.

6.9.2 Informed Consent

Written information about the study was provided as part of the recruitment process, and a two-
phased consent process was undertaken. Given the remote nature of the research and the geographical
dispersion of the participants, consent could not be collected in person. Therefore, as noted above,
participants’ first contact occurred via a Qualtrix™ survey and this is where the initial consent to be
contacted was gained. The survey reiterated the study information provided via the various
advertisement channels, gathered data relevant to participant eligibility and invited the respondent to
indicate if they would like to speak to a member of the research team for further information (see
Appendix I: Qualtrics Recruitment Survey). Those seeking further information were asked to provide
their contact details so I could contact them via email or telephone to answer their questions. Where
consent was given at the survey stage, it was to allow contact to be made with the potential

participant, to make arrangements for an interview.

The second phase of the consent process was undertaken at the start of the interview. As noted above,
all interviews were carried out via Zoom™ technology. At the commencement of the interview, the
interviewer reiterated the information about the study, the consent process and ethics oversight, and
then asked the following specific question: “As we are not in the same room, and I can’t hand you a
consent form to sign, can you please, for the purpose of the recording, let me know in your own words
if you are happy to proceed.” This dialogue and the participant’s affirmative response are captured in
each interview transcript. This two-phased consent process ensured that participants were well-
informed and ensured they would have more than one opportunity to consider their participation

before proceeding. It also acknowledged that informed consent is not a one-time transaction. By
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ensuring there was an ongoing commitment to the participants that they could ask questions, raise
concerns, or withdraw from the process at any time, I was able to demonstrate that I respected their

contribution and their rights, and prioritised integrity over the potential research outcomes.

6.9.3 Relational Power

The allied health network is small. Rural health networks are also small. Ensuring participants felt
safe to share their personal information and experiences was a key consideration from the outset of

this research. Several strategies were put in place to support this process.

At the initial recruitment phase, when people activated the Qualtrix™ survey link, they were given the
study information before they were invited to enter any of their identifying information. The study
information included the details of the research team members. Providing this information early in the
survey and ensuring potential participants had plenty of options to exit the survey without disclosure

meant that the research team would not know who had considered taking part and chose not to do so.

Once a potential participant decided they would like to learn more, through a one-on-one conversation
with a member of the research team (via email or phone), the information they were asked to provide
was only what was required for someone to get in contact with them. This allowed the participant to
control how much of themselves they revealed to the research team before they were ready. For those
potential participants known to a member of the research team, the option was available for them to
ask to speak with another research team member before deciding to proceed. Even at the stage where
potential participants had e-signed at the first consent phase, they could choose whether they shared
information about where they lived or worked. By choosing which email address they provided (work
or personal) and whether they gave broad or specific information on where in Aotearoa they lived, the
context of their workplace and geographical context were controlled. It is important to acknowledge
here that once the participant had declared enough information in identifiable ways, there was a
reasonable probability that they would have a level of connection with a member of the research team

(such as where they studied, their profession, their line manager’s professional network, and so forth).
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Given this, an important part of the consent process was being clear and giving regular assurances

about the processes I had in place to ensure their privacy and confidentiality would be maintained.

For those people wishing to participate who worked in the West Coast or Canterbury health systems,
relational power was particularly significant, given my senior role in the West Coast leadership team,
and in the transalpine allied health network. As previously noted, I committed to providing an
independent interviewer, rather than conducting those interviews myself. I recognised that using an
independent interviewer only goes some way to managing that conflict, as I would still be undertaking
the data analysis and I was very aware that [ needed to keep the participants safe in this process.
Strategies included making sure that participants were made fully aware of how and why I would
access data, in both the consenting process and as a scripted part of the interview, and again when the

transcript was returned to them for checking.

6.9.4 Respect for rights of privacy and confidentiality

Each participant was informed of their rights, including how to contact the ethics committee, in
information provided in the Qualtrix™ survey and by the researcher before commencing the
interview. Details of the ethics committee were also provided in written literature such as the

recruitment advertisement (see Appendix F: Study Advertisement).

Upholding the rights of privacy and confidentiality of each participant at all times was paramount, and
therefore overtly stated in all participant documentation, and when engaging a transcriber and during
supervision. All transcripts were de-identified by removing personal details and other contextual

detail that would risk identification and then allocated a unique identifier.

The interview recordings and transcripts were stored online in AUT’s secure cloud server and were
accessible by the research team only. Recordings were provided to the transcriber with a file number
rather than participant names. This file number was also used to identify each recording and
transcript, on the server. Once typed and checked, transcripts were emailed out to participants,

password protected. Passwords were emailed separately.
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To maintain confidentiality for participants and their workplace and colleagues, I have used the

following conventions:

e  When a participant has mentioned the name of a town where they deliver health
services, or the city where their base hospital is, I have replaced all town names with
[town] and all city or hospital names with [base hospital] so that the context is not lost.

e  Where pronouns are required, | have used they/them/their to ensure gender neutral
language. Any use of other pronouns contained in direct quotes that are otherwise
unidentifiable for the person mentioned reflect the usage of the participant from the
transcript. My priority here is to ensure that anonymity and confidentiality are
paramount, and I recognise that this use of pronouns may differ from its use to identify

non-binary persons (Te Kawa Mataaho Public Service Commission, 2023).

6.9.5 Use of Pseudonyms

Pseudonyms have not been used in the reporting of findings. This is primarily because I did not
consider asking my participants to choose a pseudonym at the time of their interview. As I began to
write up the findings of this research, my supervisors challenged my use of Participant # when
attributing specific data or quotes. They highlighted the concern that it may be more difficult for
readers to engage with the findings, because of the way the participants were identified or labelled. As
I reflected on this, I became very aware of my discomfort ascribing pseudonyms to participants
without their consent. Due to the significant timespan between interviews and the write-up of the
findings, I was no longer in contact with all of the participants to be able to go back to them to
nominate their own pseudonym. Choosing pseudonyms for anyone risks mis-gendering, cultural
appropriation and other assumptions I could make from my position of multiple privileges (Allen &
Wiles, 2016). Given this, I made the decision to not use pseudonyms. I extend apologies for any

impact this has on your engagement with my participants through their data and quotes.
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6.10 CONCLUSION

This chapter has outlined the methods I used to prepare for, undertake and analyse interview data for
this research study. It has described each step in the process, from design, to recruitment and selection
of participants. Use of Interpretive Descriptive methodology and RTA have been demonstrated
through the comprehensive process to transform the interview data gathered from my 18 participants

into the themes and reflections discussed in the following chapters.
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7 FINDINGS

7.1 INTRODUCTION

This chapter will introduce the data gathered and share my analysis of participants’ contributions.
Through in-depth engagement with the stories shared by participants, I have constructed three key
themes. These themes capture what really matters for health leaders and health organisations to get
right, if they want to support rural and remote communities to have stable, engaged health providers

in their health services, according to what the participants said.

7.2 PARTICIPANTS

7.2.1 The Participants

Eighteen AHPs who identified as working rurally currently or in the recent past were interviewed
between July 2019 and December 2021. These participants shared their experiences of choosing to
work in rural and remote health systems. As described in Chapter Six, Section 6.7, the interview guide
(see Appendix C: Interview Guide) was designed to allow the participants to share what mattered
most to them, as they spoke about day-to-day experiences of working in and for rural and remote
communities. Participants were from a range of allied health professions, and geographically spread
throughout Aotearoa. As illustrated in Figure 9 (on the following page) the participants were located
in areas of differing rurality as defined by the Geographic Classification for Health (Whitehead et al.,

2022), and with differing proximity to urban centres.
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Figure 9.

Participant location (adapted from the GCH website)

Seventeen participants reported their age (ranging from 23 to 63 years), with the majority of
participants aged either 20 to 30 years (n = 6) or over 50 years (n = 6). All of the participants
identified as female. The sample was ethnically diverse with participants identifying as: Pakeha/New
Zealand European (n = 11), Maori (n = 4), Samoan (n = 1) and from beyond the Pacific (n = 2). They

also represented a range of professions, as illustrated in Table 8, on the following page:

116


https://storymaps.arcgis.com/stories/da035e374dbb4ea0ae3b31b6777924ad

Table 8.

Participants’ Professions

Profession Number of
Participants
Psychologist 1
Music Therapist 2
Social Worker 7
Physiotherapist 4
Dietitian 1
Occupational Therapist 2
Pharmacist 1

7.2.2 Sharing Participants’ Stories

As discussed in the Methods Chapter (see Chapter Six, Section 6.9.5), names of people and places and
pronouns have been removed for the purpose of reporting in this chapter. This acknowledges the
commitment to confidentiality made to participants as a component of undertaking ethical research
and acknowledges how small rural and remote health systems are, and therefore the importance of

taking steps to protect their identity.

7.3 HOW THIS CHAPTER IS STRUCTURED AND WHY

This research set out to understand the complexities of recruitment and retention of allied health
professionals in rural health settings. I explored this with two key questions in mind: What do AHPs
identify as the attractive aspects of living and working rurally? and How could this inform how

we recruit and retain AHPs in rural and/or remote health settings?

I have structured this chapter to step the reader through the themes and their significance in this
findings chapter to address the first of these questions. I have then provided insights into how the

findings could be practically applied in a subsequent chapter (see Chapter Eight) to address the second
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question. This approach aims to honour the intention of the research to provide practical, actionable
ways that health providers and systems can use the findings to recruit and retain AHPs in rural and

remote settings in Aotearoa.

7.4 KEY THEMES

Three key themes were constructed during analysis, including Sense of Connection and Belonging,
Safe and Supported Practice and Creating Roles People Want to Come For. While presented
sequentially here, the three key themes interrelate as demonstrated in Figure 10 below. As the figure

illustrates, these themes are all infused with an element of Fit.

Figure 10.

The Interconnected Themes
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Fit refers to a felt sense that participants described, both as a feature of a theme and as a broader
concept woven through their narrative. Some examples of this within a given theme are where a role
might feel like a good Fit for where they are in their career (in Creating Roles People Want to
Come For), how they are supported by their colleagues to feel they Fit within the team (in Sense of
Connection and Belonging), or how their interactions with their manager or senior leadership Fit the

espoused values of the organisation (in Safe and Supported Practice).

As a broader concept, the sense of Fit described by participants was also relevant across themes. This
broad sense of Fit was more akin to an inner sense of being in relationship with their purpose, place,
or values. A comment from Participant 2 illustrates this point: “I’m thankful to be here you know, it’s
good to know you re where you re supposed to be, yeah, absolutely ”. Fit infuses both the collection
of practical tools and ideas offered in the next chapter (Chapter Eight), as well as connections to

theories found within employment, wellbeing, and social justice literature, discussed in Chapter Nine.

When Participant 16 described their role as “it’s like my dream job”, they were conveying their sense
that the role was right for them. The role allowed them to use their professional skills and knowledge

in ways that felt fulfilling. This aligned with their values. Their lifestyle beyond work also made them
happy; “there’s greater life satisfaction” as Participant 13 noted, and they could envisage their future

from where they were, physically and psychologically. These examples illustrate the essence of Fit.

Interestingly, having an overall sense of Fit appeared to outweigh the more particular ideas presented
in each individual theme. In some cases, participants reported experiencing a lack of fit, even if they
were unable to name what was missing. Once the sense of Fit was lost, participants then chose to seek
a new role in a new location. For example, one participant reflected on a conversation with a former

colleague:

1 said to her the other day, “would you come back to the hospital?” And she was like, “way too

white” (laugh), so and she was just absolutely up front, like, “No, there’s no fit for me there”.

P18
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While many participants did not specifically talk about Fit, it was apparent from their broader
narrative that working rurally resonated with their family history or culture. For example, Participant
1 shared: “My parents were rural schoolteachers, so being public servants in a rural area feels very
familiar”(pl). This participant and others had indicated they did not consider themselves to be rural,
because they had not been born in a rural community or raised in one. Yet, there was a clear sense of
connection and a feeling of Fit with their rural clients, communities, and environment. While there
are not enough data to conclude an either/or relationship between rural/urban settings, Participant 16
suggested: “I think you're either a city person or you're not”. Indeed, the stories participants told
illustrated a strong preference for rural or city life that motivated them and their colleagues in the

choices they made about where to work.

7.4.1 Theme 1: Sense of Connection and Belonging

The first theme conveys the importance of having a Sense of Connection and Belonging as
employees, colleagues, and community members, for people to remain in rural roles. Figure 11
provides an illustration of this theme and three related sub-themes. Each of these is discussed in more

depth below, with reference to supporting data.

Figure 11.

Theme 1 with sub-themes

Personal
Relationships

h
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Participants all spoke about experiences and values that demonstrated to them that they were in a
place that offered them space to belong and where connection was available. For most, this was a felt
sense of being in relationship with others; whether that be with their own whanau, their families, their
ancestors, peers, the organisation, community or through their engagement with the natural

environment.

Participants also spoke about their connection to rurality. This included whether they had a rural
heritage, or they had discovered a previously unknown visceral connection to rural spaces or a
connection to who they were as practitioners when they are working rurally. For example, Participant
6 shared: “I want to stay rural, and that’s because of all the unique things that makes rural practice

what it is”.

As the three key sub-themes outline below, gaining and building a Sense of Connection and
Belonging appeared to relate to a range of internal and external factors which weave a metaphorical

hammock that supports AHPs in their rural and/or remote roles.

7.4.1.1 Feeling Cared About

The first of the sub-themes is Feeling Cared About. This sub-theme covers a myriad of relationships
for the AHP, whether familial, collegial or with community members, clients or those in leadership.
Participants described a range of experiences within their work life that were underpinned by a sense
of how much they were cared about as individuals. For some, this was about how their personal
circumstances were recognised by others, such as “balancing work and farm life” (p15), “being far

from home culturally” (p18) or “when dealing with loss” (pl).

One participant described feeling they were part of the community because of the shared interests they
had with community members, some of whom were also clients. They said, “I can talk to them about
you know, how there is no grass growth and have they had to sell off their stock, and it’s um, it’s a
world I am interested in” (p1). This shared interest led them to a belief that they were able to show
they authentically cared about their community and the people in that community and felt cared for in

return.
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Feeling cared about was often linked to the ways participants were also then able to show their
colleagues they were cared about too, often leading to a reciprocity across their team. This was
essential for teams that were often understaffed, or under-resourced. From “someone bringing in a
crockpot of soup on a chilly day for everyone to enjoy” (p1) over lunch, to “loaning bicycles to new
graduates and students” (p18) so they could make the best of the local environment, caring for each

other was a characteristic of the rural teams that participants wanted to remain part of.

This connected caring extended into how teams supported each other through changes in life
circumstances; “swapping clinical work with my colleague nearing retirement age who doesn’t feel
able to manage the long drive to reach the most remote clients” (pl), “granting special leave on the
loss of a beloved farm dog” (pl) or arranging a team dinner to celebrate cuisine from the home
country of a team member. Participant 18 spoke about a new graduate colleague settling in “from
Singapore and so I've been doing lots of, you know, ‘When shall we get together and cook?’, so we

got together with all the Allied Health people and made dumplings one night”.

One aspect of feeling cared about that was of particular note was the extent to which participants felt
resourced in their roles. This resourcing ranged from having access to a mobile phone assigned to
them, “having vehicles that were fit for country roads” or “could fit the number of passengers” (pl)
needed, or sufficient resources to carry with them when working in the community. Some participants
spoke of needing to drive to their base hospital to access diagnostic equipment or tools, often creating
a multi-hour round trip to meet the expectations of a referrer or funder. Others described the level of
appreciation they had for electronic health records which enabled them to stay connected to the

clinical care of their patients when their care was delivered in other places.

Most participants were proud of what they and their rural colleagues could achieve, despite their lack
of resourcing. And they were acutely aware of what they and their communities did not have when
interacting with their city or base hospital colleagues, or other referrers. Participant 1 described a time
when “we got a referral from [base] and we all just sat and, tears of, I don’t know, desperation, at the

’

list of inputs they have sent us of agencies involved, and we didn’t have any of them”.
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So, too, was the range of resources different for activities outside of work. Participants spoke about
their need to adjust to the types of social activities available in their rural community. This included
making a choice to go without participating in a favoured sport, as it was not available in that town

and instead tapping into what was on offer locally that might not have been accessible in an urban

setting.

But at the same time, [there’s] an abundance of resource in terms of beaches and walking tracks,
and places you can take your dog and not meet anybody else if you want to. So, yeah, a different

sort of resource than you would have in a city. (p18)

Participants described the ways in which their organisations did, or could, support them to access
personal life resources. For example, at one workplace, there was a monthly dinner club for new staff,
co-ordinated by the education team; at another, agreement was given for a 3km detour in the pool car
to attend a fitness class when traveling to the city for work. These low to no cost options for the
organisation were seen as big wins by the participants and their colleagues; a way for the organisation
to demonstrate to their workforce that they were appreciated, and that the practicalities and

complexities of living and working in a rural community were recognised.

7.4.1.2  Personal Relationships

Being able to form and deepen friendships in a new role or a new location was important. Participants
who were new to a rural community talked about the ways that personal relationships had helped
them feel connected to the community and their roles. Communities and organisations that facilitated
social connections for incoming staff were appreciated. When recruitment allowed, onboarding a
number of people at once created opportunities for social groups to form, providing a jumping off
point for potential friendships. For one participant who had left their previous role because of a

growing lack of connection, the timing of their onboarding worked well:

In [my previous rural role] I didn’t really experience that, it was a lot harder to make friends. So 1
definitely think that the timing of when you come in, and also having, just the fact that the other

people or, the only thing we had in common was that we didn’t know the town ... we ended up all
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getting together coz we were all new to town, and I think there was a volleyball team that we were

in, and we’d go to a pub quiz, and it was really neat to have this group of people. (p16)

These relationships provided a counterbalance to the realities of living in the communities they
worked in, where running into clients at the supermarket was the norm. The relationships also
provided some level of protection from being seen as only “the health worker”. This was particularly
useful as they sought out activities aligned with their interests outside of work, such as joining a

sports team.

Being deliberate about how you show up in communities, and how you respond to those who feel
connected to you, or care about you in the community, also featured in conversations with participants.
This highlighted the flip side to personal relationships, how the closeness of rural communities pushes
against professional boundaries and patient confidentiality. Participant 5 described how they navigated

this when they returned home for their first rural hospital role:

My grandmother would call up and be like, “Oh, so-and-so is on the ward, how are they doing?”
and I'm like, “Grandma, I can’t”, and she’s like, “Oh well, I'll just call them, then” and I was like,
“Well, do it” (laughing), “Oh well, I didn’t want to disturb them”, and I'm like, “I am not a source

of information about all your mates in the hospital.” (p5)

7.4.1.3 In Service

One way that participants expressed their Sense of Connection and Belonging was through their
commitment to being of service to their community. While there was a wide variety of ways the
participants contributed beyond their work roles, acts of service were common across the participant
group. For some, this was a strategic part of how they integrated into the community and met people.

For example, Participant 17 reflected:

1 made a decision, I, I was going to start getting involved in stuff that was here, so my life
increasingly became [locally] focused rather than [back in the city], and I started doing voluntary
ambulance work and I also met, met my husband through a flatmate I had at the time, so

increased, suddenly my, my, my world was over here rather than in [the city]. (p17)
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Others had a sense of commitment to their whanau or family who had supported them to go to
university, or a goal to bring as much knowledge as they could home so that they could improve
health services for their own community. Participant 5, who was working in a different rural

community than their own at the time of our interview, describes their sense of this:

1 feel like I owe people at home something and that’s quite a, a motivating factor. I also feel like 1
fit there, so um, or that I'm more useful because I understand people there, whereas working in the
community down here sometimes 1 find that I don’t, sometimes I’'m the right person, but not as

often as I am that right person at home. (pJ)

Gaining the skills and knowledge to return home well-equipped was perceived as important to ensure
they would be able to meet the expectations of their community when they returned there to practise,

as Participant 4 explains:

So there’s a whole lot of pressure, particularly for, for us who are moving home, to work with our
own communities, because there is the pressure to come home as soon as you can, but also
pressure to know that you should know your stuff if you are going to be coming home because our

whanau are going to be relying on you to be the advocate or be that person that we can go to. (p4)

Being upfront about this at the beginning of their career had had a positive response for Participant 4,

who explained:

All my colleagues and my managers knew the plan was to move home so they would send me to
different courses or help me to become accredited in different positions just so that I knew I could
take home a full basket when I came back so I wasn’t quiet about my plans to move home, it was
always “This is exactly where I'm going to end up” and they were really helpful at making sure

that those things happened. (p4)

Some of the participants connected their commitment to being of service to the same aspects of their

personalities that drew them to their profession, such as one of the social work participants:
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Here you can, you can literally go to the Mayor’s sit-in chat that he has once a month, and talk
about the things that interest you. You can write stern letters to the council, you know, so, I think
that if you are interested in social justice, which presumably there’s something of that in all social
workers, it’s a great chance to lobby, living in small communities, a great chance to be part of being

solution-focused. (p18)

They also wove their perspectives on civic responsibility into the conversations they had with new
colleagues and students. Whether volunteering by coaching a sports team, attending local political
events, or participating in community theatre, being of service also created a focus separate from

work. Participant 18 describes:

I always would encourage new grads, and new people to a region, to get involved in those things
because that’s how you meet people outside of work who can help you when work feels oppressive

and hideous, just going to a talk about penguins can be a, can be a helpful thing. (p18)

The aspirations participants had for the communities they saw as their homes, and the ways they took
personal action to pursue those aspirations were a hallmark of their sense of belonging. The
participants demonstrated that commitment to building personal relationships, showing others they
were cared about and volunteering in their communities were as important to their Sense of

Connection and Belonging, as were receiving those things from their rural/remote communities.

7.4.2 Theme 2: Safe and Supported Practice

Figure 12 provides an overview of theme 2, along with three related sub-themes from which it was
constructed. These sub-themes are quite different from each other, and yet they each play a crucial
role in providing an environment where clinicians can flourish, regardless of their physical or

geographical location.
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Figure 12.

Theme 2 with sub-themes

Relationship with
Leader(ship)

Providing health care has inherent risks, as every service does, and then more so due to the health
status of the people we serve, and how our interventions can impact on their health status. Each
profession is trained in risk mitigation, through ongoing acquisition of knowledge and skills, with
supervision from seniors and with peers, and by utilising tools and frameworks designed to reduce or
eliminate specific risk. For allied health professions, there are varying approaches to learning,
supervision and a wide array of tools and frameworks available to support their individual clinical

activity.

When looking for new roles, or hearing about other peoples’ workplaces that sounded appealing,
knowing that the workplace or team culture can offer support and appropriate protections was
important for participants. Participant 11 told me they “feel attracted to areas where, when people
talk about their jobs, they enjoy the people that they 're working with and they feel safe and
supported”(pl1). Gathering a sense of the reputation and culture of a workplace was a strategy
employed when choosing a job. This was also true when participants were considering a move from
one area of clinical practice to another. Participants sought this information in a number of ways,
including through their interactions with senior leaders during the recruitment process: “/The senior

and 1] clicked really well, and I thought ‘Ah, yep, that feels good’” (p5). It was through this sense of
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connection with the leader, when they first met, that the participant felt confident that it would be a

safe space to work in.

A culture that emphasised provision of support and safety for team members was particularly
important for participants, given the size of the workforce. Many teams were made up of just one or
two of each profession, and this meant working in a much more collaborative way with colleagues of
other disciplines, both within the team and in the wider community. Sharing risk with colleagues
through mechanisms such as multidisciplinary case review meetings and service quality plans were
valued by participants and were perceived to support the development of a safe practice environment
in broader terms. One participant considered their team as being functional in that “we look after each
other. Everything is not sweetness and light, but when it is not it’s out there in the open, it happens in
the team room and not niggling behind people’s backs” (p1). This sense of open and transparent
collaborative working was fundamental as it increased participants’ confidence that their colleagues
would have their best interests in mind even when delivering constructive criticism. This, in turn,

strengthened the clinical care that was delivered.

Conversely, participants described features of work environments that they identified as risks to
providing safe and supportive work experiences. A number of participants described their first role as
a new graduate, peppered with instances of lone community work in areas without cell phone
coverage, lack of breaks, supporting clients whose level of physical or mental ill-health would have
found them hospitalised in an urban setting, or lack of appropriate supervision. As one participant

reflected:

I’'m coming across situations, you know I’ve been a [health] worker for 15 years and I'm coming
across situations where, where I think, “Oh gosh, a new grad, you know, it would be, this would be

out of their scope”. (p10)

For some, this level of risk was unacceptable, and the role was vacated. Yet for others “they get huge
experience that they may not get otherwise, in other places, just simply because of the work that that’s

going on um, they get exposed to lots of stuff”’(p17).
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For many rural AHPs, they might be the only member of their profession in that town, or even in that
organisation. This impacted on their ability to gain on-the-spot clinical advice, was very isolating,
particularly for new graduates lacking someone to learn from by virtue of being in the same
environment, and also meant it was “harder to shine a light on the episodes of exceptional practice

they delivered” (p7).

Being one of few also created a sense of psychological distance clinicians experienced when they felt
that their urban counterparts treated them as having less experience or being less competent.
Participant 10 described an incident where they received advice from the urban-based legal team,
following a concerning report from a community colleague. As a clinician, they knew they had a

statutory responsibility to assess risk:

The lawyer said we really shouldn’t get involved and, “You're not to relay any stories, that
are only stories, we need this to be evidence based”. Um, and so there’s this idea that the
people who work in the countryside are a bit dim-witted in going by a story, as opposed to

actually having a referral from [an NGO] because they 've had a witness. (p10)

The participant went on to describe the tension they felt between seeking advice, as was the
expectation of their organisation, and then having to navigate this apparent bias held by the advice-
giver about the level of competence the participant, or perhaps any rural practitioner, does or does not
have. At the time of the interview, they were still grappling with how to address their concerns about
how they felt judged by this urban colleague; directly, through supervision and/or continued reflective
practice. Underpinning their concerns was the realisation that a less experienced clinician could have
followed the advice of the lawyer, and not met their obligations to safeguard this client, by making the

appropriate notifications.

The sub-themes within the theme of Safe and Supported Practice are quite diverse, and yet all

contribute to creating a safe experience. Each of these sub-themes is explored in detail next.
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7.4.2.1 Connectivity & Technology

Connectivity and the technology with which to access it are key components of safe community
practice. Within our personal lives, it is easy to feel a need for technology in so many parts of
ordinary life, and there is an abundance of technology available. The experiences reported by our
participants about the technologies they do or do not have access to may well surprise many,
particularly people in private sector or technology dependent industries. For example, Participant 1
said that, “We don’t really have any other technology, this has only just started, we have got one

laptop for the whole team to share”.

Additionally, the amount of time that participants did not have access to mobile coverage or internet,
whether out on the road or in off-base work locations was anecdotally substantial. While central
government has committed to ensuring that all highways have cell phone reception, and a scheme to
plug rural blackspots (Crown Infrastructure Partners, 2023), the focus has been on settlements and
tourist attractions rather than the countryside in which health and social care providers travel to

deliver services.

Lack of connectivity is a current reality of rural life, and this came up regularly in our conversations.
Although pragmatic about the need to walk uphill in a particular paddock and stand on a tree stump to
get “bars” on the cell phone and the like, participants described a wish for the security of knowing
your phone will work when you are heading into the home of someone you have not met before, or
“dealing with a crisis situation” (p1). While most recognised that improving connectivity in rural
areas is not an easy fix, the risks of being out of range combined with often times needing to do home
visits without a colleague, due to competing priorities in small and understaffed teams, made many

uneasy.

Having the tools for when there is connectivity, and being able to tap into the networks, was
appreciated. This was particularly important where their city-based colleagues reportedly relied on
electronic patient record systems or secure loop messaging applications to share information. Rural

clients also expected AHPs to be able to access clients’ health records from anywhere, easily, just as
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one would their online banking or bill payment apps. Participant 1 shared that they had a “proper” cell
phone for the first time in all their years working rurally, as well as that “one laptop for the whole
team to share” (p1), noted above, though they were in the process of moving to online notes as part of
a district-wide initiative. This calls into question how decisions are made, such as about the use of
electronic records to improve health care access for rural dwellers, if those AHPs in rural

communities do not have the technology to upload their clinical activity into such records.

Other participants also shared their successes in gaining a laptop or cell phone to support their work.
Every additional tool helped them to feel they were being supported to deliver quality patient care,
even if this was often only part of what was required. One participant described, for example, “how
much more responsive they could be to requests for diagnostic assessments if their organisation
owned licenses for the online versions rather than hard copies” (p1), which were often held at the
base hospital. Having rural needs recognised, even if they could not be immediately met by managers
or supervisors was appreciated by participants, who also recognised the balance required by

organisations to spend their budgets as equitably as possible.

7.4.2.2 Valuing Learning

Working in an environment where learning was celebrated and supported was something that most of
the participants identified as attractive to them. Knowing what an organisation’s professional
development culture was before joining was something that participants identified as useful to their
decision about taking the role, particularly where salary was seen as fixed by collective bargaining
mechanisms such as a multi-employer collective agreement (MECA). For one experienced clinician,
the motivation to choose a rural role was increased by opportunities over and above standard training,
such as “sabbatical or external courses being supported for staff”(p7). A newly graduated AHP more

broadly wanted to know “what they do to help and support you, what funding they do for courses”

(p12).

Participants described choosing roles that specifically offered supported professional development as

part of their employment package. Participant 11 described their “move from [previous role] to here
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was more pay, um, it meant more study as well, so I actually did some post grad at [a university]”
(p11). Securing knowledge and commitment around professional development was a way for
participants to gain a sense of how the organisation would support them as employees to develop their

competencies and clinical interests.

Some participants explained their organisations had a rule of “no training outside of New Zealand”
(p14) for AHPs. For those at the beginning of their careers, this had not been significant. For more
experienced clinicians, it was hard to see how these restrictive learning policies were supporting
people to grow to better meet community needs. They found the specialised courses were increasingly
hard to find in New Zealand. “I don’t want to go to the same entry level talk every year,” Participant
14 explained, ‘just to count them in my CPD folder, like I want it to actually be clinically significant”
(p14). Another participant echoed this when describing the move to more online learning which to
their way of thinking missed the mark for AHPs; “They 've got an e-learn site which has a million
kinda nursing type courses on it that is s 'posed to be compulsory learning and you’re s ’posed to do

that before you go to any external course” (p7).

With time spent negotiating to attend valuable training, applying for scholarships and grants, and the
willingness to share the costs of training with the organisation, it felt to some participants as if the
value the organisation gained came at a significant personal cost. Participant 5 facetiously described
discovering one way to access specialist training without the usual wrangling of permissions, grants,
and self-funding. This was by offering to train in a clinical assessment or intervention that a doctor
was currently performing in clinic; “Of course, the minute you re freeing somebody from being in a
clinic when they could be doing some theatre time, the DHB turns out to be quite happy to pay for you

to go to a course” (p35).

Looking across the aisle to what was on offer for nursing and medical colleagues left participants
feeling undervalued and lacking support to develop their clinical skills for the benefit of their clients.
Participants perceived there to be a hierarchy in the ways that professional development funding was

allocated, meaning it looked easier to come by for medical staff. Participant 5’s example (above)
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described a way they tapped into that hierarchy to create space for their own learning needs; by

demonstrating how the AHP’s learning was in the interests of medical staff.

Participants made comparisons between development opportunities available to AHPs and that of the
rural nurse specialist pipeline. Nurses were perceived as better funded, and the postgraduate training
and role specialties were considered to intrude on areas of clinical practice which AHPs considered
theirs, such as respiratory physiotherapy or rehabilitation. Participant 7 explained, “The nurses take
that, become geriatrician nurse specialists, pulmonary nurse specialists, rehab nurse specialists,
stroke nurse specialists. [We] aren’t sought for those roles at all.” This approach of supporting nurses
to attain specialist roles linked to medical modalities was recognised as a way to create more
attractive roles in rural areas for nursing. Still, it left participants feeling their skills were less valued,
despite often being qualified to do the same work as the specialist nurses from the time they finished
their degrees. The investment in nursing in this way was also interpreted by AHPs as their own
professional development being less important and, in some cases, that their scope of practice was at
risk of being eroded, as a by-product of these strategies to improve recruitment and retention of other

professions in rural and remote locations.

7.4.2.3  Relationship with Leader(ship)

As I have already highlighted, the quality of the relationships AHPs have with others in their work
environment appeared to enhance their Sense of Connection and Belonging in that environment. The
quality of the relationships participants had with their line managers, supervisors and other leaders or
managers in the organisation also contributed to how safe they felt and the extent to which their

professional identity and practice were supported.

Where the working location of participants was different to where their manager was based, the
quality of the relationship—particularly how trusting and respectful it was—went a long way to
making participants feel their practice was supported, and they could rely on their manager. This, in
turn, allowed participants to focus on doing the best they could for the people they were working with

and feeling empowered to manage their time and resources independently. Participant 16 told me, “/
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feel like I've got that freedom. She does, she definitely trusts me that I'll do the work” (p16). This
gave them the sense of being their own boss day to day, while also having someone just a phone call

away when advice was needed.

Having leaders who were willing to be available on remote sites regularly also provided participants
with a sense that their work circumstances were understood and appreciated. Participants gave
examples of when their leaders had worked alongside the team for a day. Many leaders were surprised
by the differences in how the workday flowed, compared to the teams in the main centre. This
included the ways that referral patterns affected the team, which leaders had not anticipated. By being
present, they were able to acknowledge and work with the team to find solutions. Participant 1
described what happened when their manager worked on-site not long after crisis response services

were devolved to rural teams:

Within 45 minutes of being here, she had two assessments to do in [a neighbouring town] and we
needed a third one to do here in [town]. And she was just like, “So what do you guys normally do

when you have got this?” (pl)

Participant 1 went on to explain that the manager went home after a 10-hour day enlightened and
better connected to her rural workforce. They, in turn, felt she would be better able to advocate for

them and support their safe practice into the future.

When decisions were made to change the way a service was run, or to introduce a new tool or
practice, knowing leaders recognised the implications this would have on those working remotely was
key. Not only are those changes more likely to be trialled and/or accepted, but staff would also be
more willing to stick with the changed role circumstances rather than moving on to another role.
Equally, good leadership in an environment that was short on tangible resources, or short of staff, was
more likely to see staff retained. Again, Participant 1 offered this view, illustrative of the general
perspective of participants: “I would rather have pen and paper and no resources and work my arse

off for somebody who gives a damn”(pl).
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7.4.3 Theme 3: Creating Roles People Want to Come For

This theme, Creating Roles People Want to Come For, offers practical insights into recruitment and
retention strategies from the valuable data woven throughout participants’ narratives. As an employer
as well as a researcher, I know that the desire to find ways to “win” the fierce competition for the
scarce AHP workforce across Aotearoa is high. Understanding what types of roles are “worth it” is
key for employers to put their best foot forward. Figure 13 provides a visualisation of how theme 3 is
made up, with the six related sub-themes from which it was constructed. Each of these is discussed in

more depth below, with reference to supporting data.

Figure 13.

Theme 3 with sub-themes

As Figure 13 shows, there are a number of aspects that could contribute to creating a role that is

attractive to an AHP, whether outside the organisation or already on staff. Some of the aspects that
appeared important may, arguably, be important wherever the role is located. However, there were
aspects that have the potential to be accentuated by the rurality of the role. In other cases, they may

need to be addressed differently by virtue of being rurally based.
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Contrary to contemporary literature, participants did not identify pay or salary being a significant
issue. There are likely to be a few reasons for this. First, most participants interviewed worked within
the DHB structure and their salary was largely determined by a MECA. Additionally, where
participants talked about remuneration, they were doing so in terms of training budgets, bonding, and
the costs of commuting rather than pay itself. That said, an increase in salary would not have been
turned down. As Participant 4 said, “You do have to work for love rather than the money so, I think
that’s quite a challenge for some people but if you really enjoy the work then you do end up um,

taking the role” (p4).

7.4.3.1 Recruitment Experiences

A team’s culture or reputation is a key consideration for many jobseekers, and therefore a crucial
factor to consider when creating roles that people will want to apply for. When participants do not
know anyone who has worked in an organisation before, their first exposure to the organisation is
through their interactions with recruitment facilitators. Therefore, how these recruiters behave is seen

as indicative of the organisation’s culture.

Participants reported a range of recruitment experiences, their own or ones they had heard about,
which contributed to their impression of the role, the organisation, or the area. Participant 7 reported
receiving mixed messages, such as determining whether the role could be less than full time or how
quickly referees would need to be contacted, when they were deciding whether or not to apply for a
role. This left them with a sense of disorder: “There are some things that seem to be really clumsy,
you know, processes that are theoretically in place” (p7). Response times also seemed slow,
contradicting the message that rural areas are understaffed and desperate to fill vacancies. Conversely,
participants spoke of recruitment experiences where offers of support and connection for family
members were made, such as links to employment opportunities in the area, even if they were not
health staff. These kinds of practices were “pivotal to sustaining the employment” (p18) and gave the

sense that, as a candidate, you were not just one CV in the pile.
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This finding affirms the philosophy that it is the small, regular acts of connection that build and
maintain reputation and relationships. Disingenuous recruitment campaigns were noted, like the one
described by Participant 3 which promoted proximity to ski fields as a key attraction of the role—
despite them actually being three or more hours drive away—and suggested a lifestyle to candidates
that could not be delivered. Additionally, these “big bang” style measures to attract staff needed to
have a responsive recruitment team at the ready to respond quickly to those who express an interest,

as candidates were likely be connecting with several potential employers at the same time.

A number of participants were living in a rural location due to the work of their spouse. Being able to
build relationships with the local recruiters created a “win-win” as they would hear about roles when
they first became available, and organisations could move quickly to fill positions. This also meant
that participants who could afford to wait for the right role felt better connected while they were out

of the workforce.

Once people were employed into an organisation, their recruitment experience was much less of a
reason to stay or leave. As I will outline next, the remaining sub-themes focus on not just what is seen
from outside the organisation, but also what is experienced by AHPs who are already employed.

Participant 17 pointed out:

Recruitment is one thing but it’s better to retain the ones you 've got and maybe if the ones who are
here feel that they 're doing really useful work or the work is better, more interesting, more varied,

and they re using their skills more than they would elsewhere, that’s a reason to stay. (p17)

7.4.3.2 Variety of Work

One of the most frequently discussed aspects of life as a rural and/or remote AHP was how varied the
work is. For many, this offers the attraction of being able to pull on a wide range of skills and support
a broader section of their community. Participant 4’s description of a typical day was echoed by all

the participants providing a mix of inpatient and community therapy services:

I'm able to sort of branch out and see a lot more people, and people who really need our service,

not the ones who want the service. Um, and that’s the thing that I really enjoy - able to help
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people, kaumatua and kuia, older people, which I find I see a lot in the ward and helping with

discharge type of thing, things like that is what I really love. (p4)

Being able to work with one person to explore all their needs was also rewarding. Participant 12
described, “I think where rural is quite nice is that ah, sometimes 1’ll go see them for like mobility at
home, and then they’ll have like a continence issue but because I'm not specialised I can address that
as well” (p12). This ability to apply what they know, rather than being restricted by a position defined
by medical speciality, allowed participants to feel they were making a significant difference in a
person’s health journey. “If requires good boundaries” as Participant 18 pointed out, “but you can

follow a thing from birth to end, you know .... so, an INCREDIBLE width of things you have access

to” (p18).

Participants reported that needing such a variety of practice knowledge made their patient interactions
really rewarding, and motivated participants to engage in ongoing, diverse learning. Participant 6 told
me they “like the variety, so that keeps my head engaged. It means I know a little about a lot, instead
of a lot about a little.” This provided job satisfaction and, furthermore, runs counter to the urban
model of learning towards specialism and sub-specialism, which appears to dominate the thinking of

those training and regulating professions, an attitude that participants found unsupportive.

7.4.3.3 Growth Pathways

Knowing that there is a pathway available for the rural AHP to continue to learn and grow is key, as I
have touched on when discussing findings on valuing learning. While it is important that AHPs have
access to transparent and equitably funded professional development, that development also needs to
be aligned to the work they are doing and work they can grow into. Our participants provided a wealth
of suggestions from rotational new graduate positions exposing people to a variety of rural locations,
to mentorship into prescribing roles or leadership development pathways. What underlies these
suggestions is a common thread for organisations to create space within clinical practice for AHPs to
develop, and that they can see the pathway before they begin to work towards that goal. This could be

modelled on the work already undertaken for our nursing colleagues, coupling post-graduate study
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opportunities with clinical nurse speciality areas or using a version of the rural generalist pathway
established by our Australian counterparts (Allied Health Professions' Office of Queensland, 2015).
Participants also suggested that training providers needed to find ways to ensure students can meet
their learning objectives with minimal time away from their community. The apparent void in clear
pathways was particularly frustrating for those participants who were ready to progress beyond what
they can see is available locally. Participant 10 expressed their disappointment that “if / wanted to
progress in terms of my career I would need to leave [this town], definitely” (p10). Equally, they
acknowledged they have the privilege of choosing to do so, where many other rural-dwelling AHPs

might not.

Participants offered a range of examples of ways it is possible to develop “on the job” ranging from
being the only one of their profession in a location, through to being asked to step up or into a
different role at short notice. It was clear that, just as discussed with variety of work, when seen as
opportunities these are welcomed. Participant 3, who works in mental health services, noted that,
“You get the opportunity to train not only with adults but also with young people” which they

described as:

A great incentive for some people, um, or youve come in and you get the opportunity to do
leadership if that’s what you want to do. Being able to have different roles within the team, I think

helps keep it interesting but also challenging for people. (p3)

It is important, however, to not move people to fill gaps under the guise of it being part of a pathway to
seniority or specialism. The key message communicated by participants was that having development
pathways was great, if they were legitimate, fit the needs of the organisation and could practically be
achieved. Creating a pathway in an ad hoc way to solve an immediate service delivery challenge was

not seen so positively by participants. Instead, as Participant 17 suggested:

If you could do more by being here, so it’s a more interesting job on the ground, but as part of that
you were supported to maybe get a couple of papers towards a post-grad diploma or you ended up

with a post-grad certificate that you could then use towards something else.(p17)
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In order for growth pathways to contribute to recruitment and retention of rural AHPs, it is important

that the pathways are visible to the workforce, and those considering joining it.

7.4.3.4 Freedom and Scope

As previously highlighted, the freedom that participants value as part of their roles, such as having the
freedom to plan their day or to determine what work gets prioritised, is an important feature of a job
they want to be in. Being a sole practitioner in one rural outpost, Participant 10 described freedom and
scope as having “a lot of autonomy, my manager has given me, I suppose a lot of trust to do what [
think is right and plan my day, and do whatever I want” (p10). They described an approach of trust
which could arguably be as important to colleagues working anywhere, not even just in health, but
one that is a core component for those working in isolation and with the responsibility of supporting
community members of all ages, stages, and circumstances. As Participant 8 highlighted, “/ get to
work with them in such a diverse way ”. The inherent freedom and autonomy perceived to be a feature

of rural practice was one of the characteristics that drew participants to these roles.

Participants provided several examples of how having the freedom to choose whether to see their
clients or patients in the community or at the office was important. When the choice could be made to
see someone at home, the impact for the clinician was in being able to get a real sense of what was
going on for a person. They could get this sense through seeing how someone was living; whether
they had enough heating, kai'®, or what issues the layout of their home might present. There was also
a positive impact for the clients through not having to travel, or for those who might otherwise miss
out because they could not travel, as well as the ways their assessment or treatment was enhanced by
the clinician seeing their home circumstances. This flexibility to choose where to deliver their clinical
intervention presented the AHP with a chance to get a better picture of how they could support a

person’s wellbeing, and be responsive to the client, including where to deliver their care.

For rural clinicians, a broad scope requires them to hold some knowledge in lots of areas, and an

ability to adapt to the circumstances, to “more ‘out of the box’ stuff” as Participant 6 put it. This

13 Kai is an umbrella term for food (Ryan, 2012)
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adaptability could include skipping the stairs assessment but “making sure a person could navigate
their tidal access on foot prior to discharge” (p5). Or instead of referring someone to an exercise
class in the closest town, you needed to work with them one-to-one to understand their geographical
and medical context and identify ways to meet their rehabilitation needs, without that difficult-to-
access exercise class. Utilising the environmental knowledge of rural communities and pairing it with
clinical knowledge of a person’s situation or condition was commonplace. Yet, while the
environmental knowledge was fairly predictable, every person’s clinical needs could be as varied as
the people themselves. Being challenged in this way so often required the clinician to work to the

edges of their scope of practice; this was both a difficult and attractive aspect of a rural role.

There were three specific ways that the sub-theme of Freedom and Scope really stood out in the data,
which relate to the uniquely rural context, including: 1) the importance of recognising the value that
AHPs can offer for rural settings; 2) that rural AHPs are required to go beyond the point that their
urban counterparts would; and 3) the expanded scope of Rural Generalism as it applies to the array of

professions within allied health.

As I have already described, participants found the co-opting of clinical areas into nursing specialist
roles disappointing and frustrating. In many rural communities, organisations had taken the adage of
“one car up the driveway” to mean that the district or rural nursing workforce would be in the car and
appeared to assume they can cover off the other aspects of the multidisciplinary assessment. This
approach was not, however, afforded to the AHPs in return, despite their clinical training equipping
them to undertake comprehensive assessments, or to make use of skill sharing across professions.
They felt marginalised or restricted in their practice by such operational decisions, and this was
echoed when participants talked about how their professional and registering bodies determined what
was in or out of scope, or a specialist area of practice. These organisations were seen as hindering
AHPs from using their clinical knowledge to improve rural health provision beyond their usual scope
when they are the only health provider in an area. Participant 17, who was an advocate within their
profession for their role in supporting rural communities, said, “7To me it seemed an injustice, and |

thought there needs to be a way where we can actually use our knowledge better”’(p17). When
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communities are crying out for better access to health care, and general practices are stretched beyond
capacity, neither acknowledging nor tapping into the diverse and highly skilled professions that make

up allied health felt like a blow to participants.

Participants also described how their skills were not recognised by their AHP counterparts in urban
settings, with the urban narcissism previously described (see Chapter One, Section 1.5) contributing
to a perspective that rural clinicians are less competent. Participants provided examples of ways that
they need to be able to go beyond what AHPs in a city practice do, particularly for those patients or
clients who need hospitalisation (be that physical, mental, or rehabilitative health or hospice), when
that is not a local option, or when diagnostic tools or community services are not available. The
opportunities created by the gap in service included delivery of assessments and interventions that

probably would not have been available in a city. Participant 7 told the following story:

One of my first early clients had been, been seen by medical people, you know, the GP practice
and various people, but I think she’d always been wheeled in to the, to the GP practice, so they
didn’t see her walk or anything like that, they just dealt with the medical things and she was sent
home. And when I went to see her for the falls prevention it was quite clear that she had a foot
drop and there was something neurological going on and there, you know, there were a number of
people, so that kind of wasn’t that they 're not being seen, but there were so many things perhaps

and doctors had limited time and neurological things are in the background almost and evolve

very slowly. (p7)

Even once this was identified, Participant 7 was able to continue to provide intervention, as they were
the clinician most specialised to do so locally. They recognised this would not have been the case had

there been more specialist services available.

Throughout the interviews, participants spoke about how they were required to have some knowledge
to treat most ages, stages, and circumstances, as they were often the only AHP of their profession at
their location or covering a large geographical area. Examples were offered of how variable days

could be, and how participants relished this challenge, such as Participant 6: “I also like that ...., you
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know you see a baby and a 100-year-old in the same day. So I like the variety and the challenge”
(p6). The opportunity to specialise was sought less in line with a medical speciality as in larger
centres. For some participants, this was due to the lack of access to suitable training, or due to having

limited patient numbers to reach proficiency thresholds set by external bodies.

Often when discussing professional development or pathways to grow in their organisations,
participants expressed a desire to be able to work towards being recognised as specialised in rural
practice, or to demonstrate their proficiency against a rural scope of practice. Whether experienced or
newer to practice, participants recognised that their ability to work in such a flexible and broad way
demonstrated a high level of skill. Participant 7 proposed that this was a hallmark of satisfying rural
practice, saying, “What was interesting about the job, I think there was an expanded scope that you
wouldn’t necessarily have to do in a city where there are more options, where more people’s eyes or

access to specialists [are available]” (p7).

Parallels were drawn between how all rural AHPs were required to practise, and the clinical activity
of those on the rural nursing or rural generalist medical pathways. It was believed that creating
something similar, or adopting the Australian AHP Rural Generalist programme, could create a

stronger pipeline for AHPs in rural and remote settings. Participant 17 stated:

If you could do more by being here, so it’s a more interesting job on the ground, but as part of that
you were supported to maybe get a couple of papers towards a post-grad diploma or you ended up
with a post-grad certificate that you could then use towards something else, so that when the time

came for you to move on, or you felt you wanted to move on, you re not leaving empty-handed.

(p17)
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Finally, a point made by participants about the risk of having Freedom & Scope was that poor
performance could fly under the radar of managers, and this appeared to make rural roles attractive to

some. As Participant 18 hypothesised:

Are rural places the place where people who don’t want to work on their professional development
and, are pretty lazy in terms of current policy and procedure, just kinda waiting out ‘til retirement,
are they in big cities as well? But there’s always a few of those in every department, um I find in

rural places. (p18)

7.4.3.5 Lifespan of Roles

The next sub-theme identifies that roles are perceived to have lifespans. For those earlier in their
careers, being able to try out a number of areas, or saving up and heading off on an overseas
experience (OE), defined how long a person would stay in a role. As Participant 17 stated, “/ think at
the age and stage they’re at it’s just that next progression in their careers, they just want to go and do
something a bit different somewhere else. That seems to be the norm” (p17). Therefore, knowing that
they would be able to maximise their learning during their tenure, and not be pressured to stay beyond

the natural cycle, made rural roles more attractive to AHPs.

Having leaders who acknowledge that staff will not stay for decades as they once did (unless they
marry a local, a common tongue-in-cheek strategy for retaining staff) was welcomed by participants.
They expressed wanting to be able to contribute fully for the time they are in post, while also feeling

supported to leave when they were ready to head on to their next challenge.

This was also true for those who were part of a farming business as well as an AHP. As a “reserve
army of labour” (p15), it was critical that they could work on the farm at various times in the farming
calendar as well as continue their health worker role. This compromise requires leaders who can see
the value in supporting them to work seasonally and organisations whose policies and procedures are

responsive to that unique rural context.

These patterns had been disrupted to a large degree by the coronavirus pandemic “COVID-19” which

closed borders, placed many Kiwi “OEs” on hold and slowed up the job market for non-COVID
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related roles. While further analysis of the implications of COVID-19 will follow in the Discussion
chapter, it is important to acknowledge here that as the borders reopen the lifespan of roles may be

different again from the cycles previously familiar to rural AHP managers.

7.4.3.6 The Right Role
The final sub-theme in this section relates to the right role for the participant and their circumstances.

This arose frequently in terms of the type of work, such as for Participant 3:

1 think it was about how long I was willing to wait, so, I could have got other [professional]
positions but in order to get into Mental Health, I had to choose to wait a while before finding it.

(P3)

For other participants, their family life or partner’s employment was a stronger determinant of the
right role, than the role itself. Participant 15 returned to a previous rural role after having their family
on that basis: “I was attracted back and to the rural areas coz they could offer me what fitted with my

Sfamily life, and my husband’s occupation.”

These factors are difficult to build a recruitment or retention strategy around, but they are common
enough that leaders and recruiters can build this consideration into the recruitment activity, as
Participant 18 described a colleague doing: “/They] always ask you know, what will your partner do?,
you know, what does your partner do?, you know, what'’s the plan there? Because he sees that as pivotal

to sustaining the employment.”

7.5 CONCLUSION

This section has introduced the findings from my analysis of participant contributions. Through in-
depth engagement with the stories shared by participants, I have transformed the data into three key
themes. These themes capture what participants tell us really matter for health leaders and health
organisations to get right if they want to have stable, engaged health providers in their health services

in rural and remote communities.
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The additional component of Fit, which is interwoven through the themes, appears to play a greater
part than each of the themes individually. The themes: Sense of Connection and Belonging, Safe
and Supported Practice and Creating Roles People Want to Come For, all contain elements of
Fit. Each theme contains rich suggestions of how AHPs can be attracted and retained in rural and
remote workplaces. In the following chapter, these rich suggestions are turned into recommendations

for changing practice, an essential pillar of the DHSc journey.
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8 PRACTICAL IMPLICATIONS | CHANGING PRACTICE

Gathering knowledge that can influence and change practice for the betterment of health systems is
the purpose of the DHSc programme, and an explicit goal of Interpretive Description (Thorne, 2016).
Consistent with this, this chapter includes recommendations crafted from the findings of this research.
Throughout this research process, it has been apparent that it is important to understand the ways
people think about whether a role or a work environment is right for them. From this, we can craft
tangible actions to make a real difference in the recruitment experiences of rural and remote health
systems. Implementing these recommendations has the potential to support improvements to
recruitment and retention of rural AHPs and will lead to a more engaged workforce, who feel
supported by both their urban peers and their leaders, and a better-served community. This, in turn,
has the potential to improve the reputation of the organisation and the community’s health services,
increasing the likelihood of more candidates applying for future roles. Improving rural and remote
health systems for the communities they serve and for the people who serve in them is at the core of

this research endeavour.

8.1 HoOW THE RECOMMENDATIONS WERE FORMED

The translation of findings into a set of key recommendations for practice followed four key steps:

1. Identifying key target audiences: When I embarked on this research, I had several key
audiences in mind, based on my practice experience and system knowledge. During
interviews, participants also often referred to key people who had a role and influence in
recruitment and retention in their setting. As such, in considering the practical implications of
my findings, I considered recommendations with reference to these key audiences to inform
change at multiple levels including: line managers, health organisations, professional
associations, registering bodies and educators. Each of these entities plays a significant role in
supporting, connecting, and protecting those working in rural and/or remote communities to
deliver services that are fit for purpose. This chapter is arranged into sections for each of these

groups. While each group can offer a unique contribution to improving the experiences of
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rural and remote AHPs, they are also interconnected (as illustrated in Figure 14) and make up
a network capable of significant change.

Extracting findings relevant to these audiences: Once these groups were identified, I reviewed
the findings to draw out the aspects relevant to those key audiences to ensure the
recommendations were grounded in the data. This process of identifying the relevant aspects
was scaffolded on my own past experiences and knowledge. The tables at the beginning of
each section serve a dual purpose of wayfinding, and connection back to the data.

Putting recommendations into context: This phase of the research occurred within the context
of Covid-19 and the health system reforms, and therefore any recommendations needed to be
designed to be practically actionable within the current context. Utilising Thorne’s
“thoughtful practitioner test” (Thorne, 2016, p.93) provided a litmus test throughout the
development of the recommendations. I opted for this reflexive process rather than pursuing
focus groups as originally planned to avoid adding further burden to an already overstretched
and understaffed workforce.

Considering recommendations in the context of existing theory and evidence: I have drawn on
literature as well as data in this chapter to demonstrate how the recommendations relate to
work already undertaken in comparable spaces internationally or adjacent spaces more

broadly.
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Figure 14.

Key Influencers in the Recruitment and Retention Network

| Associations &
Registering Bodies

Although adopting all of these recommendations would significantly and positively impact on the
experiences of AHPs in rural settings, and therefore improve recruitment and retention, they can also
be seen as a menu of options to fit the resources available for change-making. With this in mind, each
of the following sections begins with a summary table of recommendations, so that this chapter can

also serve as a practical resource.

8.2 RECOGNISING CONTEXT | AN INVITATION FOR LINE MANAGERS

Line managers are the most closely connected to AHPs working on the front-line in rural and remote
health settings. The recommendations set out in Table 9 outline opportunities for line managers to
engage with team members and communities, and develop their own leadership skills. Each

recommendation is discussed further below.
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Table 9.

Recommendations for Line Managers

Section | Recommendation Relevant theme (5s)
2.2.1 Networking and knowing your community Connection & Belonging: Feeling
Become a resource about your communities for Cared About (7.4.1.1)
Fit (7.4)
your people
2.2.2 Finding balance, and role modelling boundaries | Connection & Belonging: Feeling
Creating micro-moments that build a sense of Cared About (7.4.1.1)
) Safe & Supported Practice:
safety and belonging Relationship with Leader(ship)
Lean into flexibility and transparency instead of | (7.4.2.3)
consistency and equality of rule application
Support skills building for navigating work and
personal community relationships
2.2.3 Time spent walking in their shoes Safe & Supported Practice:
Make a regular practice of spending time in the Relationship with Leader(ship)
) , (7.4.2.3)
remote environments where your workforce is Connection & Belonging: Fecling
based Cared About (7.4.1.1)
2.2.4 Building trust benefits everyone Creating Roles People Want to Come
Assume good intent from the outset For: Freedom & Scope (7.4.3.4)
) | relationshi K o Safe & Supported Practice:
Promote reciprocal relationships (tuakana-teina'*) Relationship with Leader(ship)
(7.4.2.3)
Connection & Belonging: Feeling
Cared About (7.4.1.1)
2.2.5 Enhancing management and leadership attributes | Safe & Supported Practice:
Invest in ongoing leadership development Relationship with Leader(ship)
(7.4.2.3)
Connection & Belonging: Feeling
Cared About (7.4.1.1)
Creating Roles People Want to Come
For: Growth Pathways (7.4.3.3) AND
Freedom & Scope (7.4.3.4)
2.2.6 The Reasonableness Test Fit (7.4)
Check for biases and other habits of thinking

1 Tuakana-teina is a concept from te ao Maori and refers to the relationship between an older (fuakana) person and a
younger (teina) person. Within teaching and learning contexts, this can take a variety of forms such as peer to peer, younger
to older, older to younger, or able/expert to less able/expert and is a reciprocal learning relationship (Te Kete Ipurangi, 2023)

150




8.2.1 Networking & knowing your community

Having a good sense of the beyond-work resources in their team, and in the local area, is one way line
managers can support the needs of new staff, which participants identified as important for settling
well into a rural community. This provides an avenue to meeting the Feeling Cared About aspect of
the Connection & Belonging theme. By understanding what is available, line managers will be more
able to connect incoming staff and their whanau to experiences that enrich their time beyond work,

such as one participant did in offering spare bikes to new colleagues and students.

Understanding the beyond-work resources also allows managers to act as conduits for incoming staff
who wish to tap into their desire to give to others or exercise their civic responsibility. This could be
done by orienting them to volunteer groups that colleagues already belong to, connecting them with
colleagues with similar civic interests, or helping them sign up for local community newsletters or
social media sites. These activities are features that participants reported enhanced their ability to feel
Connection & Belonging to the communities they served, which is supported by Thomas and Clark
(2007) who linked Sense of Connection and Belonging to being of service. This, in turn, has the
potential to create opportunities to increase professional and personal skills within the new

community’s context.

8.2.2 Finding balance, and role modelling boundaries

My findings highlighted that creating a work environment that is inclusive and diverse, and in which
everyone has a Sense of Connection and Belonging, is essential. From the perspective of leaders,
there are two main reasons for this: 1) because we, as leaders, want staff to remain with the
organisation, and 2) we want to build a reputation that we are an organisation worth working for.
Often strategies to support recruitment and retention are focused on higher level strategic initiatives.
Conversely, my participants highlighted there were many micro-moments that contributed to their
cumulative sense of being a trusted and valued member of the team. These micro-moments increased
their sense of loyalty to the team and their trust in and respect for their managers. In contrast, those
moments when there was not a sense of trust or acknowledgement of the time and effort they put in

that was over and above what was required, was heavily felt. Examples of this were highlighted in the
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Findings chapter, such as not being able to use the work vehicle to do a personal errand when visiting

the base hospital town (see Section 7.4.1.1)

It is understandable that a line manager may feel that consistently applying a policy with all staff,
such as no personal use of a fleet vehicle, is the only appropriate option. On the other hand, being able
to advocate to the organisation for flexibility and associated transparency of decision making, has the
potential to provide opportunities to demonstrate trust in and recognition of the unique context of
rurally or remotely based staff. This may not only positively impact on the individual who is granted
permission to use a fleet car in this way, but also the other team members who see this mana-
enhancing'® treatment. This is treatment that demonstrates an understanding of the context and
circumstances of different staff groups, and therefore demonstrates they are cared about as
individuals. Being flexible in the ways described above, while not showing favour to one individual
over another is complex, and something that people leaders need to carefully balance (Gingerich et

al., 2021).

Additionally, allowing for flexibility that enhances the wellbeing of individuals, and role models
supporting the importance of having work/life balance, is a vital role that leaders and line managers
can play. This is particularly important for those staff who are living and working in communities
where boundaries are harder to enforce beyond the working day, such as when they are approached
for advice at the supermarket, or phoned up by someone in their personal life who wants to find out
about someone in the hospital (Pugh, 2007). Knowing it is okay to create or maintain social
connections outside of the immediate community where work is, and how to do so in alignment with

professional conduct, is an important part of self-care for rural practitioners.

8.2.3 Time spent walking in their shoes
Line managers spending time in person with members of their team that are based away from the

main centre or base hospital was also rated highly by participants. While it might feel challenging to

15 Mana-enhancing is a way of engaging with others that cares for the spiritual, emotional, physical, and intellectual
dimensions of a person (Royal, 2006)
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schedule travel to another site, not only does the experience of travelling to staff regularly remind line
managers of staff realities of travel, but it also places line managers within staff working spaces to be
part of the rhythms and demands of a typical working day. In doing so, it demonstrates to staff that
their leader is committed to understanding their reality and likely offers up a perspective that may not
have been gained otherwise (Stankanas, 2015). As was highlighted in the Findings chapter (see
Section 7.4.2.3), this experience was true for a participant whose manager visited when they were
short-staffed and discovered not only how the team managed high demand with such a small group of

staff, but also the strengths they drew on, which the manager had not seen before.

Line managers are not always available to respond to or have the visibility of situations where
pastoral care of team members is needed. It has been argued that spending time working alongside
staff will increase the chances they will reach out when needed (Hatton, 2022). This requires a basis
of trust which can be built by responding reasonably and thoughtfully to requests, thereby setting a

precedent that you will do so again in the future.

Additionally, spending time with remotely or rurally based teams offers opportunities to build the
skills of the local interprofessional team leaders to foster connection across team members (Bradd et
al., 2017). This can be achieved by empowering and mentoring members of the workforce who are
new to leadership, thus equipping them to gain the confidence to recognise when they can offer their
leadership skills across the multidisciplinary team. Encouraging the expansion of these
multidisciplinary team relationships beyond the client work is another way to build a working

environment where people Feel Cared About.

Another way line managers can demonstrate they understand the context in which rural and/or remote
staff work is in how they respond to requests and advocate for the procurement of equipment, such as
diagnostic tools, so that they can be easily accessible. Participants spoke of their departments owning
a particular tool or piece of equipment which was stored at the base hospital or main site, requiring
hours of travel in order to retrieve and return it when required. What may seem reasonable for
clinicians based in large teams or urban centres, in terms of sharing equipment, may seem quite

unreasonable from the perspective of rurally based clinicians or indeed patients wanting to access that
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service in a timely manner. Budgets will often not allow for multiple purchases for infrequently used
items. Balancing the costs against the clinical hours lost to travel and partnering with rural and remote
staff to identify what is most important, most often used or available online helps those staff, and their

practice realities, feel understood (Rath & Conchie, 2008).

8.2.4 Building trust benefits everyone

One aspect of rural and/or remote practice that was enjoyed by most participants was the sense of
freedom and autonomy they had in terms of planning their days or managing their caseloads and
waitlists. This is a key feature of the theme Creating Roles People Want to Come For. Participants
noted that line managers having trust in them enabled them to be self-determining. Rather than wait
until staff have earned trust, assuming good intent and valuing team members from the beginning can
promote a level of engagement and commitment to the work, the team and the manager (Brown,
2018). Having the opportunity to build a strong, trust-based relationship with a manager or leader was
also a critical component of the Safe & Supported Practice theme, Relationship with Leader(ship).
Trust, therefore, being offered up-front from a basis of assuming good intent will pay dividends for

managers with their rural and remote workforce.

This offering of trust and supporting staff to determine the flow of their day also contributes to
another aspect of Creating Roles People Want to Come For. For those participants who worked in
very small teams, having the opportunity to work across the various age spans and clinical needs of
patients enriched their practice. Conversely, those who were required to stand aside for visiting
clinicians to work with specific patient groups, rather than be supported to develop those skills
themselves, were frustrated and disempowered. Participants knew they had as much to offer their

visiting colleagues, in terms of knowledge and skills, as the visiting colleagues could offer them.

Identifying ways, as a manager, to balance the learning needs of staff, and the clinical needs of the
community, such as by utilising concepts like the tuakana-teina relationship (Te Kete Ipurangi, 2023),
will strengthen relationships as well as clinical practice. Applying this concept to practice could entail
utilising visiting clinicians’ expertise to support the rural workforce’s specific clinical practice skills,

while the rural workforce can in turn support visiting clinicians to develop a deeper understanding of
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the rural context and of whanau strengths, resources and needs. Working in this way offers an
additional benefit for the rural healthcare system as well, when whanau see the respect that visiting
clinicians hold for their rural counterparts, and the rural workforce as teachers to the “city folk”. Line
managers can facilitate these types of relationships between the rural and visiting clinicians, by setting
clear expectations of the roles each play. In doing so, they demonstrate the trust they have in their

workforce and that they, as leaders, will advocate for what is best for their people (Bradd et al., 2018).

8.2.5 Enhancing management & leadership attributes

For these suggestions to be implemented well requires a level of skill and confidence on the part of
the manager. Therefore, investing in learning and developing leadership skills with support such as
mentoring or coaching is a fundamental requirement for leaders who wish to build teams that people
want to stay in. Understanding how people construct a Sense of Connection and Belonging has
grown as an area of research within the genre of workforce wellbeing and resilience in the last 10
years. Popularised by researchers such as Dr Denise Quinlan and Dr Lucy Hone (New Zealand
Institute of Wellbeing & Resilience, 2023), and Dr Brené Brown (2023), there is plenty of literature
and resources that leaders and those who support them can tap into. These include developing “Real
Time Resilience” (New Zealand Institute of Wellbeing & Resilience, 2023), embracing and role
modelling vulnerability (Brown, 2018), and fostering accountability and clear communication

(Hatton, 2022).

Additionally, developing skills to influence the health system, with the view to promoting the
utilisation of AHPs to drive service improvement and innovation, positions a manager or leader as
someone who will advocate for and support AHPs (Bradd et al., 2018). This increases the likelihood
that AHPs will be able to access opportunities to grow into speciality areas often only open to nursing

or medical colleagues, as well as broader leadership roles (Mak et al., 2019).

8.2.6 The Reasonableness Test
One final note to line managers is to maintain a practice of ensuring that the way you are looking at

the issues, challenges and requests of your rural and remote staff is reasonable. Within the context of
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busy, complex, high stress work environments, it is common to need to focus very narrowly on
specific issues, at the risk of becoming disconnected from the day-to-day realities of staff based
further afield (O'Toole et al., 2010). When the voices of the urban or geographical narcissists (Baker
& Hess, 2019), a concept introduced in the Findings chapter (see Section 7.4.3.4), become particularly
prevalent, this can also skew perspectives. This could be narratives from senior leaders based in city
locations, urban specialist clinicians or the finance team who advocate for economies of scale. So by
using the “Is this reasonable?” test from the perspective of those working most rurally, line managers
have the opportunity to counter the influences beyond the rural setting and engage with their
workforce, building stronger connections and developing their reasonableness testing abilities along
the way. To do this, line managers first need to recognise the perspectives they are most wedded to
and ways their own biases might inform our decision making. It has been argued that when we
actively hold a practice of reflexivity and mindfulness to our own limitations of thinking, we

strengthen our ability to execute the reasonableness test comprehensively (Jana, 2016).
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8.3 START WITH EQUAL (IF YOU MUST), AIM FOR EQUITABLE | AN

INVITATION FOR ORGANISATIONS

The next section offers a range of recommendations for organisations who employ AHPs and

organisations who set policy and direction. (See Table 10 for an overview of recommendations for

organisations.)

Table 10.

Recommendations for Organisations

Section | Recommendation

Theme(s)

2.3.1 Apportioning resource
Matching investment to each of the workforces

equitably and with population benefits in mind

Safe & Supported Practice: Valuing
Learning (7.4.2.2)

2.3.2 Demonstrating AHPs’ learning needs are
valued
Create, brand, and promote learning with each

workforce in mind

Safe & Supported Practice: Valuing
Learning (7.4.2.2)

233 Fit for purpose policies and procedures

Visible, transparent, accessible, and fair

Safe & Supported Practice: Valuing
Learning (7.4.2.2)

Connection & Belonging: Feeling
Cared About (7.4.1.1)

Creating Roles People Want to
Come For: Growth Pathways
(7.4.3.3)

2.34 Are you an ally for rural and remote AHPs?
How you represent your rural colleagues and

services to others matters

Safe & Supported Practice:
Relationship with Leader(ship)
(7.4.2.3)

Connection & Belonging: Feeling
Cared About (7.4.1.1)

2.3.5 Who is missing from this process?

Assumptions limit progress, and affect quality

Connection & Belonging (7.4.1)
Safe & Supported Practice (7.4.2)

2.3.6 Are they safe?
aka The Reasonableness Test (see 2.2.6)

Fit (7.4)

2.3.7 The human impact

Impacts on identity, and wellbeing

Connection & Belonging: Feeling
Cared About (7.4.1.1)
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8.3.1 Apportioning resource

When we think of equal or equitable rights within the Aotearoa context, it is common for our first
thoughts to rightly turn to tangata whenua Maori. Organisations across the motu, the country, are
building strategies to improve how they build their workforce to better reflect the population
demographics, to “mirror the people they serve” (Chen et al., 2006; Wyatt et al., 2016). Some of these
strategies include programmes like Kia Ora Hauora (4bout Us | Kia Ora Hauora, 2023) and Te Huka
Matauraka (University of Otago, 2023), shortlisting criteria to prioritise interviewing Maori,
internships, ringfencing funding for training and development, and mentorship programmes. Some of
these strategies offer a specifically Te Ao Maori approach, while others have been replicated to build

up the medical and nursing pipelines for non-Maori as well as Maori.

Students of AHST programmes have been able to tap into strategies supporting Maori future health
professionals, but to date nothing has been replicated to build up these pipelines more broadly. Given
AHST professions collectively make up just under 30% of a health system’s workforce, and together
are often as large in number as those who are doctors, it is disappointing to find that what is available
for medical and nursing colleagues has not been afforded to those who identify as AHST. In fact, this
significant group of the health workforce often report feeling like an afterthought in workforce
planning (McNeil et al., 2013; O'Toole et al., 2010). While my research did not analyse professional
development budgets, or government subsidies across the health professions, participants reported a
sense of lack of investment, or priority, compared to what they were seeing for other professions in
their organisation. This disparity was then exacerbated by the higher costs to access training out of
district (Stagnitti et al., 2005). Ensuring that there is sufficient training resource allocation to cover
these higher costs, comparative to what urban counterparts would need, is an action that would
demonstrate the value of investing in AHP professional development. Committing resource that is
equitable to what is allocated for the professional development of nursing, midwifery and medical
staff has the potential to powerfully demonstrate the value an organisation sees in AHPs, as well as

bolster the gains in service provision that professional development offers.
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8.3.2 Demonstrating AHPs’ learning needs are valued

In most health settings, our nursing colleagues—whether enrolled nurses, registered nurses, nurse
practitioners, or nursing assistants such as healthcare assistants—make up the largest workforce
group. Therefore, it is perhaps understandable that the bulk of in-house workforce training
programmes are focused on meeting the compulsory requirements of the nursing professions.
Participants in this study reported that many of those programmes were also mandated for AHPs but

were not always relevant to their profession. This was a source of frustration.

How training is branded or promoted is key. If training that should be mandatory for all professional
groups or workforces is labelled as training developed for one professional group, it can raise
questions. Some such questions include: “Has this training been developed by someone who
understands the scope of practice and requirements of my profession?”, “Why hasn’t training been
developed for my profession?”, “Are my learning needs, or the needs of my profession, not as
important?” The flow-on effects of this experience speak to whether AHPs feel seen in their
organisation, and whether they will buy in to the learning activity that is provided. If we wish to
create a sense of Connection & Belonging for AHPs, then demonstrating that their training needs can
be met alongside the organisation’s needs regarding mandatory training is essential. Doing so also
demonstrates that the organisation supports and values learning for all groups, a component of Safe &

Supported Practice.

Having access to e-learning has made a significant positive difference to learning for rurally and
remotely based clinicians. This has been particularly important when it is regular and profession-
specific, as it is demonstrated to reduce professional isolation (Cosgrave, 2020a). It also saves travel
and accommodation costs and makes it easier to release staff for training when there is not a
possibility of backfill. Yet, when e-learning is designed as a catch-all or is targeted at the needs of less

experienced staff, inequities of access are apparent.
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8.3.3 Fit for purpose policies and procedures

In addition to ensuring access to learning opportunities at a workforce level, policies and procedures
in the organisation need to demonstrate this commitment at a systems level. By ensuring that the
policies and procedures guiding funding and approval processes are consistent, transparent, and
equitable, it makes visible the commitment the organisation has to the ongoing development of AHPs
as a valuable and valued workforce. This includes offering visibility of the available resources across
all of the professional groups including medicine and nursing. It also requires that the criteria to
access them are fairly administered. As highlighted by Sabitova et al. (2020), a number of studies
have concluded that the level of transparency and consistency directly impact on healthcare

professionals’ felt sense of job morale, which is in turn tied to retention.

The rules for access to training that participants described were often hard to understand. Sometimes
they seemed to work for one part of the organisation at the expense of another, such as requiring all
mandatory training be up to date, when the majority of the mandatory training has been designed for a
different profession. Or the rule is set regardless of circumstances; such as no training outside
Aotearoa being supported, as one participant noted (see Section 7.4.2.2) in relation to a specialist
course that was only delivered in Australia but was specific to a condition prevalent in that rural
community. With these rules, at some point, the options for training online or within the motu, the
country, would no longer meet a participant’s professional and clinical development needs, leaving
them struggling to continue to grow in their practice. Therefore, it is important for organisations to
examine the rules that govern the use of professional development funding. Being able to clearly
articulate who those rules serve, and when they stop serving their purpose, as well as being willing to

review the policy or procedure that governs them, are essential actions.

Even when funding is specifically targeted via a funding stream such as from Manatii Hauora |
Ministry of Health, understanding and being prepared to defend or challenge the purpose of the
funding is important. By doing so, organisations can signal how we believe funding should support
our workforces and demonstrate to our people that we hold their learning needs at the centre of our

thinking.
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When we make funding processes visible and link them to organisational or service development
strategy, two opportunities are realised. First, it makes clear that professional development will be
available to support the goals the organisation has to serve the community. Second, it demonstrates
how our workforce will be supported to grow, including the process to commence pathways to
specialist practice. In doing so, organisations also strengthen the ability to promote career

opportunities, to both existing staff and when recruiting (Cable & Turban, 2001; Yu & Davis, 2019).

Participants illustrated how professional development funding rules were bent when it seemed to suit
organisations; something that paid off in one participant’s favour. In that instance (see Section
7.4.2.2), the participant was able to access funding by demonstrating they could free up a doctor to do
more surgery rather than being in a clinic. However, needing to work around policies in that way

suggested the rules were designed to serve certain groups over others.

Fairness of distribution of funding should not apply only to professional development. A recent year-
long recruitment campaign has caught headlines in Aotearoa for the overseas recruitment of registered
nurses to fill the significant workforce shortages in nursing across all sectors. This was a significant
organisational strategy across the newly formed Te Whatu Ora national health system. With close to
$600,000 being spent on advertising this campaign so far, and only 1% of current vacancies filled as a
result, the wisdom of this approach has been challenged robustly (Powell, 2023). One aspect of this
challenge has been seeking to understand why one group of professions has been promoted in this
way, when there are workforce shortages in many professions. A message this sends to our
workforces is that only nursing is worthy of this investment. For organisations embarking on targeted
campaigns such as this, there are some approaches to keep in mind. One is to communicate clearly
and often with the whole workforce about what your strategy is and why. If you need to choose one or
some professions over the rest, do so in a way that transparently demonstrates how the recruitment
strategy aligns with the organisation and service delivery goals. Ideally, any strategy would also aim
to address any perceived inequities of treatment between workforce groups, recognising that how we

treat the people we already have will determine how much future recruitment is needed.
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8.3.4 Are you an ally for rural and remote AHPs?

Allyship is a lifelong process of building and nurturing supportive relationships with
underrepresented, marginalised, or discriminated individuals or groups with the aim of advancing
inclusion (Luthra, 2022). Rural communities in Aotearoa, along with their health systems and
workforces, are among the underrepresented, and experience inequity as a result (Te Whatu Ora & Te
Aka Whai Ora, 2022). AHPs, whether in rural or urban settings, also experience underrepresentation,

and, as participants highlighted, have apparently been marginalised to the benefit of other professions.

Being more responsive to the needs of AHPs, to address this experience of marginalisation, goes
beyond equitable provision of professional development. By better understanding and promoting all
the workforces needed to create our health systems, organisations can improve the workforce’s sense
of safety (Safe and Supported Practice) and demonstrate that AHPs are key members of the

organisation (Connection & Belonging).

One way to do this is for anyone who represents the organisation to consider how they represent the
rural communities they partner with—be they senior leaders situated at the urban or base hospital, or
clinicians providing specialist remote or “fly-in, fly-out” type services. These ambassadors of rural
health careers need to be mindful of how they represent their rural colleagues or services to others,
and how they promote the unique and effective ways that clinicians work in a rural and/or remote
context. Taking time to gather the stories from clinicians on the ground would equip these
ambassadors with evidence and understanding that enables them to advocate for or defend rural
and/or remote services when they are under threat. If not explicitly seeking to be an ambassador for
rural health, urban-based representatives of rural services may risk falling into the trap of urban or
geographical narcissism (Baker & Hess, 2019), where they feel confident they are better placed to
know what is needed than are colleagues who have “gone bush” (p7). It is important that urban
representatives of rural and/or remote health systems check their biases if they are to hold the best
interests of the rurally or remotely based staff and communities at the centre of their dialogues. This is
another opportunity to implement the reasonableness test mentioned earlier (see Section 8.2.6) by

questioning, “Who does this serve?”. Messaging to communities that rural AHPs are not as qualified,
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experienced, or resourced as urban counterparts does not serve anyone, least of all the urban health

leaders and clinicians who are reported to be sharing that narrative.

Recognising the contributions that rural and remote health systems are making across the motu, and
that are benefiting communities up and down the country, can provide a counterpoint to urban
narcissism. From the utilisation of drones (Te Whatu Ora Te Tai o Poutini West Coast, 2022), to
Maori maternity wananga (Hauora Taiwhenua, 2023), there are plenty of examples of innovative and
impactful clinical practice being delivered by rural clinicians. Professional bodies of each of the
workforces that make up the AHST professions also have a role to play here as they can provide case
studies and opportunities for connection with individuals and teams leading the way in rural health

settings (also see Section 8.5).

8.3.5 Who is missing from this process?

If our health system is to be truly transformed, all members of the multidisciplinary workforce and
clinical leadership teams will need to have a clear understanding of each other’s skill sets and scopes
of practice. This is also true at the head of organisations, particularly making better use of the
collective wisdom of multidisciplinary clinical leadership when developing new roles, services, or
pathways into specialist practice. As highlighted in the Findings (see Section 7.4.2.2), creating a
service or specialist role for a single profession, often as part of a desire to strengthen the recruitment
and retention of that professional group, has a range of consequences. These consequences can
include increased employment costs, increased professional development requirements and often
unintentionally removing clinical responsibilities and activities from the profession or service already
providing that clinical expertise. Furthermore, these actions erode the sense of Connection &
Belonging professional groups have and place their ability to provide Safe & Supported Practice at

risk.

If we are committed to ensuring all of our workforces can work to the top of their scope, should we be
creating specialist roles for one profession to upskill into, when another profession trains their
workforce to undertake the same clinical activity as a new graduate? How do the decision-makers in

one profession have access to the knowledge of what other professions may already have in their core
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scope of practice and be more proficient to deliver clinically? Ensuring all the professions are
represented, when these roles are being considered, is better for the organisation; clinically,
financially and operationally, as well as better for our workforce (Nancarrow et al., 2013). This can be
achieved by consistency of representation of the entire workforce at an executive level for all
specialist role development (Boyce, 2006; Bradd et al., 2018), removing the risk that role reviews
occur in silos, or without a clear understanding of the potential impacts on the wider workforce.
Recognising the consequences of side-lining one profession’s scope of practice to provide advanced
skill opportunities for another profession is essential if organisations are going to be able to meet their
obligations to communities in an era of workforce shortages, and international competition for staff

(Iedema et al., 2006; McNeil et al., 2013).

8.3.6  Are they safe?

As well as line managers, (see Section 8.2.6) it is important for organisations to also use the
reasonableness test when considering tools that aid the safety of those staff working most rurally or
remotely. Participants spoke of having limited access to cell phones, vehicles ill-equipped for farm
roads or long-distance travel, lack of staff, and lone working in geographically remote environments,
that also had communication blackspots. Ensuring there are practices that keep AHPs safe and well
generally, and that those processes are honoured and not eroded by workforce shortages or budgetary
constraints, is essential for rural and urban workforces. The unique context of rural and remote
settings requires that these practices account for the impacts that travel can have on wellbeing and
work-life balance, or the practical challenges should vehicles break down in communication
blackspots. Safety considerations also need to extend to the enduring impact that higher caseloads or
long travel times in rural and remote practice can have on an ageing workforce. Organisations need to
understand the lived experiences of AHPs in order to enact safety plans and purchase the most
appropriate equipment. There should therefore be regular engagement with AHPs to ensure intel
about threats to safety are contemporary and plans to mitigate risks are co-designed and
implementable. In this way, they are also meeting their obligations under the "Health and Safety at

Work Act" (2015).

164



8.3.7 The human impact

One last point for organisations to consider is the cumulative impact of being overlooked. Often
referred to as “microaggressions” in diversity and inclusion literature (Jana, 2020; Sabin, 2022;
Winters, 2023), the assumptions, questions or insensitive statements and actions evident in the stories
and experiences of my participants target aspects of identity. For AHPs, having their scopes of
practice, contribution and value downplayed or dismissed, either through lack of knowledge or
deliberate interprofessional positioning, can negatively impact on their physical and mental health
over the course of their career, increase burnout and decrease job satisfaction (Washington, 2022).
While this is true regardless of where an AHP is working—remotely, rurally or in an urban setting—

when it is overlaid by geographical narcissism as well, it creates a toxic mix.

If we truly want to use all of our workforces at the top and breadth of their scopes, and provide more
preventative and population based health, organisations need to work harder to understand, recognise
and celebrate the professions that make up our AHST workforce (McNeil et al., 2013). For rural and
remote health services, this may be critical to optimise recruitment and retention of this workforce and

would set the context for them to flourish in those communities.
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8.4 MOVING FASTER AND SCHEDULING | AN INVITATION FOR RECRUITERS

As organisations consolidate their support services, recruiters are often working across a range of

portfolios or geographical locations. This creates a complex set of competing priorities, often

compounded by elevated expectations and, in some cases, limited recruitment experience of hiring

managers. The following recommendations for recruiters (see Table 11) may add to an already busy

load. In spite of this, I argue the recommendations will pay dividends over time for the organisation,

and for the recruiters’ workload and job satisfaction.

Table 11.

Recommendations for Recruiters

Section | Recommendation Theme(s)
241 A window into the culture of an organisation Connection & Belonging: Feeling
Treat every candidate as though they will solve Cared About (7.4.1.1)
o ) Creating Roles people want to come
all of the organisation’s recruitment needs ] . .
for: Recruitment Experiences
(7.4.3.1)
Fit (7.4)
2.4.2 Knowing your audience Connection & Belonging: Feeling
Learn about all the professions who come under Cared About (7.4.1.1)
. o . Creating Roles people want to come
the Allied Health, Scientific & Technical . .
for: Recruitment Experiences
umbrella; what they do, who they are, what (7.4.3.1)
matters to them
243 Creating opportunities to connect Connection & Belonging: Feeling
Line up start dates for multiple new hires Cared About (7.4.1.1)
Creating Roles People Want to
Come For: Recruitment Experiences
(7.4.3.1)
Connection & Belonging: Personal
Relationships (7.4.1.2)
2.4.4 Identifying patterns Creating Roles people want to come
Collect, analyse, and make visible workforce for: Lifespan of Roles (7.4.3.5)
data in meaningful ways

166



8.4.1 A window into the culture of an organisation

While Creating Roles That People Want to Come For starts long before an organisation’s
recruitment team become involved, my findings suggest that how a candidate experiences the
recruitment process can create a significant impression. The recruitment processes provide a glimpse
of how an organisation is run and offer a view of the organisation’s culture (Yu & Davis, 2019).
These aspects will strongly influence the decision making of candidates when they have a number of
roles to choose from (Buykx et al., 2010). With the impact of gaps in staffing being so much greater
in rural and/or remote areas where teams are often very small, recruitment interactions need to offer a
high level of customer service. It may also be beneficial to prioritise recruitment activity relating to
rural roles over urban or base hospital recruitment activity, where the volume of candidates is often
much higher and staffing gaps make up a smaller percentage of the workforce. Giving candidates a
sense that they are a priority, and giving preferred candidates an experience of being sought after is of

great importance in harder-to-staff rural roles.

8.4.2 Knowing your audience

Many of the workforce groups and professions within AHST are not commonly recognised, nor their
scope of practice well understood. It is understandable that recruiters would not necessarily know
what skills and attributes an organisation is looking for when recruiting to these positions. It is
recommended recruiters should take opportunities to get to know the professions, ask for guidance,
check their biases and not be afraid to admit their assumptions. The more recruiters know what they
are looking for, the more effective their recruitment drive is likely to be. This may also contribute to
stronger relationships with recruiting managers and budget holders; they too are AHPs who want to

feel cared about (Connection & Belonging) and whom organisations wish to retain.

8.4.3 Creating opportunities to connect

Another key message that participants shared was that creating friendships in the community was a
significant factor to their desire to stay in the role. Where they were recruited at a similar time as other
newcomers, they were able to create social groups which allowed them to discover their communities

and often extended to sharing flats or other accommodation. This is particularly important for entry
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level staff and those in their early to mid-20s who have been found to be most at risk of social
disconnection and loneliness (Keane et al., 2012). Even if these people do not have a lot of interests in
common, the fact that they are starting out at the same organisation together has been found to be
enough to make the transition into their roles and their new community smoother (Kumar et al.,
2020). Working with recruiting managers to co-ordinate recruitment, and to build mechanisms which
can wrap around groups of new staff to support their entry into community and work life, is a great
way to respond to the Feeling Cared About aspect of Connection & Belonging, as well as
strengthening the Recruitment Experiences component of Creating Roles People Want to Come

For.

Building networks across organisations’ recruitment teams to help spouses find work as part of a
package of recruitment is something that some of the organisations our participants worked in did
well. Not only does this technique support candidates and their whanau practically as they are being
onboarded into the organisations and community (Cosgrave, 2021), it also demonstrates to them that
they matter to the organisation beyond their suitability for the role. Linking them with colleagues in
the organisation who have similar school-aged children can also help as they prepare to identify

schools, or other aspects of life crucial to setting down roots in a new environment (Cosgrave, 2020a).

These strategies are not new to the narrative about recruitment and retention in rural and remote
communities (Cleland et al., 2012; Cosgrave, 2021; Hustedde et al., 2018; Quilliam et al., 2022).
However, embedding a more deliberate and consistent approach will likely improve the reputation of
the organisation as well as build a practice of inviting existing staff to play a role of manaakitanga'®,

of hospitality and support, for future colleagues.

8.4.4 Identifying patterns
Finally, recruiters hold the key to supporting managers to recognise and plan for the lifecycle of the
distinct roles in their teams. As participants highlighted, there are clear patterns in how people join

and leave teams and yet it appears to them that the machinery of recruitment is unable to gear up in a

16 Manaakitanga represents the concept of hospitality, generosity, kindness and support as well as the process of showing
respect (Moorfield, 2023)

168



timely fashion. This often leaves roles unadvertised and then vacant for an unreasonable time. By
gathering and communicating the array of data that recruitment teams can access, both internally and
from external analytics such as job search engines, recruiters can help managers to recognise the
features of a staff member’s career journey where role change might be triggered. This in turn allows
the manager to pre-emptively plan, with the support of recruiters, when recruitment campaigns might

be required.

8.5 EXTENDED SCOPES OF PRACTICE | AN INVITATION FOR PROFESSIONAL
ASSOCIATIONS & REGISTERING BODIES

The role of registering bodies and professional associations to protect the public and develop their
profession’s standing, scope and safety is paramount to health professionals’ ability to practise with
legitimacy and agency. Across the AHST professions, these organisations are often small, with
limited resources, and it is therefore understandable that most of the focus, energy and attention is
directed at those aspects of clinical activity affecting the greater part of the professional group. Table
12 offers a key recommendation for registering bodies and professional associations, and the themes

that demonstrate why it matters.

Table 12.

Recommendation for Professional Associations and Registering Bodies

Section | Recommendation Theme(s)
2.5 Recognise and Endorse a Rural Scope of Connection & Belonging: Feeling
Practice Cared About (7.4.1.1)

Creating Roles people want to come
for: Growth Pathways (7.4.3.3) AND
practice as an extended/specialist scope of Freedom and Scope (7.4.3.4)

Establish mechanisms to recognise rural

practice and a pathway for endorsement

In 2019, a national hui was hosted by Manatii Hauora | Ministry of Health to consider ways to
strengthen the rural and remote health workforce pipeline. Attendees representing the health sector, a
variety of professions, and education providers heard from thought leaders and workshopped ways to

improve the pathways into rural clinical practice. Recognising and endorsing a rural scope of practice
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for each profession was a key message that came out of that workshop, and one that participants in
this study also recommended. For participants, the ability to have their rurally focused practice
endorsed as an extended scope of practice would be a significant step towards having their roles
valued. This would also connect with participants’ perspectives that growth pathways towards
extended scopes, and the freedom and scope that would come with it, would be an attractive reason to

join the team and/or to stay (Creating Roles People Want to Come For).

Thanks to the great work already undertaken in Australia, scopes of rural practice for some of the
AHST professions are already defined, with work underway by others. This creates the opportunity
for the AHST professional associations and registering bodies to take up those definitions and scopes,
and work with rural and remote AHPs across Aotearoa to bring to life and endorse an Aotearoa New
Zealand equivalent. While the rural workforce is small, and the membership of each profession that
work rurally is even smaller, investing in the adoption of suitable scopes of practice will enhance the
mana'’ and integrity of highly skilled clinicians working in rural and remote settings, as well as

enhancing the mana of those career pathways, as it has done for rural medicine.

If the focus of registering bodies and professional associations remains on those specialisms aligned
to narrow medical scopes of practice, which best serve professionals in tertiary hospitals, they run the
risk of becoming irrelevant as we progress towards a more preventative and population health
approach to health and wellbeing provision (Department of the Prime Minister and Cabinet, 2021;
Health and Disability System Review, 2020). Rural scopes of practice offer a new paradigm to
consider how extended scopes are developed, proposing a move away from medically aligned scopes

into a more “whole-of-person” approach.

Professional bodies also have an opportunity to support rural communities and organisations to better
understand the contributions that AHPs can make by developing resources that help professions better
articulate their skills and scope; most prominently, those that are being eroded by the development of

specialist roles in other professions. As noted earlier (see Section 8.3.4), by gathering stories of the

7 Mana translates as integrity, standing or prestige (Ryan, 2012)
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successes occurring in rural and remote settings, professional bodies will have ample evidence to
provide to policymakers, organisations and universities when advocating for their profession(s) to

stand fully within the breadth and depth of their clinical scope.

8.6 ALIGNING WITH THEIR CONTEXT | AN INVITATION FOR TERTIARY
EDUCATION PROVIDERS

Universities and other schools of professional practice are essential to the development of future
members of the AHP workforce. My findings point to two key areas of focus for these professional
training institutions, if they are to better contribute to the development and growth of rural health
systems, and in doing so reduce the inequity of health outcomes facing rural dwellers. Table 13
provides an overview of recommendations for tertiary education providers and their relationship to the

themes.

Table 13.

Recommendations for Tertiary Education Providers

Section | Recommendation Theme(s)

3.6.1 Is city-based training the only way? Creating Roles people want to come
Develop ways to connect knowledge, skills and | fOr Growth Pathways (7.4.3.3)
qualifications with learners who are rurally

located

3.6.2 Rural Generalism Safe & Supported Practice: Valuing

Develop rural generalist pathways for individual Learning (7.4.2.2)

professions and transdisciplinary

8.6.1 Is city-based training the only way?

Participants described the types of challenges rural rangatahi'® experience, compared to their urban-
raised peers, in accessing a tertiary education. Some participants recalled school mates who simply
could not leave home to attend university, whether because they could not be spared from their role of

contributing to the family income or because the thought of going to the city was not palatable. As I

18 Rangatahi is a modern translation for youth, or young people (Ryan, 2012)
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will explain further in the Discussion (see Chapter Nine), there is ample evidence that a considerable
number of rurally born, urban-trained health professionals do not return to rural settings once

qualified.

Relying solely on bringing rurally born students back to rural communities through programmes such
as the Rural Immersion Programme is not sufficient, as one participant highlighted. Instead,
universities have an opportunity to embrace the power of online learning, to create more opportunities
to learn in rural areas or, where only a city campus can deliver specific learning, to bring students to
the city purposefully for short blocks of time, such as through a residential programme model. Social
work training has led the way in this regard, as has midwifery, with fully online education models and
targeted city-based block courses, so there is plenty to draw from by way of inspiration and practical
application. The integrated training pipelines found in Australia also provide a useful exemplar
(Cosgrave, 2020a; Humphreys et al., 2006). Collectively, there are plenty of examples for Aotearoa’s

tertiary training providers to develop local models.

8.6.2 Rural Generalism

One of the most straightforward approaches to creating growth pathways for AHPs in rural areas has
been modelled by our medical colleagues in Aotearoa and abroad, as well as Australian AHPs;
namely, the Rural Generalist pathway. While straightforward, in that it is a well-formed model with
solid outcomes in the other settings, it requires the expertise of tertiary education providers to weave it

into post-graduate models and ensure it is grounded in the principles of Te Tiriti'.

The development of the Medical Rural Generalist model in Aotearoa, with its initial slow growth and
emphasis on helping the public and health colleagues understand and have confidence in its value, has
been hard won. Adopted from the educational model used by our Canadian and Australian

counterparts (McGirr et al., 2019; Rourke et al., 2018), it offers a ready-made solution to training

9 Te Tiriti (the treaty) is an abbreviated reference to Te Tiriti o Waitangi, the Treaty of Waitangi, the founding document of
Aotearoa signed by representatives of /wi Mdaori (tribal groups) and the British Crown in February 1840 (Ministry for
Culture and Heritage, 2017).
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medical professionals as they step into Senior Medical roles to carry multiple scopes of practice

complementary to rural health needs.

Australia has also undertaken the significant task of developing an educational model that supports
both newly qualified and more experienced AHPs to develop the skills required to become rural
generalists and have this recognised through a post-graduate qualification (Allied Health Professions'
Office of Queensland, 2015). Their model is delivered remotely and in conjunction with the Regional
Universities Network, so does not require participants to travel away from their communities to take
part in the programme. This is an important feature to sustain clinical activity as well as in respect of
participants being able to learn in place. NHS Scotland also offers a framework (The Remote and
Rural Healthcare Education Alliance, 2021), which is multidisciplinary in nature, and oriented to
advanced practitioners who can extend their generalist scopes through online and on-the-job learning

(The Remote and Rural Healthcare Education Alliance, 2023).

In Aotearoa, we have seen the Rural Immersion Programmes drive collaboration between the different
tertiary providers responsible for the health students that take part in interprofessional rural placement
programmes. Whether by utilising a university network such as Australia’s model or through the
National Interprofessional School of Rural Health that continues to be lobbied for here in Aotearoa
(Nixon et al., 2018), the principle of connecting AHPs working in a variety of rural and remote health
settings to continue their professional development in ways that serve their rural communities, as well

as their career goals, is valuable.

Partnering with the programmes already on offer via James Cook University (2017) in Australia, or
the NHS Scotland RRHEAL Learn programme (The Remote and Rural Healthcare Education
Alliance, 2023), adding cultural components suited for working with tangata whenua, or creating a
micro-credentialing style approach are options worth exploring. These offerings could be woven
within the rural interprofessional education programmes available in multiple rural locations around
Aotearoa, as part of a longer, more dedicated pathway that captures the attention and interest of
student health practitioners and guides them through the various stages of their rurally focused

carecrs.
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8.7 CONCLUSION

This chapter has set out to provide some tangible actions that can be taken by health leaders,
organisations, recruiters, professional associations and registering bodies, and tertiary education
providers. Each idea links back to the findings of this research; from the thoughts and experiences of
our participants as well as the core themes, Sense of Connection and Belonging, Safe and
Supported Practice and Creating Roles People Want to Come For. It has also made visible some
of the practices that continue to harm the efforts to improve recruitment and retention for rural areas,

presenting opportunities for us all to examine whether our actions match our intentions.
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9 DISCUSSION

9.1 INTRODUCTION

In this chapter, I will discuss the key findings, offering connections to existing literature, and
considering how the findings challenge or build on current thinking. I will then offer some critical
reflections on my findings with reference to the specific context in which this research was carried out
and the health contexts in which the findings will be implemented, including how the current contexts
of the coronavirus pandemic, and the Aotearoa New Zealand Health System reforms impact on and
influence the analysis. Throughout, I will consider in more depth the specificity of the findings to a
rural health context and how these themes stack up against previous research. Finally, this chapter
concludes with the strengths and limitations of the research, including key methodological

considerations and opportunities for further research.

9.2 SUMMARY OF KEY FINDINGS

This doctoral research was the first of its kind in Aotearoa; exploring factors perceived to influence
recruitment and retention of AHPs in rural and remote health settings. Specifically, the primary
objective of this research was to explore attractive aspects of living and working rurally, to inform
recruitment and retention strategies. As already acknowledged, this inquiry originated due to my own
experiences as a health leader across rural and remote communities, struggling to maintain consistent
staffing and service levels. The research also grew out of the desire to respond to the gaps in the
literature and be able to offer meaningful knowledge specific to AHPs in Aotearoa’s rural and remote

communities.

The findings from this research have added to the growing literature exploring ways to recruit and
retain health professionals in rural and remote communities. As outlined in the Findings chapter (see
Chapter Seven), three key themes were constructed through analysis of participants’ stories. These are
Sense of Connection and Belonging, Safe and Supported Practice and Creating Roles People
Want to Come For with an infused concept of Fit woven throughout. Aspects of these themes can be

found in existing literature (Kim et al., 2023; Subramanian et al., 2022; Trevifio et al., 2020), although
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the conclusions reached by those authors and mine differ in some instances. I will discuss each in

more depth below.

9.2.1 Sense of Connection and Belonging

Sense of Connection and Belonging captured the importance for AHPs to feel they are valued as
people, as well as in their professional context, and can value others in return. It highlighted that
whether they were joining a service in their own rural community, or moving their life to a new
geographical location, AHPs wanted to be part of their communities. Personal Relationships was a
key aspect of this theme, and a critical factor for successful transition into and retention within a
workforce, a finding echoed in other research (Cosgrave, 2020a). Feeling Cared About, which was
key to a Sense of Connection and Belonging included how supportive and welcoming teams are.
Existing literature echoes this finding, arguing supportive teams to be an important aspect of AHPs

deciding to stay in a role (Cosgrave, 2020a; Kumar et al., 2020).

The third key sub-set of this theme was being In Service, to the communities that participants had
joined as rural AHPs, and to their whanau and rural communities of origin. Once AHPs have
established their own network connections, they are well placed to contribute to their communities in
ways that utilise their skills and knowledge, advance community members’ social outcomes and

strengthen their ongoing connection to their role and home (Farmer & Kilpatrick, 2009).

9.2.2 Safe and Supported Practice

Safe and Supported Practice captures aspects of a thriving environment, through the provision of
support and safety for team members, mechanisms to share risk, and resources to receive supervision
and mentoring. This theme includes the quality of relationships with those in leadership, how learning
is valued by the organisation or the practical tools of work such as connectivity and technology.
Where theme one highlighted that having the necessary tools and resources enables people to feel
cared about, this theme recognises the power that feeling connected brings to being safe and
supported in practice. The key concept Connectivity and Technology covers this aspect, by both

emphasising the need for people to feel connected to each other and requiring access to technology to
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enable this connection to occur. It also acknowledges that addressing the challenges of mobile phone
and data availability in rural and remote areas are often beyond the control of employers (Crown

Infrastructure Partners, 2023).

Another key component of the Safe and Supported Practice theme was Valuing Learning. This may
be demonstrated through organisational policies, equitable allocation of professional development
budgets between professions (by employers and government ministries) or how access to learning is
prioritised and operationalised. Experiencing the ways that organisations and leaders demonstrate they
value learning has a significant impact on AHPs’ decision making about joining or staying in a role
(Keane et al., 2012). A weight of literature supports this key component of recruitment and retention,
where access to continuing professional development and mentorship is recognised as being essential

(Cosgrave et al., 2018a; Keane et al., 2011; Kumar et al., 2020; O'Toole et al., 2010).

Relationships with Leader(ship) is the final aspect of Safe and Supported Practice. This involves the
ways that participants felt that organisational leadership interacted with them generally, their
relationships with their line managers and how much autonomy or oversight participants had when

working remotely from leadership.

9.2.3 Creating Roles People Want to Come For

The third theme, Creating Roles People Want to Come For, offers the building blocks for roles that
are “worth it”; roles that offer a variety of work, growth pathways, freedom and scope and feel like
the right role for the candidate’s stage of practice and goals. This theme also captures the power of

recruitment experiences and how roles have a lifespan that can be predicted and leveraged off.

Variety of Work, one aspect of the third theme, relates to the opportunity to develop and utilise a
wider range of clinical skills and therefore support a broader section of the community. While some of
the literature reviewed described rural teams using skill sharing (Smith & Duffy, 2010), this appeared
to be primarily focused on covering the breadth of patient needs (Boshoff & Hartshorne, 2008) rather
than a deliberate strategy to increase the clinicians’ enjoyment of their work through positive

challenge and learning. My findings highlighted that variety of work increased participants’
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satisfaction with work and provided opportunities for them to extend their skills and knowledge, and

that these experiences were sought after when considering changing roles.

The importance of appropriate professional development has already been discussed, within the
context of how learning is valued by the organisation. It bears mention again here, that having
professional development programmes which specifically target AHPs wherever they are in their
growth is important (Cosgrave, 2020a; Kumar et al., 2020). Matching them to available and emerging
Growth Pathways is key to Creating Roles People Want to Come For. Recruitment Experiences
offer another aspect of this theme, and the findings align with overseas literature recommending
practices such as systems and processes to support faster recruitment (Cosgrave, 2020a), and

onboarding new staff in clusters to provide a social network (Keane et al., 2011; Kumar et al., 2020).

9.2.4 Fit

The concept of Fit is an element that weaves through each of the three themes, as well as standing
alone. It captures the importance for AHPs to feel their context is a match to their values, their
interests, their needs, and goals. Existing literature has split professional and personal or social factors
when analysing reasons clinicians join, stay in or leave rural and remote settings (Allen et al., 2020).
However, my findings demonstrated that Fit encompasses aspects of all of these factors and, as
suggested by person-environment fit theories, a person’s values are more likely to play a key role in

decision making (Conomos et al., 2013; Deschénes, 2021).

9.3  SIGNIFICANT POINTS FOR CONSIDERATION

The key themes may feel familiar, or common sense, in that they are ways we should treat others and
are therefore appropriate regardless of the physical environment, location of employment or
workforce type. This is because the ideas of Creating Roles That People Want to Come For,
providing Safe and Supported Practice, and a Sense of Connection and Belonging are all
fundamental to the principles of inclusion and belonging, which apply to all human beings (Brown,

2017; Hatton, 2022).
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Through my analysis and development of the findings (see Chapter Seven) and practice change
recommendations (see Chapter Eight), a number of ideas came through repeatedly. This section will
explore these ideas more fully, including considering to what extent each idea is particularly relevant

to rural and remote AHPs, and how my findings support, challenge, or extend existing literature.

9.3.1 Fit: who has it, and how do we develop it?

As I have highlighted, when Fit has been examined as a component of successful recruitment and
retention in rural and remote health settings, it has been described in terms of professional fit OR
personal fit OR social fit and so forth. A person’s rural identity—if they were born rurally, or if they
were trained rurally—was also seen as a measure of their fit. These are all components of fit;
however, when looking across my findings as a collective, fit reflects something much more nuanced.
In simple terms, [ would describe this as the difference between fit as something you are, versus fit as

something you feel.

Within my study, some urban-born participants hypothesised that the easiest way to grow people who
would fit a particular community should be to educate people from those communities. This is also a
common perspective reflected in existing literature (Lee & Mackenzie, 2003; Manahan et al., 2009).
However, a large number of participants in my study either were not born rurally or felt their decision
to work rurally was specific to their home community rather than rural communities more generally.
When they thought of rurally born students who they had trained with, they recalled many of them
going on to work in urban environments. This finding is consistent with Carson et al. (2015) who
found that the impact of urban training on rurally born AHPs is substantial, in that AHPs are less

likely to return to rural settings once they have lived in an urban environment.

Other studies have noted the importance of targeting rural rangatahi to train as health professionals
because of the increased likelihood of them returning to rural communities for work (Brown et al.,
2017; Keane et al., 2011; Kent et al., 2018). Brown et al. (2017) noted rural-born health professionals
to be 2.35 times more likely than urban-born health professionals to work rurally. With evidence that

rurally born is not actually a guaranteed future workforce and given the barriers for some rural people
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to participate in extended urban training (as highlighted in Section 8.6.1), relying on rural rangatahi

alone is unlikely to be sufficient as a future workforce strategy.

As mentioned in the literature review (see Chapter Three), the opportunity to be immersed in rural
communities as part of health career training increases the likelihood that these people will work
rurally after they are qualified (Garces-Ozanne et al., 2011; Shelker et al., 2014). Even having this
rural exposure through working rurally directly after graduation has some positive effect (Brown et
al., 2017), though this effect was not as significantly linked to retention as those rurally trained

(Brown et al., 2010; Daniel et al., 2021).

As was also seen in the literature (Pullon et al., 2023), participants in this study who had experienced
rural healthcare during their training, whether through Rural Immersion Programmes or traditional
placements, were also more likely to consider working rurally. They ascribed the success of rural
placements on choosing rural employment to being able to experience the realities of living rurally

and distinguish the truths from the myths about rural lifestyles, healthcare and opportunities.

Rural training also offers a benefit that did not appear in the initial literature review but has substantial
bearing here. Burgis-Kasthala et al. (2018) note that participating in rurally based training increases
overall resilience, compared to those students who undertook all of their learning in the urban
environment. This is particularly important given the risk to retention that social isolation plays for
AHPs moving to a new rural community for work (Beccaria et al., 2021; Cosgrave et al., 2018a).
Furthermore, it offers a possible connection between resilience and choosing rural and/or remote
employment (Burgis-Kasthala et al., 2018). My study was not designed to measure resilience;
however, the relationship between a person feeling they Fit, and the ability that gave them to build

networks, and therefore resilience, seems worthy of further exploration.

Not all participants had grown up in rural areas, nor spent time in rural settings (i.e., on placement)
during their professional education. The motivation to live and work rurally was specific to each
individual and the attributes they ascribed to rural life which they found valuable, such as wide-open

spaces, less traffic, or more affordable homes. Therefore, roles that people are drawn to in rural areas
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can be promoted in part on their rural context, and not all roles need to be targeted to those who were
born or trained rurally. While the right role (Creating Roles People Want to Come For) may be
desirable because it is situated in a rural and/or remote area, it is also possible that the role itself will

act as a drawcard to someone who has not previously considered rural practice.

These ideas of fit, which recognise rural places and spaces as important sources of future health
workforce, link to conceptualisations of place and belonging; the utility of which Malatzy et al. (2020)
propose is essential to understand in workforce retention and future rural health research. They
present three key concepts for consideration drawn from the fields of rural sociology, environmental
psychology and human geography. These are sense of place, place attachment and belonging-in-place
(Gillespie et al., 2022), defined as the relationships people form with places (Relph, 2007), the bonds
people form with places (Hummon, 1992) and experiencing social connection respectively. Each

promote a sense of fit. These concepts resonate with and give weight to my findings.

Given the significant workforce shortages, the impacts of workload had been expected to counter the
environment and right role components of Fit and are a significant feature of existing literature
(Cosgrave et al., 2018b; Keane et al., 2012; Kumar et al., 2020). While it was discussed by some
participants, workload demands were not described as a barrier to working rurally and did not appear
to diminish the overall experience of being in the right role and place. Instead, participants
contextualised workload demands with staff shortages. More significantly, the participants expressed
a determination to prioritise providing access to service for as many eligible members of their

community as possible.

This is likely linked to another characteristic of Fit; when rural AHPs have a felt sense of the
reciprocity in relationships they have with their communities, something that is also noted in research
relating to rural medics (Kenny & Duckett, 2004). This was most commonly represented by
participants feeling supported by their community and also feeling they can make a meaningful
difference for that community. When participants spoke about their desire to ensure that the

community members who needed their services were seen, they couched this in terms of the
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responsibility they had to serve their community. This finding does not appear to feature specifically
in literature about recruitment and retention of rural and/or remote AHPs, something Gillespie et al

(2022) also identify.

One more characteristic is that rural AHPs felt a sense of Fit in their role and setting because they felt
valued because of their identity as a rural AHP. This feeling of being valued comes from the system,
organisation and community recognising and believing in their unique contribution. While
demonstrating value by way of ensuring there is professional support for rural and/or remote AHPs is
featured in the literature (Steenbergen & Mackenzie, 2004), this study appears to be the first to
examine how being valued because of their profession is an important factor. New South Wales
Health in Australia recently demonstrated how valued AHPs are with a short video (NSW Health,
2023) reflecting on the various professions and the value they add. Not all gestures need to be as
grand, but activity such as this helps to educate the public as to who, beyond medicine and nursing,

are critical to the health journey, while also demonstrating to AHPs that they are seen and appreciated.

Those whose opinion of AHPs are valued, and whose actions celebrating them are particularly
important, are leaders and managers. The importance of skilled leaders and managers, a finding
already well illustrated in the literature (Cosgrave, 2020a; Keane et al., 2012), was key to having
relationships that felt safe, positive, and founded on trust. This study also found that the reputation of
managers was a factor in choosing to join or stay in a role. This is one of a myriad of ways that
organisations’ reputations influence the decision making of potential role candidates as to whether

they will Fit in that setting.

For those rural AHPs who are interested in being involved in and influencing politics, rural and/or
remote settings can offer an often-unexpected sense of Fit as well. In many rural communities, being
politically engaged is seen as a facet of being involved in one’s community, with politicians also
being neighbours, shopkeepers or other recognisable members of the area. Therefore, it is much easier
to directly connect with politicians in rural and/or remote communities for a number of reasons

(Woods, 2006). First, local body politicians such as councillors and mayors, are much more
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accessible, hosting regular open office events and being highly visible in the community, much like
rural health professionals are. This means that civically minded AHPs have opportunities to raise
issues of concern and interest directly. Secondly, central government members of parliament (MPs)
also tend to be more accessible in rural communities, particularly at key points in the electoral cycle,
which provides a fantastic opportunity to lobby for rural solutions. How the opportunities to be

civically active can be used to attract and retain AHPs has not yet been examined in the literature.

Yet another characteristic of feeling they Fit is when rural AHPs feel supported to continue to grow as
professionals, clinicians, and members of the community. This feeling is supported because they have
a sense of the possibilities due to the growth pathways available to them into the future, and as a
consequence they can see themselves having a future in their community. However, workloads and
travel distances impact on an AHP’s ability to attend in-person professional development during a
working day, wherever they are located (Keane et al., 2012). By comparison, urban-based clinicians
have a higher chance of doing so, given the majority of training providers and events which are
located in urban settings. Participants were envious of their urban counterparts who appeared to be
able to roster their days around their ability to pop out to a class or attend a full day workshop held
locally, without needing to arrange travel and accommodation to do so. This is consistent with the
findings of a survey conducted by Stagnitti et al. (2005), seeking to understand rural AHPs’ access
and attitudes to Continuing Professional Development. Even when learning is valued in principle by
line managers and organisations, as highlighted in the Safe and Supported Practice theme, the
practicalities of accessing it can become a barrier, and therefore undermine retention of AHPs with a

high drive to learn and grow.

9.3.2 Networks: what are they and how do we build them?

Networks are groups or systems of interconnected people or things (Cambridge English Dictionary,
2015). Within my research, numerous examples of networks featured in the literature (Farmer &
Kilpatrick, 2009: O’Toole, 2006; Sheppard, 2001) and the data and were apparent within my own
rural health and academic contexts. These ranged from formal health system networks, team and

professional networks and community networks to the networks AHPs uphold with peers working in

183



other parts of the health system, or which are made up of the people that work in a particular rural or
remote location. Also included in this range of networks are the clusters of staff who start in a rural
community at a similar time, or the community groups designed to offer connection and integration

for workers new to an area.

My findings highlight there is reciprocal and enduring benefit in building networks for and within
rural and/or remote communities. When priority was given to building a Sense of Connection and
Belonging from the outset for AHPs moving to a new rural environment for work, success at
integrating into their roles and communities was enhanced. This finding was echoed in the literature
(Boehm et al., 2017; O'Toole et al., 2010). Of particular note is its alignment with research undertaken
in Australia concurrent with this research (Cosgrave, 2020a, 2021), which has led to the establishment
of a practice framework called ““Attract, Connect, Stay”(Cosgrave, 2023a). This “proven, grass roots,
bottom up programme” (Cosgrave, 2023b) supports rural and remote communities to establish their
own solutions. Cosgrave recommends using community organisations to support this, and has set up
the “Attract, Connect, Stay” programme (Cosgrave, 2023a) with this tenet at the fore. The programme
uses a whole-of-community approach to fund and lead a Rural Health Recruiter Connector, tasked
with attracting health practitioners to the area, helping them settle in, connect and stay (Cosgrave,

2023a).

Whether utilising a “Recruiter Connector” type position, or the knowledge and skills of the line
manager or recruiter, providing opportunities for incoming AHPs, as well as their partners and
families, to become embedded in the communities is a key component of building their networks.
This act of connecting with and embedding into communities means they are more likely to settle in
and feel part of the community, as well as giving back through their own contributions to that
community. These findings echo those of Cosgrave (2020a) who explored the community-based
response to critical health workforce shortages in Marathon, Ontario, Canada and found that the
activity undertaken by a Health Workforce Recruiter Connector position was pivotal in strengthening

and stabilising their health workforce community (Gillespie et al., 2022a).
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Supportive teams featured strongly in my findings, and within existing literature (Campbell et al.,
2016; Conomos et al., 2013; Dymmott et al., 2022). The characteristics they describe of supportive
and well-functioning teams were consistent, in that members were connected, had each other’s backs,
were honest, dedicated and shared a common purpose; namely, to serve their rural community. All
manner of teams appear to matter, whether they are formal teams, groups of co-located colleagues or
people of the same profession. When these teams are inclusive, protective, and supportive, they are
likely to be a key factor in someone remaining in their role or choosing to leave (Donaldson et al.,
2022). Having these strong networks and support structures means that AHPs are more likely to
establish a sense of belonging and overcome the challenges of working rurally that they and their

colleagues experience.

Connections with the wider urban or base-hospital team that a rural AHP is part of were welcomed,
particularly when their urban counterparts were supportive. Research has found that when urban
counterparts value and respect the work that rural AHPs undertake, when they are cognisant of the
complexities their rural counterparts face in participating in meetings, travelling into the city or of the
reduced community services that patients can be referred to in rural areas, rural AHPs feel supported
and seen (Bath et al., 2015). This mirrors the previous discussion about Fit, where organisations and
managers see and value AHPs as a feature of professional support. Shaping a culture of inclusion and
recognition of the strengths and abilities of all team members, regardless of where they are based, or
indeed what profession they are, is a key leadership skill and essential to building strong networks

(Brown, 2018; Hatton, 2022).

Building connection through professional support is also a component of Safe and Supported
Practice. Whether delivered through formalised frameworks of clinical supervision, informal
mentoring, or relationships with line managers, the existing literature highlights aspects that resonate
with the need for a secure and supportive environment for AHPs (Bourke et al., 2014; Cosgrave,
2020b; Ducat et al., 2016). Insights gleaned from studies by Dawson et al. (2012), Germeroth et al.
(2023) and Howlett et al. (2022) emphasise the significance of robust structures which promote not

only clinical competency but also psychological safety within rural healthcare settings. These
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frameworks highlight the critical role of a culture where rural AHPs feel empowered to voice
concerns, seek guidance and engage in reflective practices without fear of judgement. Likewise, the
work of Martin et al. (2018) and King et al. (2022) underscore the pivotal role of clinical supervision
in enhancing professional development, refining decision-making capabilities, and strengthening

resilience among AHPs working in geographically dispersed environments.

Another factor relevant to networks and which relates to the Feeling Cared About concept of Sense of
Connection and Belonging is how networks are resourced. In my findings, resourcing included being
able to quickly and easily access the tools required to provide clinical interventions, pragmatic
application of policies and procedures so that rurally based staff were not disadvantaged, and
equipment that was fit for rural purposes. Where the resourcing was determined as efficient, equitable

and consistently applied, job satisfaction was positively impacted.

It is also important to consider the potential role of social capital in small communities. When AHPs
and their whanau are well connected and embedded in their communities through the support of
health system leadership, social capital is built between the community, the AHP and the system. The
communities see the efforts of the system to support AHPs to integrate into the community, and the
willingness of the AHP and their whanau to belong and contribute. This engenders community trust in
the system, and the AHP, which in turn makes the AHPs more effective in their roles. This cycle
continues, as AHPs build enduring relationships and a sense of the community being their home,

thereby strengthening and contributing to a more sustainable rural workforce (Cosgrave, 2020a).

9.3.3 Challenging existing structures

The need to challenge existing structures, which continue to privilege medical and nursing professions
(Rees, 2023) and urban centres, is a significant point for consideration from this research. Throughout
my interviews, and in a range of literature, lie examples of the frustrations felt by AHPs at their
inability to break through the dominant narrative of health being a deficit-focused, expert-centric and
curative or reactive model, which values the opinions of doctors and nurses as the primary authorities

on health (illness) matters (Wade, 2015). These biases drive decision making about service delivery
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models, limiting the scope of care, hindering preventative measures, perpetuating inequalities, and
underutilising the expertise of non-medical professionals; all of which can have adverse effects on the

health and wellbeing of rural communities.

This research found that these biases impact on AHPs in a range of ways, in rural settings. A good
example of this, that was discussed in the findings chapter (see Chapter Seven), is about which
professions get first option on creating new roles. This occurs when decision-makers may not
understand the full scope of each profession that could deliver a new service, and the default is to seek
the perspectives of medical or nursing leaders to determine the best profession to deliver the new role
(Gauld & Horsburgh, 2015). When these roles also offer a pathway to specialism, which has been
demonstrated to be an attractive recruitment strategy (Allen et al., 2020), it can be easy to see this as
more valuable to an organisation or profession, than if the same work were undertaken by an equally

qualified, newer-to-practice clinician of a different profession.

If we are to improve rural healthcare delivery, by ensuring that we can build health systems that
utilise the best skills of all the professions, a factor to consider is who sits at the decision-making
table. It is essential to have rural and/or remote AHPs embedded in systems leadership roles and that
all health professionals have a role (including non-AHPs and non-rural AHPs) in advocating for and
making visible the value of the AHP contribution to rural health (George & Webster, 2021). AHPs
cannot and should not be required to solely advocate for their inclusion in conversations, planning and
service development. Having an organisational commitment to co-design, and interprofessional ways
of working, as most health systems declare they aim to do these days, also requires interprofessional

ways of decision making and sharing power.

Being committed to shared decision making and ways of working needs to also be put to the test. We
need to examine how the focus on medical and urban models of clinical care has implications for
structures that often do not meet the unique needs of rural AHPs, such as in terms of resource
allocation and on the roles that AHPs could and should be playing in the health reforms (Health and

Disability System Review, 2020). There is, therefore, an urgent need to address (and change) these

187



structures. Additionally, the importance of sustainable rural health systems to health equity (Doherty
et al., 2022), particularly for Maori, is too great to be side-lining the critical role AHPs are explicitly

trained to play in preventative and population health provision (Hogan, 2021).

Examples exist within the literature which resonate with my findings about the ways that the power
and influence of the medical and, to a lesser degree, nursing workforces impact on the scopes of
practice of other professions (Rees, 2023). This is particularly evident in the context of boundary-
spanning roles (Rees, 2023) and clinical activities which overlap across professional boundaries,
including clinical tasks, procedures or interventions. It seems counter to the Hippocratic Oath to be
utilising professional power to restrict the activity of other professions (Rees, 2023). This has
consequences for our communities in not being able to access timely, appropriate and clinically
competent intervention, particularly in a time of significant workforce shortages and exceptional wait

times for appointments.

One aspect identified as aiding recruitment and retention, in the theme Creating Roles People Want
to Come For, was the diverse ways AHPs were treated when working in their employed role versus
in a specific voluntary capacity. It could be argued that rural communities offered more latitude to use
clinical knowledge in volunteer roles than in employed roles as AHPs. Rural communities often rely
on members of the health workforce to supplement the voluntary membership of St John Ambulance,
Land Search and Rescue New Zealand (LandSAR), Coastguard, and Fire and Emergency New
Zealand (FENZ). In these roles, volunteers who are also AHPs are authorised to assess and treat
beyond the bounds of the scope they have in the workplace, such as being able to administer
salbutamol which is otherwise a prescription-only medicine. While these opportunities prompt critical
thinking about how restrictions are placed on extending clinical scopes in the workplace, this is
unlikely to be a phenomenon specific to rural AHPs, but rather a broader example of when and how
control is exercised over the scopes of practice that those in medicine believe are theirs to protect and

delegate (Rees, 2023).
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The disparities between how urban and rural AHPs are treated, and by association how they perceive
and treat each other, is another structure of health systems that requires a rethink. Some of this can be
ascribed to urban or geographical narcissism (Baker & Hess, 2019), which was introduced in Chapter
One (see Section 1.5) and was supported by findings (see Section 7.4.3.4) related to Roles People
Want to Come For. These disparities are also created by how professional bodies and organisations
elevate clinicians who are specialised in a very narrow scope of practice, usually aligned to a medical
condition or specialty. Comparatively, generalists are often considered less skilled or a “jack-of-all-

trades and master of none”, when the opposite is more on point (Nixon, 2017; Schubert et al., 2018).

For many rural AHPs, they could be the only member of their profession in that town, or even in that
organisation. Therefore, their generalist knowledge needs to span all ages, conditions, and abilities.
This mismatch between what is valued and what is needed creates a psychological distance for rural
AHPs when they feel that their urban counterparts treat them as having less experience or being less
competent, or when they believe their work is valued less than urban members of their profession
(Bath et al., 2015). My research did not specifically examine the perceptions of rural AHPs towards
their urban counterparts, nor whether urban AHPs considered or were impacted by rural AHPs’
attitudes towards them. There also did not appear to be any studies in the literature that have
considered this possible phenomenon, supporting the idea of urban narcissism being unidirectional

(Baker & Hess, 2019).

Related to this is the way that rural and/or remote AHPs have been required to fit into the central team
or base hospital environment. Because they are commonly required to travel into the main centre, to
participate in professional development, meetings, and loan equipment, they become familiar with,
and familiar to the workforce based in the central teams. Conversely, urban AHPs’ experiences in
rural practice may be disorienting, given they have fewer opportunities to travel and work rurally, and
therefore know less of the customs and environment. When this disorientation is overlaid with biases
and assumptions about the rural setting, described in the findings chapter as urban narcissism (Baker
& Hess, 2019), it can be very difficult to develop a sense of Feeling Cared About (Sense of

Connection and Belonging).
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Where Sense of Connection and Belonging particularly resonates as specific to rural and/or remote
settings is access to Connectivity and Technology. The risks to the safety of rural and remote
practitioners are far greater undertaking home visits or travelling on sub-standard quality rural roads
where there is no coverage for kilometres, and the AHPs may therefore be out of range for hours in
the normal course of their day in the community. While urban colleagues may argue that they too
struggle with mobile blackspots, the context is different and therefore using an urban perspective to
determine access to tools and technologies such as cell phones is a perspective that needs to be
challenged. Thanks to the lessons learnt in the aftermath of Cyclone Gabrielle, which devastated the
north east of Aotearoa’s North Island in February 2023, and the advances in satellite technology such
as Starlink™, more connectivity is possible (Kitchin, 2023). However, the existing practices of lone
working in the community, outdated technology, or limited access to it, or relying on staff using their

own devices or vehicles need to be challenged.

Throughout this research, a key consideration in analysing the data was to critically reflect on the
extent to which the themes are particular to the rural and/or remote workforce or if they were true of
urban experiences as well. It was important to differentiate between these, as the experiences and
feelings raised could be claimed by urban AHPs as well. As some participants had not worked in city
settings, or not for some years, it was harder for them to gauge if being rurally based influenced their
experience. At least a third of the participants had worked in cities at some point in their careers. This
provided assurance when analysing the data that some themes or aspects of themes were specific to

the rural experience.

9.3.4 The importance of Growth Pathways

The importance of growth pathways which support AHPs to continue to grow and extend their
practice in rural and/or remote clinical settings is another significant finding of this research. This
includes having access to tailored professional development, the mandate and training to work with an
extended scope, and accessible pathways which acknowledge the unique and particular circumstances

of rural AHPs, compared to their urban counterparts.
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Extended scope roles across the AHST professions are commonplace in large urban and tertiary
health environments. These require high levels of specialised expertise, aligned to medical specialities
such as neonatal intensive care dietetics (Cormack et al., 2020). For rural and remote settings,
specialisation requires the cultivation of comprehensive competencies across a broad spectrum of
conditions, patient demographics and complexity. Despite these differences, there are plenty of
lessons for developing and formalising rural growth pathways, within the existing literature from
Aotearoa’s urban allied health practice settings. Ensuring comprehensive structures and built-in
governance is built to support the roles and protect the public is one such learning (Naik et al., 2023;
South Island Alliance, 2020). Consultation and collaboration with other professional groups who may
be impacted is also noted as essential (Naik et al., 2023; Napier et al., 2019) and was echoed by the

participants of my study (see 7.4.2.2).

The necessity for high quality access to tailored professional development and accessible pathways
into health careers have been a feature of the rural and remote health literature internationally
(Strasser et al., 2016) and have led to the establishment of rural health schools such as those across
Australia’s rural and remote regions and Canada. There is less in the literature, however, about the
development of extended scope roles for AHPs, designed to specifically serve rural and remote
communities, and what these roles might offer by way of strengthening recruitment and retention of
AHPs in these areas. As my findings (Section 7.4.2.3 and 7.4.3.4) and the last section detailed
(Section 9.3.3), there is an urgent need to examine how we utilise the core skills of the workforces we
have, and how we develop pathways to support them to grow. These efforts should be deliberate,

meaningful, and endorsed by the organisation.

Rather than having professions pushing against each other to win the right to deliver the specialist role
and creating growth pathways for one workforce, rural communities and their interprofessional
clinical leaders have the opportunity to create specialist roles that can be undertaken by all of the
professions qualified to do so. This is a concept that has been tested internationally, where advanced
practice and leadership roles are scoped as “NMAHP” roles; standing for Nursing, Midwifery and

Allied Health Professionals (NHS Education for Scotland, 2023). Scoping roles in this way means
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that the best candidate for the role can be appointed, from a range of in-scope professions, allowing
for a diversity of thought and theoretical perspectives to enrich the patient experience and broader
service delivery. It also demonstrates that the recruiting organisation treats its workforces equitably,
and values diversity, and offers pathways for growth and development that are attractive and
meaningful. NMAHP roles are not specific to rural settings, but they offer a richer solution in those

places where there are few opportunities to become advanced AHPs.

While getting to practise in a generalist way or with a wide variety of age groups also occurs in some
urban settings, there appears to be a specific way that variety occurs in rural and/or remote settings.
How opportunities to learn are made available is one of these, with rural settings and circumstances
delivering a wider scope of learning and learning environments. Participants at the beginning of their
career recognised the broad range of skills and knowledge they could gain, and quickly. Learning this
way would not be possible in a rotational position at a base or city hospital, where the scope of
learning was narrow, such as working on an orthopaedic ward. For more experienced AHPs, knowing
that they could be involved in the assessment and/or treatment of patients from “birth to end” was a
drawcard. Recent research from Australia has drawn similar conclusions, with the desire to gain
competence to serve people in their context, rather than siloed components of ill health and disability
(Dymmott et al., 2022). This is a challenge rural AHPs are keen to take on (Hoang et al., 2019;

Kumar et al., 2020).

9.4 ISIT THOUGH? ADDRESSING THE MYTHS

There are a number of other popular hypotheses that permeate the discourse around recruitment and
retention strategies for rural and remote locations, which are worth a mention here. The first is that
organisations can attract people by emphasising adventure sports, and the great outdoors. A
widespread finding within the literature is that rural communities offer a range of lifestyle options
which are attractive to health professionals (Keane et al., 2012; Mills & Millsteed, 2002; Morell et al.,
2014). These include closer access to adventure sport environments such as bike and running trails,
ski fields and mountains for climbing and trekking. Also mentioned in the literature is the lifestyle

benefits of reduced cost of living (Brown et al., 2017), better or safer schooling and play
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environments for children (Buykx et al., 2010; Keane et al., 2011), and more opportunities to be of
service (Conomos et al., 2013). However, choosing rural roles to pursue outdoor sports and adventure
was less common for my participants, and usually came up as a secondary benefit for them or their
partners. This highlights that relying on potential employees having a desire for a rural lifestyle of
adventure and outdoor pursuits is not enough. Even when AHPs with a desire for these activities are
attracted to rural roles, the other aspects of experience outlined in my findings are also required to
offer AHPs the conditions they need to want to join and remain working in rural and/or remote

communities.

Cost of living was also not seen as a benefit of rural life, particularly because of transport-related
costs, despite comparatively lower housing costs in rural areas. More commonly, participants’
feelings about the land they lived on and how they interacted with it in daily life were the drawcards,
a finding consistent with other literature (Wilhelmi et al., 2018). These feelings for the land they lived
on were often expressed in ways that aligned with this research’s key themes, such as a sense of
belonging, because of their own upbringing spending time in nature, or the variety of work afforded to
them as clinicians being able to provide services to others who worked in nature, such as farmers,

forestry workers or other primary industries.

Another popular hypothesis was about remuneration. Several studies have argued that financially
focused recruitment and retention incentives should be considered in rural and/or remote health
systems, most notably being paid more to work rurally (Boshoff & Hartshorne, 2008; Smith et al.,
2008). This has been argued to be an appropriate lever to improve the size of rural workforces,
particularly given the costs to the health system because of delayed diagnosis, or the comparatively
higher locum rates. In my study, the majority of participants had a fixed base salary consistent with
their relevant collective employment agreement (MECA). In this context, the participants did not
challenge the appropriateness of their salary bands. They did, however, note the areas they felt they
faced disadvantages, compared to their urban colleagues working in the base hospital. These included
the longer distances they travelled in their own vehicles to and from a rural or remote locality, as that

was considered their personal responsibility by their employer, thus using more time, petrol, tyres,
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higher maintenance, and servicing requirements. Having a means to be recompensed for the personal
costs of providing service in a rural area would be welcomed, particularly if it was offered rather than
needing to be requested (Buykx et al., 2010). This finding broadly supports the work of other studies,
which have demonstrated that additional financial incentives, beyond the core pay agreements, is
welcome (Allen et al., 2020; Chelule & Madiba, 2014; Solowiej et al., 2010), although not essential to

the decision to work rurally.

9.5 WHERE THESE THEMES OFFER NEW PATHS

It is my hope that readers will find plenty of new paths to take within the practical implications
chapter (see Chapter Eight), which outlines a range of options for the broad groups of influencers in
rural health recruitment and retention. Some of these are strategies that are echoed in the literature
from countries beyond Aotearoa, and some are more nuanced to the context of our country. The
findings from this research that have not featured in other literature about the recruitment and
retention of AHPs in rural and remote areas, and that are worthy of focused attention, are those related

to the Lifespan of Roles and Role Scopes (Creating Roles People Want to Come For).

Little was found in the literature on the question of how to balance the objectives of one profession
against another when the potential to establish new roles that will attract workforce from outside the
district was appealing. When we consider the benefits of being able to offer freedom and scope to
AHPs, such that they feel fulfilled in utilising their professional knowledge and skills for the benefit
of their patients while experiencing the reward of being stretched, it is helpful to call on the
Reasonableness Test offered in Chapter Eight (see Section 8.2.6). When we focus solely on improving
the role offerings to AHPs, we run the risk of failing to consider the impacts on other parts of the
system, just as participants highlighted had occurred when improving role options for nurses had
negatively impacted on AHPs. It is therefore important to consider where else roles might exist that
could do the work the new AHP role would do, before embarking on improving role offerings in

isolation.
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Analysis into the lifespan of rural roles was also not well represented in the literature, and what
literature there was did not appear to examine the benefits of proactive recruitment strategies
evidenced by role lifespan data. As has already been highlighted (see Section 8.4), the competition for
candidates, and the long internal processes for recruitment characteristics of large organisations like
health systems, requires a timely, transparent, cyclic model of recruitment based on solid data.
Research that analyses lifespan data and tests recruitment planning models that are responsive to them
is required to understand the impact and potential of a more data-driven approach to recruitment

cycles for all rural and remote health workforces.

9.6 CONSIDERING FINDINGS IN CURRENT CONTEXT (AOTEAROA 2023)

Since the commencement of this research, there have been some significant episodes that have
impacted on health systems, services, and life in Aotearoa. The two that most relate to this research
are the coronavirus pandemic and the Aotearoa New Zealand Health System reforms. Both add an
additional facet to the conversations about rural and remote workforce recruitment and retention and

are worthy of consideration alongside the findings of this research.

9.6.1 COVID-19 impacted Health Systems; Implications for interpretation & implementation
of findings

The COVID-19 coronavirus pandemic emerged in early 2019 and has been acknowledged to have had

a profound impact on communities, health systems and economies, as well as on individuals, health

(and other) professionals, whanau and families (Stephens & Breheny, 2022; Venkatachary et al.,

2020). How health services are accessed, where assessments can take place, and how much

intervention can be offered remotely versus in traditional healthcare settings have all been re-

evaluated.

One outcome of the pandemic that has been advantageous to AHPs is that far more training is now
available online (Ramsden et al., 2021). As I have already presented, accessing training has added
difficulties for rurally based clinicians, costing more in terms of time, travel, and accommodation, any

of which can be a barrier to attending (Fitts et al., 2020). As training providers and urban-based
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clinical teams have needed to pivot to online service provision during the height of the pandemic, they
have developed the skills to deliver fully online and hybrid training to a much higher standard. The
outcome for rural AHPs has been a far broader and more comprehensive suite of training

opportunities, closer to home.

Another outcome of the pandemic has been the rise in community-led initiatives within rural settings
which really made visible the power of communities harnessing their local strengths and resources to
meet health need (Jones et al., 2021). Community networks that started out supporting people at home
during lockdowns with kai, groceries and other services have developed into ongoing support
networks for those who are isolating, sick or impacted in other ways. In turn, these networks are
feeding into the development of new health and social care services, and the establishment of Locality

Networks and Iwi Maori Partnership boards ("Pae Ora (Healthy Futures) Act," 2022).

The uptake of telerehabilitation and online health services is also a result of the pandemic (Talmage et
al., 2020; Werkmeister et al., 2023; Wilson et al., 2021). Increased use of telehealth has brought
challenges, risks, and opportunities to rural issues. One of the main challenges has been the
expectation by urban service providers that rural communities have access to the same technology and
connectivity, which is often not the case, as I have highlighted in my findings (see Section 7.4.2.1).
Where technology and connectivity is available, the opportunities to access services that had
previously required a long journey for patients to the nearest base or urban hospital have made a
significant positive difference, and where workforce shortages have meant lengthy waits for local
appointments, telehealth consultations have connected patients and providers in a much timelier way
(Fitts et al., 2020; Marshall & Aileone, 2020). Whether there is a risk to existing services, and
therefore a reduced ability to retain local staff, due to telehealth services remains to be seen (Jones et
al., 2021). However, looking at the scopes of practice that have already been lost to fly-in, fly-out
clinicians, or specialist nursing roles (see Section 7.4.2.2), further reducing the ability for AHPs to
practise at the top of their scope by outsourcing specialist telerehabilitation will negatively impact on

many of the features highlighted in the Creating Roles People Want to Come For theme.
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Another outcome of the pandemic is the openness to having the parts of the workforce, which are not
“on the floor” front-line staff, working anywhere in the motu. Roles that traditionally required their
workforce to be based in or travelling regularly to Wellington, or another city centre, can now be
undertaken online to a much higher degree. For rural clinicians wishing to extend their skills and
influence at regional and national levels, this has opened up opportunities without them needing to
move away from their rural homes. This creates a Growth Pathway for AHPs, who wish to settle or

remain in rural settings whilst continuing to develop and contribute.

A significant issue pre-pandemic that has worsened through the pandemic worldwide relates to health
workforce shortages (Murison, 2022). For rural health systems, this is affecting the ability to recruit
overseas candidates, even now the borders have reopened and there is government support to fast-
track visa applications for health professionals (New Zealand Immigration, 2023). Additionally, with
the borders reopening, those AHPs who were unable to head off on their “OEs” over the last few
years are now heading away. These impacts on recruitment are exacerbating the pre-existing
challenge of the impending wave of retirement as well, with a bolus of the workforce already at

retirement age (Jamieson, 2022; Rees, 2023).

Each of these outcomes or impacts of the pandemic are bringing changes to the ways rural health
systems operate and how rural communities seek and receive health services. While some changes are
already well embedded, careful consideration needs to be given to the consequences of future
changes; to the ways AHPs contribute to health service provision now and into the future, and to the

goals of the Health and Disability System Review (2020).

9.6.2 Aotearoa New Zealand Health System Reforms

While the Health System Reforms are still in their infancy, it is apparent that the expectations of
communities, professional groups and advocacy groups towards Te Whatu Ora, Te Aka Whai Ora,
and Manatii Hauora | Ministry of Health is that they will fix the dire workforce situation. Given the

worryingly high levels of staff shortage in all professions, and the immense pressure this is putting on
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those delivering healthcare, health leaders and the government, finding solutions to recruitment and

retention woes is high on the agenda to achieve Pae Ora ("Pae Ora (Healthy Futures) Act," 2022).

However, the responsibilities of those tasked with leading the reforms go beyond that of sustainable
workforces. Te Pae Tata, the interim health plan, prioritises Health Equity, Embedding Te Tiriti,
Implementing a Population Health Approach and Ensuring a Sustainable Health Service Delivery
System as the foundations of our new health system (Te Whatu Ora & Te Aka Whai Ora, 2022).
Rural healthcare is a priority area, along with that of Maori health improvement, in recognition that a

greater percentage of Maori live in our rural communities.

What may be a challenge, in terms of the themes and recommendations of this research, is whether the
mandate will be there for those who are focused on and leading rural communities to take action.
Without a concerted effort to take action that demonstrates to our AHP workforces that they are
valued, the rural workforce shortages may become more pronounced before they improve.
Demonstrating to AHPs how much they matter is essential, given the role that AHPs working rurally

have in realising the aspirations of Te Pae Tata (Te Whatu Ora & Te Aka Whai Ora, 2022).

These reforms require a transformative approach to delivery of health services that moves away from
disease-centred and biomedically oriented care, which is built on specialist care being delivered in
urban-based health centres and which foregrounds medical workforce. This transformation will be
achieved through turning towards a population health approach that produces equitable health
outcomes (Doherty et al., 2022; Health and Disability System Review, 2020), by supporting and
providing solutions to primary care and emergency services to address demand and by delivering
evidence-based, specialised service to improve the health and wellbeing of rural and remote citizens
and communities. These are all areas in which AHPs have a significant contribution to make. My

findings and recommendations are timely and uniquely placed to contribute to this endeavour.
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9.7 STRENGTHS AND LIMITATIONS OF THIS RESEARCH

This research has been a rewarding and valuable project, providing opportunities to connect with
AHPs throughout Aotearoa and explore what they identify as the attractive aspects of living and

working rurally across the motu.

It has a number of strengths in that it was commenced at a time where there was limited discussion
occurring about the conditions of rurally and remotely located AHPs, but when interest was building
both within environments where AHPs work, and in academia and government. Therefore, while
relevant literature was predominately from beyond Aotearoa when the first literature search was

conducted, there is now a growing body of local literature to which this study contributes.

Another strength has been conducting this research as a potential recipient of the findings. My
committed curiosity and practical need for solutions has kept me alert to new and developing thinking
on the challenges and solutions to recruitment and retention of AHPs in rural and/or remote areas.
Paradoxically, finding the balance between reporting the findings of this research in ways that
encourage the reader to check for bias and reasonableness and my passion to advance and protect the
professions that make up the Allied Health, Scientific and Technical workforces has required constant

attention.

Using Interpretive Descriptive methodology and undertaking this research in the context of the DHSc
has ensured a focus on the production of applied knowledge, and a constant focus on ensuring the
findings offer meaningful insights for practice. This was formative to the decision to include the
practical implications chapter (see Chapter Eight) as part of my commitment to produce tangible and
actionable findings. My orientation to an appreciative inquiry lens and the focus on attractive aspects
of living and working rurally have contributed to producing rich insights that may have been lost with

a more transactional focus on what helps or hinders recruitment and retention.

During the course of this research, a new geographic classification system was developed and
validated by a collaboration of academics from Aotearoa’s Otago and Waikato Universities, and from

the Menzies School of Rural Health in Australia (Nixon et al., 2023), with the support of the Health
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Research Council. Designed as a “fit-for-purpose rural-urban geographic classification” (Whitehead et
al., 2021), the tool provides users with a free, web-based platform which ascribes a classification to
any location in Aotearoa. This matters because it offers a straightforward, readily accessible resource
to anyone wishing to determine rurality, which is far simpler to apply than previous classification
systems. While this classification system is imperfect, as previous classifications have also been (see
Section 1.4), its usability makes it the most practical option for studies currently. Being able to
provide the website link to this tool for potential participants to my study could have changed the mix
of participants, and my own reflections on participant contributions. In doing so, some of the rich data
collected may have been lost from people who self-identified as rural practitioners despite living in a
less than rural setting. Conversely, further narratives from deeply rural practitioners may have
broadened the findings of this research. Regardless, the development of this classification tool offers

much in supporting future research seeking to define and access this population.

There have been a number of limitations to the research, with the first one being the impact of
COVID-19 on the initial plans to travel to participants and form focus groups to check for resonance
of the findings. While participants were comfortable to take part via videoconferencing and the
quality of the data was good, there may have been additional benefits offered in terms of data

collection if the interviews could have occurred in a shared physical space.

The opportunities to connect in a shared physical space, or lack thereof, also impacted on my hopes to
invite rural AHPs to contribute to the generation of recommendations. This practice, identified by
Thorne (2016) as the “thoughtful practitioner test” allows researchers to test observations of the data
against the perspective of practitioners who have experienced the same phenomenon, often over time.
My original research design included this practice in the form of focus groups, which did not occur
due to the pandemic, and ongoing pressures on AHPs within the health system. I considered bringing
people together virtually instead; however, the pressures, particularly on rural communities, at the
time were such that this did not feel ethically appropriate to do so. Recognising this limitation, I have
built strategies into my analysis process (as outlined in Section 8.1) to ensure the findings were robust

and resonated strongly with participants’ stories.
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As some of the participants were members of my workforce, their interviews were carried out by one
of my supervisors (see Section 6.5), to manage conflicts associated with my dual role as health leader
and researcher, and the impact that may have had on data construction and my engagement with that
data during analysis. The requirement to move data collection into online settings was advantageous

in this regard.

Not being able to interview any male participants is also a limitation of this study. While a number of
men volunteered, they were either from already over-represented professions or ultimately could not
take part in the interviews. With some existing literature pointing to a gender difference in terms of
successful recruitment and lasting retention (Hustedde et al., 2018; Laven & Wilkinson, 2004), this
opportunity is worth exploring in future research. Another cohort that I had originally intended to
recruit were people who were considering work in a rural or remote setting. My sample did not end up
including them, having been unable to recruit anyone with this intention who did not have
employment experience in a rural community. [ am mindful that only interviewing people who had
made the choice to work rurally, and those AHPs who identify as female, may impact on the
transferability of my findings for other sub-groups. This has been managed as much as possible by the

extent to which the study achieved information power (see Section 4.6).

This research is, to my knowledge, the first of its kind in Aotearoa and offers the sector AHP- and
Aotearoa-specific knowledge and recommendations to address the enduring problem of recruitment
and retention of AHPs in rural and remote settings. I believe that the findings are transferable across
rural and remote settings in Aotearoa, to the other health and auxiliary health workforces such as
those who work in human resources, finance, catering and beyond. As the findings appear
complementary to those in recent research from Australia (Cosgrave, 2020a; Jones et al., 2021), I

believe the findings are transferable beyond Aotearoa as well.

9.8 GROWTH AS RESEARCHER

Around the time that I began analysing the data, I had commenced a programme of professional

coaching. The coach had been trained by Nancy Kline (Kline, 2022) and taken Nancy’s model of
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“Thinking Space” and “Thinking Partnerships” (Kline, 1999) and overlaid this with Appreciative

Inquiry (Cooperrider & Whitney, 2005; MacNeill, 2020).

As 1 began to explore this model of engaging with others, supporting people’s thinking, and
strengthening their own engagement in the listening process, the realisation hit me that the interviews
undertaken during the data collection phase of this study could have been in some ways stronger and
richer. When I first listened to the recordings, before I learnt about the Thinking Space methodology, I
had experienced a real discomfort at how much I interrupted, and how little space I had allowed for
thinking to develop. I was embarrassed because, as social workers, we are trained to listen reflectively
and use silence. Intellectually, I knew it was because I was nervous as a researcher, and this played out
in the later interviews where I used fewer “yup’s” and more silence, though the interruptions continued

more than I now think they should have.

There are 10 components of the thinking space methodology — attention, equality, ease, appreciation,
encouragement, feelings, information, difference, incisive questions, and place (Kline, 2020). Once 1
began to learn these components, I began to wonder if I had short-changed the participants, and the
research, through a lack of interview technique or self-awareness of needing to develop competence as
an interviewer. Being able to come back to the transcript recordings with these developing listening
skills was a boon, as it allowed me to recognise what threads I might have missed and to catch any

opportunities my privilege might have otherwise skipped across.

Acknowledging what I wished I had done differently is the other side of the coin when recognising how
much I have grown through this process of research and academic development. Recognising the
presence and influence of privilege and the practice of good listening are essential components of being
in conversation with people about what matters to them, components that I am more readily and

confidently able to draw on.

The pandemic and its impact on my doctoral journey have meant that there have been two significant

periods of activity on either side of the health response. While this is evident to me, when reading earlier
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content such as the published literature review, it is reassuring to note that my perspective and
commitment to the substantive work has remained steady. The experiences I have had, and what I have
seen across the world, in the ways that AHPs were deployed to respond to the pandemic have
strengthened my commitment to challenging and providing opportunities for the system to better value,

care for and utilise AHPs, particularly in rural and remote health settings.

I am mindful of a statement I made to conclude my published literature review (see Section 3.2.5) where
I advocated for all of the professions to work together to find ways to elevate and benefit from the
clinical expertise of AHPs. I still firmly believe that we are stronger together. I also believe that it would
not have mattered which profession came first or second in the history of health profession

development; the ways the system privileges those most established voices would be much the same.

It has been an honour to be the first person to extensively examine the perspectives of AHPs working
in rural and remote settings across Aotearoa, and I am excited to continue to use my voice, my
leadership, and academic skills to support rural communities to have access to AHPs and the benefits

they can provide.

9.9 OPPORTUNITIES FOR FUTURE RESEARCH

This thesis offers a number of recommendations to improve recruitment and retention of AHPs in
rural and remote settings (see Chapter Eight). There is significant value in wrapping research and
evaluation around any efforts to put these recommendations into practice. In doing so, the impact on
recruitment and retention can be monitored and any initiatives can continue to be refined to ensure

they are making a meaningful impact.

With multiple training programmes and providers participating in the education of future AHPs, there
is the potential to learn a lot from educators across these settings. Labour unions, professional bodies

and registration boards also hold information germane to their core business, which would be worthy

of exploration (George et al., in press). Research seeking to understand what barriers and enablers

exist, from the perspectives of stakeholders, could provide additional areas for exploration and
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generate ideas for further sector-wide strategies to support recruitment and retention of the AHP rural

workforce.

Funders and political interests are also worthy of consideration, particularly within the Aotearoa
context where the Health Workforce Directorate of Manatii Hauora | Ministry of Health enables much
of the health workforce training (Ministry of Health, 2018). Exploring what communities understand
about the value that each profession brings to their healthcare journey, or how access to an AHP could

reduce their need for access to a doctor or a surgeon in future, would also be interesting to explore.

Looking to the health system reforms and the introduction of “locality networks” (touted as being a
place-based and people-based approach to improving the health of populations) offer another avenue
to connect and engage with communities. The broad-ranging locality network partners and their
equally broad remit creates a real opportunity to explore how frameworks such as the Whole-of-
Person Retention Improvement Framework (Cosgrave, 2020b), which underpins the Australian
“Attract, Connect, Stay” model (Cosgrave, 2023a), could be tailored to, implemented and evaluated in

an Aotearoa context.

9.10 CONCLUSION

This chapter has set out to define and illustrate the themes and possible tools that emerged from my
research topic “Understanding the complexities of recruitment and retention in a rural health setting”.
It concludes a journey of exploration to uncover these complexities, underpinned by a desire to extend
insight into practice decisions, and resonate with the clinical instincts of its audience (Thorne, 2016).
My doctoral research was borne of my wish to understand the causes of our significant and ongoing
workforce shortages in my workplace. I felt that how we—Ieaders, other professions, the
community—treated the AHP workforce was the key; however, I lacked the evidence or the status to

broach this within the executive leadership of the organisation.

Through my initial conceptual review of the literature in 2017 (see Section 2.3), I was able to identify

what was missing in the Aotearoa literature, as well as the foundations of the international evidence
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most commonly cited as solutions to the rural workforce challenges. Further exploration of the
literature in 2022 demonstrated a growth in both local studies and a broadening of perspectives on the

multifaceted response required to strengthen and retain rural workforces.

The use of Interpretive Descriptive methodology (see Section 4.5) has created the scaffold for a
pragmatic, clinically oriented and practice-changing set of findings (see Chapter Seven) to be
delivered. These, in turn, have informed a range of recommendations (see Chapter Eight) that can be
actioned by individuals and groups who wish to improve AHP workforce recruitment and retention

for rural and remote communities across Aotearoa.

This study has captured the voices of rural AHPs, essential members of an effective and population
health focused rural health workforce. Their stories are woven throughout and remind us of the
dedication and enthusiasm that underpins rural and remote health delivery. How we treat them matters
because how we treat all beings matter. It also matters because when we focus on their strengths and
the things they appreciate, coming to work becomes a more positive experience. This, in turn, will

create a reputation and a legacy that rural health settings are wonderful places to work.

Overall, the insights produced through this research have made a meaningful contribution to the
understanding of the needs, hopes and experiences of the Aotearoa rural and remote AHP workforce.
These insights will likely translate well into other rural and remote communities around the world.
The important nuance that I have uncovered, by unpacking existing beliefs around what drives rural
and remote recruitment and retention for AHPs, has highlighted that it is not as simple as where AHPs
are born, or where AHPs train, cost of living or a lovely place to live. Instead of approaching the
challenge of recruiting and retaining AHPs in rural areas through serendipity, or because people were
destined to work there, this research has demonstrated that there are a number of active ways in which
health systems can gather to activate a rural health community. Therefore, leaders, organisations,
recruiters, training institutions, and registering and professional bodies have a role to play in changing

the context, rather than relying on people wanting to come and work rurally.
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It is my hope that this research will also encourage our rural AHP workforce to remain engaged in
conversations about what matters to them and create a welcoming space for rural AHPs of the future.
However, the onus should not be on our rural AHP workforce to solve the wicked challenges of rural
recruitment and retention. This responsibility sits squarely on the shoulders of health system leaders,
health organisations, ministries and politicians, allied health profession training providers, and those

who regulate and advocate for them. Now we know better, we can do better.

206



REFERENCES

About Us | Kia Ora Hauora. (2023). Kia Ora Hauora. Retrieved 11-03-23 from
https://www .kiaorahauora.co.nz/about-us

Afenyadu, G. Y., Adegoke, A. A., & Findley, S. (2017). Improving human resources for health means retaining
health-workers: Application of the WHO-Recommendations for the retention of health-workers in rural
Northern-Nigeria. Journal of Health Care for the Poor and Underserved, 28(3), 1066-1086.
https://doi.org/10.1353/hpu.2017.0098

Allan, J., Ball, P., & Alston, M. (2008). 'You have to face your mistakes in the street': the contextual keys that
shape health service access and health workers' experiences in rural areas. Rural & Remote Health,
8(1), 1-10. https://www.rrh.org.au/journal/article/835

Allen, O. (2005). SARRAH: Recruitment and retention of allied health workforce. Australian Journal of Rural
Health, 13(3), 198-198. https://doi.org/10.1111/j.1440-1854.2005.00699.x

Allen, P., Pegram, R., Shires, L., & May, J. (2020). 'It's mostly about the job' - putting the lens on specialist rural
retention. Rural and Remote Health, 20(1), 1-7-7. https://doi.org/10.22605/RRH5299

Allen, R. E. S., & Wiles, J. L. (2016). A rose by any other name: participants choosing research pseudonyms.
Qualitative Research in Psychology, 13(2), 149—165. https://doi.org/10.1080/14780887.2015.1133746

Allied Health Professions' Office of Queensland. (2013). Allied Health Advanced Clinical Practice Framework.
Queensland Government.
https://www.health.qld.gov.au/__data/assets/pdf file/0026/156842/advancedfwork.pdf

Allied Health Professions' Office of Queensland. (2014). Ministerial Taskforce on health practitioner expanded
scope of practice: final report. Queensland Government.
https://www.health.qld.gov.au/__data/assets/pdf file/0031/161977/ministerial-taskforce-report.pdf

Allied Health Professions' Office of Queensland. (2015). Allied Health Rural Generalist Training Positions. Q.
Government. https://www.health.qld.gov.au/ _data/assets/pdf file/0036/146799/ahrgtpreport2015.pdf

Allied Health Professions' Office of Queensland. (2017). Allied Health Telehealth Capacity Building Project
2015-2017. State of Queensland.
https://www.health.qld.gov.au/ data/assets/pdf file/0026/672254/ahtcb-completion-report.pdf

Angelou, M. (1969). I know why the caged bird sings. Random House.

Angley, M. T., Kellie, A., & Barrow, G. (2015). Integration of a consultant pharmacist into a general practice:
Development of a collaborative care model. Journal of Pharmacy Practice & Research, 45(1), 81-85.
https://doi.org/10.1002/jppr.1075

ANZASW Code of Ethics, (2019). https://www.anzasw.nz/code-of-ethics/

Arksey, H., & O'Malley, L. (2005). Scoping Studies: Towards a methodological framework. International
Journal of Social Research Methodology, 8(1), 19-32. https://doi.org/10.1080/1364557032000119616

207



Arundell, F., Sheehan, A., & Peters, K. (2021, 12/09/). Developing and conducting appreciative inquiry
interviews. Nurse Researcher, 29(4), 36-43. https://doi.org/10.7748/nr.2021.e1811

Atmore, C. (2015). The role of medical generalism in the New Zealand health system into the future. New
Zealand Medical Journal, 128(1419), 50-55. http://journal.nzma.org.nz/journal-articles/the-role-of-
medical-generalism-in-the-new-zealand-health-system-into-the-future

Atmore, C. (2017). General practice evolution in New Zealand: Hybridisation in action. Journal of Primary
Health Care, 9(3), 220-224. https://doi.org/10.1071/HC17043

Atmore, C., Dovey, S., Gauld, R., & Stokes, T. (2023). What is important for high quality rural health care? A
qualitative study of rural community and provider views in Aotearoa New Zealand. Rural and Remote
Health, 23(1). https://doi.org/10.22605/RRH7635

Axtens, L., Spruyt, T., & Grace, S. (2019). Primary attractors for allied health professionals in Australian rural
and regional communities. Journal of the Australian Traditional Medicine Society, 25(3), 156-159.
https://search.informit.org/doi/abs/10.3316/INFORMIT.954349226253413

Bagg, W., Booth, R., Shulruf, B., & Poole, P. (2010). Medical workforce development in New Zealand: insights
from a medical programme [Thesis, ResearchSpace@Auckland].
https://researchspace.auckland.ac.nz/handle/2292/6667

Baker, T., & Hess, K. (2019). Geographical Narcissism: when city folk just assume they're better. The
Conversation. Retrieved 12-10-22 from https://theconversation.com/geographical-narcissism-when-
city-folk-just-assume-theyre-better-127318

Barker, R., Chamberlain-Salaun, J., Harrison, H., Nash, R., Nielsen, I., Harvey, D., Sim, J., Ciccone, N., Carr,
J., Bird, K., Palermo, C., & Devine, S. (2021). Evaluation of the Allied Health Rural Generalist
Program 2017-2019. Australian Journal of Rural Health, 29(2), 158-171.
https://doi.org/10.1111/ajr.12745

Barnes, E., Ashraf, 1., & Din, A. (2017). New roles for clinical pharmacists in general practice. Prescriber,
28(4), 26-29. https://doi.org/10.1002/psb.1558

Barnett, R., & Barnett, P. (2003). “If you want to sit on your butts you’ll get nothing!” Community activism in
response to threats of rural hospital closure in southern New Zealand. Health & Place, 9(2), 59-71.
https://doi.org/10.1016/s1353-8292(02)00019-9

Baron, S., Stanley, T., Colomina, C., & Pereira, T. (2019). Strengths-based approach: Practice Framework and
Practice Handbook. Department of Health & Social Care. https://www.scie.org.uk/strengths-based-
approaches/practice-framework-handbook

Bath, B., Gabrush, J., Fritzler, R., Dickson, N., Bisaro, D., Bryan, K., & Shah, T. I. (2015). Mapping the
Physiotherapy Profession in Saskatchewan: Examining Rural versus Urban Practice Patterns.
Physiotherapy Canada, 67(3),221-231. https://doi.org/10.3138/ptc.2014-53

Bayley, S. A., Magin, P. J., Sweatman, J. M., & Regan, C. M. (2011). Effects of compulsory rural vocational
training for Australian General Practitioners: a qualitative study. Australian Health Review, 35, 81-85.
https://doi.org/10.1071/AH09853

208



Beccaria, L., Mcllveen, P., Fein, E. C., Kelly, T., McGregor, R., & Rezwanul, R. (2021). Importance of
attachment to place in growing a sustainable Australian Rural Health Workforce: a rapid review.
Australian Journal of Rural Health, 29(5), 620-642. https://doi.org/10.1111/ajr.12799

Beeler, E. (2021). Recruitment and Retention of the Rural Podiatric Workforce in New Zealand: Podiatrist
Perceptions [Practice Project, Auckland University of Technology]. http://hdl.handle.net/10292/14603

Beeler, E., Brenton-Rule, A., & Carroll, M. (2022). Recruitment and retention of the rural podiatry workforce in
Aotearoa New Zealand: a qualitative descriptive study of podiatrist perceptions. Journal of Foot &
Ankle Research, 15(1), 1-8. https://doi.org/10.1186/s13047-022-00562-3

Beks, H., Walsh, S., Alston, L., Jones, M., Smith, T., Maybery, D., Sutton, K., & Versace, V. L. (2022).
Approaches used to describe, measure, and analyze place of practice in dentistry, medical, nursing, and
allied health rural graduate workforce research in Australia: A systematic scoping review. International
Journal of Environmental Research and Public Health, 19(3). https://doi.org/10.3390/ijerph19031438

Bell, J., Crawford, R., & Holloway, K. (2018). Core components of the rural nurse specialist role in New
Zealand. Rural & Remote Health, 18(2), 69-76. https://doi.org/10.22605/RRH4260

Benzies, K. M., Premji, S., Hayden, K. A., & Serrett, K. (2006). State-of-the-evidence reviews: advantages and
challenges of including grey literature. Worldviews on Evidence-Based Nursing, 3(2), 55-61.
https://doi.org/10.1111/j.1741-6787.2006.00051.x

Blattner, K., Clay, L., Nixon, G., Richard, L., Miller, R., Crengle, S., Anton, R., & Stokes, T. (2022). The place
of rural hospitals in New Zealand’s health system: An exploratory qualitative study. University of
Otago http://hdl.handle.net/10523/12867

Blattner, K., Stokes, T., & Nixon, G. (2019). A scope of practice that works 'out here": exploring the effects of a
changing medical regulatory environment on a rural New Zealand health service. Rural and Remote
Health, 19(4), 5442. https://www.rrh.org.au/journal/article/5442

Boehm, J., Cordier, R., Thomas, Y., Tanner, B., & Salata, K. (2017). The first year experience of occupational
therapy students at an Australian regional university: Promoting student retention and developing a
regional and remote workforce. The Australian Journal of Rural Health, 25, 22-27.
https://doi.org/10.1111/ajr.12252

Bond, A., Barnett, T., Lowe, S., & Allen, P. (2013). Retention of allied health professionals in Tasmania.
Australian Journal of Rural Health, 21(4), 236-237. https://doi.org/10.1111/ajr.12039

Borthwick, A. M., Boyce, R. A., & Nancarrow, S. A. (2015). Symbolic power and professional titles: the case of
“podiatric surgeon”. Health Sociology Review, 24(3), 310-322.
https://doi.org/10.1080/14461242.2015.1051081

Boshoff, K., & Hartshorne, S. (2008). Profile of occupational therapy practice in rural and remote South
Australia. Australian Journal of Rural Health, 16,255-261. https://doi.org/10.1111/j.1440-
1584.2008.00988.x

Bourke, L., Humphreys, J. S., Wakerman, J., & Taylor, J. (2012). Understanding rural and remote health: A
framework for analysis in Australia. Health and Place, 18(3), 496-503.
https://doi.org/10.1016/j.healthplace.2012.02.009

209



Bourke, L., Waite, C., & Wright, J. (2014). Mentoring as a retention strategy to sustain the rural and remote
health workforce. Australian Journal of Rural Health 22, 2-7. https://doi.org/10.1111/ajr.12078

Boyce, R. (2006). Emerging from the shadow of medicine: Allied Health as a 'profession community'
subculture. Health Sociology Review, 15(5), 520. https://doi.org/10.5172/hesr.2006.15.5.520

Bradd, P., Travaglia, J., & Hayen, A. (2017). Leadership in Allied Health: A Review of the Literature. Asia
Pacific Journal of Health Management, 12(1), 17-24.
https://search.informit.org/doi/abs/10.3316/informit.832128307179889

Bradd, P., Travaglia, J., & Hayen, A. (2018). Allied Health Leadership in New South Wales: a study of
perceptions and priorities of allied health leaders. Australian Health Review, 42, 316-320.
https://doi.org/10.1071/AH16135

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in Psychology,
3(2), 77-101. https://doi.org/10.1191/1478088706qp0630a

Braun, V., & Clarke, V. (2022). Thematic Analysis: A practical guide. SAGE Publications Ltd.

Brown, B. (2017). Braving the Wilderness. Vermilion.

Brown, B. (2018). Dare to lead: Brave work. Tough conversations. Whole hearts. Random House.

Brown, B. (2023). Brené Brown LLC. Retrieved May 7th from https://brenebrown.com/

Brown, L., Smith, T., Wakely, L., Little, A., Wolfgang, R., & Burrows, J. (2017). Preparing graduates to meet
the allied health workforce needs in rural Australia: Short-term outcomes from a longitudinal study.
Education Sciences, 7(2), 64. https://doi.org/10.3390/educsci7020064

Brown, L., Williams, L., & Capra, S. (2010). Going rural but not staying long: Recruitment and retention issues
for the rural dietetic workforce in Australia. Nutrition & Dietetics, 67(4), 294-302.
https://doi.org/10.1111/5.1747-0080.2010.01480.x

Burgis-Kasthala, S., Elmitt, N., & Moore, M. (2018). How does studying rurally affect peer networks and
resilience? A social network analysis of rural- and urban-based students. The Australian Journal of
Rural Health, 26, 400-407. https://doi.org/10.1111/ajr.12427

Buykx, P., Humphreys, J., Wakerman, J., & Pashen, D. (2010). Systematic review of effective retention
incentives for health workers in rural and remote areas: Towards evidence-based policy. Australian
Journal of Rural Health, 18(3), 102-109. https://doi.org/10.1111/j.1440-1584.2010.01139.x

Cable, D. M., & Turban, D. B. (2001). Establishing the dimensions, sources and value of job seekers' employer
knowledge during recruitment. In Research in Personnel and Human Resources Management (Vol. 20,
pp. 115-163). Emerald Group Publishing Limited. https://doi.org/10.1016/S0742-7301(01)20002-4

Cambridge English Dictionary. (2015). Cambridge University Press. Retrieved 12-04-22 from
http://dictionary.cambridge.org

Campbell, A. M., Brown, J., Simon, D. R., Young, S., & Kinsman, L. (2014). Leading the rebirth of the rural
obstetrician. Medical Journal Australia, 201. https://doi.org/10.5694/mja14.00278

210



Campbell, J. (2003). The Hero's Journey: Joseph Campbell on his life and work (Vol. 7). New World Library.

Campbell, N., Eley, D., & McAllister, L. (2013). What does personality tell us about working in the bush?
Temperament and character traits of Australian remote allied health professionals. Australian Journal
of Rural Health, 21(5), 240-248. https://doi.org/10.1111/ajr.12047

Campbell, N., Eley, D. S., & McAllister, L. (2016). How do allied health professionals construe the role of the
remote workforce? New insight into their recruitment and retention. PLoS One, 11(12), 1-15.
https://doi.org/10.1371/journal.pone.0167256

Campbell, N., Farthing, A., Lenthall, S., Moore, L., Anderson, J., Witt, S., & Rissel, C. (2021). Workplace
locations of allied health and nursing graduates who undertook a placement in the Northern Territory of
Australia from 2016 to 2019: An observational cohort study. The Australian Journal of Rural Health,
29(6), 947-957. https://doi.org/10.1111/j.1440-1584.2010.01174.x

Campbell, N., McAllister, L., & Eley, D. (2012). The influence of motivation in recruitment and retention of
rural and remote allied health professionals: a literature review. Rural & Remote Health, 12(2), 1-15.
https://www.rrh.org.au/journal/article/1900

Canterbury District Health Board. (2017). The CDHB Blue Book has been replaced by Hospital
HealthPathways. CDHB. Retrieved November 12th from www.bluebook.org.nz

Carson, D. B., Schoo, A., & Berggren, P. (2015). The 'rural pipeline' and retention of rural health professionals
in Europe's northern peripheries. Health Policy, 119(12), 1550-1556.
https://doi.org/10.1016/j.healthpol.2015.08.001

Charles, A. (2017). Developing Accountable Care Systems: lessons from Canterbury, New Zealand.
https://www .kingsfund.org.uk/publications/developing-accountable-care-systems

Charmaz, K. (2014). Constructing Grounded Theory (2nd ed.). SAGE.

Chelule, P. K., & Madiba, S. (2014). Assessment of the effectiveness of rural allowances as a strategy for
recruiting and retaining health professionals in rural public hospitals in the North West Province, South
Africa. African Journal for Physical, Health Education, Recreation and Dance(September), 84-92.
https://hdl.handle.net/10520/EJC162289

Chen, L., Evans, D., Sadana, R., Stilwell, B., Travis, P., Van Lergerghe, W., Zurn, P., Aschwanden, C., &
McManus, J. (2006). Working Together for Health (The World Health Report, Issue 2006).
https://apps.who.int/iris/handle/10665/43432

Chiropractic Board of New Zealand. (2022). Piirongo a tau | Annual Report 2022.

Chisholm, M., Russell, D., & Humphreys, J. (2011). Measuring rural allied health workforce turnover and
retention: What are the patterns, determinants and costs? Australian Journal of Rural Health, 19(2), 81-
88. https://doi.org/10.1111/j.1440-1584.2011.01188.x

Cleland, J., Johnston, P. W., Walker, L., & Needham, G. (2012). Attracting healthcare professionals to remote
and rural medicine: Learning from doctors in training in the north of Scotland. Medical Teacher, 34.
https://doi.org/10.1111/ajr.12021

211



Clinical Excellence Division. (2016). Allied Health Expanded Scope Strategy 2016-2021. State of Queensland.
https://www.health.qld.gov.au/ _data/assets/pdf file/0024/449520/expanded-strategy.pdf

Connell, R., Fawcett, B., & Meagher, G. (2009). Gendered organizational dynamics: the elephant in the room
for Australian allied health workforce policy and planning? Journal of Sociology, 45(4), 383-400.
http://search.informit.com.au.ezproxy.aut.ac.nz/search

Conomos, A. M., Griffin, B., & Baunin, N. (2013). Attracting psychologists to practice in rural Australia : The
role of work values and perceptions of the rural work environment. The Australian Journal of Rural
Health, 21,105-111.

Cooperrider, D. L., & Srivastva, S. (2013). Appreciative inquiry in organizational life (Vol. 4). JAI Press.
https://doi.org/10.1108/S1475-9152(2013)0000004001

Cooperrider, D. L., & Whitney, D. K. (2005). Appreciative Inquiry : a positive revolution in change (1st ed.).
Berrett-Koehler. http://ebookcentral.proquest.com/lib/AUT/detail.action?docID=407833

Cormack, B., Oliver, C., Farrent, S., Young, J., Coster, K., Gilroy, M., Page, D., Little, H., & McLeod, G.
(2020). Neonatal dietitian resourcing and roles in New Zealand and Australia: A survey of current
practice. Nutrition & Dietetics, 77(3), 392-399. https://doi.org/10.1111/1747-0080.12592

Cosgrave, C. (2020a). Context matters: Findings from a qualitative study exploring service and place factors
influencing the recruitment and retention of allied health professionals in rural Australian Public Health
Services. International Journal of Environmental Research and Public Health, 17(16), 5815.
https://doi.org/10.3390/ijerph17165815

Cosgrave, C. (2020b). The Whole-of-Person Retention Improvement Framework: A Guide for Addressing
Health Workforce Challenges in the Rural Context. International Journal of Environmental Research
and Public Health, 17(2698), 14. https://doi.org/10.3390/ijerph17082698

Cosgrave, C. (2021). Implementing strategies for strengthening Australia's rural allied health workforce.
Internet Journal of Allied Health Sciences & Practice, 19(4), 1-12.
https://nsuworks.nova.edu/ijahsp/vol19/iss4/8/

Cosgrave, C. (2023a). Attract Connect Stay. Retrieved 26-04-23 from https://attractconnectstay.com.au/

Cosgrave, C. (2023b). Attract Connect Stay | About. Retrieved 25-03-23 from
https://attractconnectstay.com.au/about-attract-connect-stay/

Cosgrave, C., Maple, M., & Hussain, R. (2018a). An explanation of turnover intention among early-career
nursing and allied health professionals working in rural and remote Australia — findings from a
grounded theory study. Rural and Remote Health, 18(4511). https://doi.org/10.22605/RRH4511

Cosgrave, C., Maple, M., & Hussain, R. (2018b). Work challenges negatively affecting the job satisfaction of
early career community mental health professionals working in Rural Australia: findings from a
qualitative study. The Journal of Mental Health Training, Education and Practice, 13(3), 173-186.
https://doi.org/10.1108/JMHTEP-02-2017-0008

Couch, A., Menz, H. B., Coker, F., White, J., Haines, T., & Williams, C. (2021). Factors that influence
workplace location choices in the different allied health professions: A systematic review. Australian
Journal of Rural Health, 29(6), 823-834. https://doi.org/10.1111/ajr.12768

212



Craig, P. L., Barnard, A., Glasgow, N., & May, E. (2014). Evaluating the Health "Hubs and Spokes"
interprofessional placements in rural New South Wales, Australia. Journal of Allied Health, 43(3).
https://www.ncbi.nlm.nih.gov/pubmed/25194065

Crengle, S., Davie, G., de Graaf, B., Lawrenson, R., Nixon, G., Miller, R., & Whitehead, J. (2023). Unmasking
hidden disparities: a comparative observational study examining the impact of different rurality
classifications for health research in Aotearoa New Zealand. BMJ Open, 13(4).
https://doi.org/10.1136/bmjopen-2022-067927

Creswell, J. W. (2018). Research design : qualitative, quantitative, and mixed methods approaches (5th ed.).
SAGE.

Crettenden, 1. F., McCarty, M. V., Fenech, B. J., Heywood, T., Taitz, M. C., & Tudman, S. (2014). How
evidence-based workforce planning in Australia is informing policy development in the retention and
distribution of the health workforce. Human Resources for Health, 12(1), 7.
https://doi.org/10.1186/1478-4491-12-7

Crown Infrastructure Partners. (2023). What is the Mobile Black Spots Fund (MBSF)? Crown Infrastructure
Partners Limited. Retrieved 29/01/2023 from
https://www.crowninfrastructure.govt.nz/blackspots/what/

Cuesta-Briand, B., Coleman, M., Ledingham, R., Moore, S., Wright, H., Oldham, D., & Playford, D. (2020).
Extending a conceptual framework for junior doctors’ career decision making and rural careers:
explorers versus planners and finding the ‘right’ fit. International Journal of Environmental Research
& Public Health, 17. https://doi.org/10.3390/ijerph17041352

Cunningham, R., Imlach, F., Lockett, H., Lacey, C., Haitana, T., Every-Palmer, S., Te Rangimarie Clark, M., &
Peterson, D. (2023). Do patients with mental health and substance use conditions experience
discrimination and diagnostic overshadowing in primary care in Aotearoa New Zealand? Results from
a national online survey. Journal of Primary Health Care, 15(2), 112-121.
https://doi.org/10.1071/HC23015

Daker-White, G., Carr, A. J., Harvey, 1., Woolhead, G., Bannister, G., Nelson, I., & Kammerling, M. (1999). A
randomised controlled trial. Shifting boundaries of doctors and physiotherapists in orthopaedic
outpatient departments. Journal of Epidemiology & Community Health, 53(10).
https://doi.org/10.1136/jech.53.10.643

Daniel, T., Hoang, P., Blake, P., Danny, H., Mark, K., Jaclyn, B., Kehinde, O., Ha, H., Hoang, N., Ed, B., &
David, S. (2021). Factors contributing to the recruitment and retention of rural pharmacist workforce: a
systematic review. BMC Health Services Research, 21(1), 1-15. https://doi.org/10.1186/s12913-021-
07072-1

Davies, C. (2000). Getting health professionals to work together: There's more to collaboration than simply
working side by side. British Medical Journal, 320(7241), 1021-1022.
http://www.jstor.org/stable/25187692

Dawson, L. J., & Ghazi, F. (2004). The experience of physiotherapy extended scope practitioners in orthopaedic
outpatient clinics. Physiotherapy, 90(4). https://doi.org/10.1016/j.physi0.2004.06.001

Dawson, M., Phillips, B., & Leggat, S. G. (2012). Effective clinical supervision for regional allied health
professionals—the supervisee’s perspective. Australian Health Review, 36(1), 92-97.

213


https://doi.org/10.3390/ijerph17041352
https://doi.org/10.1016/j.physio.2004.06.001

de Gruchy, A., Granger, C., & Gorelik, A. (2015). Physical therapists as primary practitioners in the Emergency
Department: a six-month prospective practice analysis. Physical Therapy, 95, 1207-1216.
https://doi.org/10.2522/ptj.20130552

Denese, P., Monica, M., & Sandra, T. (2020). Factors associated with rural work for nursing and allied health
graduates 15-17 years after an undergraduate rural placement through the University Department of
Rural Health Program. Rural and Remote Health, 20. https://doi.org/10.22605/RRH5334

Denham, L. A., & Shaddock, A. J. (2004). Recruitment and retention of rural allied health professionals in
developmental disability services in New South Wales. Australian Journal of Rural Health, 12(1), 28-
29. https://doi.org/10.1111/j.1440-1584.2004.00546.x

Dental Council. (2022). Annual Report 2021/2022.

Department of the Prime Minister and Cabinet. (2021). The New Health System. Department of the Prime
Minister and Cabinet. Retrieved 07-06-21 from https://dpmc.govt.nz/our-business-units/transition-
unit/response-health-and-disability-system-review/information

Deschénes, A.-A. (2021). Satisfaction with work and person—environment fit: are there intergenerational
differences? An examination through person—job, person—group and person—supervisor fit.
International Journal of Organization Theory & Behavior, 24(1), 60-75.
https://doi.org/10.1108/1JOTB-02-2020-0025

Desmeules, F., Roy, J.-S., MacDermid, J. C., Champagne, F., Hinse, O., & Woodhouse, L. J. (2012). Advanced
practice physiotherapy in patients with musculoskeletal disorders: a systematic review. BMC
Musculoskeletal Disorders, 13(1), 107. https://doi.org/doi:10.1186/1471-2474-13-107

Devine, S. (2006). Perceptions of occupational therapists practising in rural Australia: a graduate perspective.
Australian Occupational Therapy Journal, 53. https://doi.org/10.1111/j.1440-1630.2006.00561.x

Dewar, B., Stulz, V., Buliak, A., Connolly, L., McLaughlin, D. K., Newport, K., Drayton, N., Rebolledo, S.,
Stephenson, L., MacBride, T., & Lennon, K. (2020). Exploring and developing student midwives’
experiences (ESME)—An appreciative inquiry study. Midwifery, 91.
https://doi.org/10.1016/j.midw.2020.102844

Dietitians Board of New Zealand. (2021). Annual Report 2020/2021.

Dimas, I. D., Lourenco, P. R., & Rebelo, T. (2016). The effects on team emotions and team effectiveness of
coaching in interprofessional health and social care teams. Journal of Interprofessional Care, 30(4),
416-422. https://doi.org/10.3109/13561820.2016.1149454

Division of Health Sciences Rural Working Party. (2015). Rural Health Plan. University of Otago.
http://www.otago.ac.nz/healthsciences/otago610433.pdf

Dobherty, J. A., Johnson, M., & McPheron, H. (2022). Advancing health equity through organizational change:
Perspectives from health care leaders. Health Care Management Review, 47(3), 263-270.
https://doi.org/10.1097/HMR.0000000000000326

Dolea, C., Stormont, L., & Braichet, J. M. (2010). Evaluated strategies to increase attraction and retention of
health workers in remote and rural areas. Bulletin of the World Health Organization, 88(5), 379-385.
https://doi.org/10.2471/BLT.09.070607

214



Donaldson, S. 1., van Zyl, L. E., & Donaldson, S. I. (2022). PERMA+4: A Framework for Work-Related
Wellbeing, Performance and Positive Organizational Psychology 2.0. Frontiers in Psychology, 12.
https://doi.org/10.3389/fpsyg.2021.817244

Doolan-Noble, F., Tumilty, E., McAuley, K., & Stokes, T. (2021). How rural nurses in Southern New Zealand
navigate their ethical landscape-A qualitative study. The Australian Journal of Rural Health, 29(3),
332-340. https://doi.org/10.1111/ajr.12709

Ducat, W., Martin, P., Kumar, S., Burge, V., & Abernathy, L. (2016). Oceans apart, yet connected: Findings
from a qualitative study on professional supervision in rural and remote allied health services.
Australian Journal of Rural Health, 24(1), 29-35. https://doi.org/10.1111/ajr.12192

Dunbabin, J., & Levitt, L. (2003). Rural origin and rural medical exposure: Their impact on the rural and remote
medical workforce in Australia. Rural and Remote Health, 3(212).
https://www.rrh.org.au/journal/article/212

Durey, A., Haigh, M., & Katzenellenbogen, J. M. (2015). What role can the rural pipeline play in the
recruitment and retention of rural allied health professionals? Rural and Remote Health, 15(3), 1-11.
https://doi.org/10.22605/RRH3438

Durey, A., McNamara, B., & Larson, A. (2003). Towards a health career for rural and remote students: Cultural
and structural barriers influencing choices. Australian Journal of Rural Health, 11(3), 145-150.
https://doi.org/10.1046/j.1440-1584.2003.00481.x

Dymmott, A., George, S., Campbell, N., & Brebner, C. (2022). Experiences of working as early career allied
health professionals and doctors in rural and remote environments: a qualitative systematic review.
BMC Health Services Research, 22(1), 1-7. https://doi.org/10.1186/s12913-022-08261-2

Dywili, S., Bonner, A., Anderson, J., & O' Brien, L. (2012). Experience of overseas-trained health professionals
in rural and remote areas of destination countries: A literature review. Australian Journal of Rural
Health, 20(4), 175-184. https://doi.org/10.1111/j.1440-1584.2012.01281.x

Emmel, N. (2013). Sampling and choosing cases in qualitative research : a realist approach. SAGE.
http://ebookcentral.proquest.com/lib/AUT/detail.action?docID=1534965

Eyre, R., & Gauld, R. (2003). Community participation in a rural community health trust: The case of
Lawrence, New Zealand. Health Promotion International, 18(3), 189-197.
https://doi.org/10.1093/heapro/dag014

Farmer, J., & Kilpatrick, S. (2009). Are rural health professionals also social entrepreneurs? Social Science,
69(11). https://doi.org/10.1016/j.socscimed.2009.09.003

Farmer, J., & Sivasubramaniam, S. (2004). Sustaining the rural primary healthcare workforce: Survey of
healthcare professionals in the Scottish Highlands. Rural and Remote Health, 5(365), 14.
https://search.informit.org/doi/abs/10.3316/INFORMIT.610360258131309

Fearnley, D., Lawrenson, R., & Nixon, G. (2016). 'Poorly Defined'": Unknown unknowns in New Zealand rural
health. The New Zealand Medical Journal, 129(1439). https://www.nzma.org.nz/journal/read-the-
journal/all-issues/2010-2019/2016/vol-129-no-1439-5-august-2016/6964

215



Field, E., Vila, M., Runk, L., Mactaggart, F., Rosewell, A., & Nathan, S. (2018). Lessons for health program
monitoring and evaluation in a low resource setting. Rural and Remote Health, 18(4596).
https://doi.org/10.22605/RRH4596

Fisher, K. A., & Fraser, J. D. (2010). Rural Health Career Pathways: Research themes in recruitment and
retention. Australian Health Review, 34(3), 292-296. https://doi.org/10.1071/AH09751

Fitts, M. S., Russell, D., Mathew, S., Liddle, Z., Mulholland, E., Comerford, C., & Wakerman, J. (2020).
Remote health service vulnerabilities and responses to the COVID - 19 pandemic. Australian Journal

of Rural Health, 28(6), 613-617. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7753557/pdf/AJR-
28-613.pdf

Fry, K. (2010). Social work clinical leadership in Allied Health. Aotearoa New Zealand Social Work Review,
21(4), 5. https://doi.org/10.11157/anzswj-vol21iss4id267

Furness, L., Tynan, A., & Ostini, J. (2020). What students and new graduates perceive supports them to think,
feel and act as a health professional in a rural setting. Australian Journal of Rural Health, 28(3), 263-
270. https://doi.org/10.1111/ajr.12607

Gage, J. D., & Hornblow, A. R. (2007). Development of the New Zealand nursing workforce: historical themes
and current challenges. Nursing Inquiry, 14(4), 330-334.

Gallego, G., Dew, A., Bulkeley, K., Veitch, C., Lincoln, M., Bundy, A., & Brentnall, J. (2015). Factors affecting
retention of allied health professionals working with people with disability in rural New South Wales,
Australia: discrete choice experiment questionnaire development. Human Resources for Health, 13(1),
1-11. https://doi.org/10.1186/s12960-015-0013-7

Gallego, G., Dew, A., Lincoln, M., Bundy, A., Chedid, R. J., Kim, B., Brentnall, J., & Craig, V. (2015). Should
I stay or should I go? Exploring the job preferences of allied health professionals working with people
with disability in rural Australia. Human Resources for Health, 13(1), 1-13.
https://doi.org/10.1186/s12960-015-0047-x

Galvan, J. L. (2017). Writing literature reviews : a guide for students of the social and behavioral sciences (7th
ed.). Routledge. http://ebookcentral.proquest.com/lib/AUT/detail.action?docID=4838070

Garces-Ozanne, A., Yow, A., & Audas, R. (2011). Rural practice and retention in New Zealand: An
examination of New Zealand-trained and foreign-trained doctors. New Zealand Medical Journal,
124(1330), 14-23. http://www.nzma.org.nz/journal/124-1330/4554/

Gardiner, M., Kearns, H., & Tiggemann, M. (2013). Effectiveness of Cognitive Behavioural Coaching in
improving the well-being and retention of rural general practitioners. Australian Journal of Rural
Health, 21(3), 183-189. https://doi.org/10.1111/ajr.12033

Gauld, R., & Horsburgh, S. (2015). Healthcare professionals’ perceptions of clinical governance
implementation: a qualitative New Zealand study of 3205 open-ended survey comments. BMJ Open,
5(1), e006157. https://doi.org/10.1136/bmjopen-2014-006157

George, J. E., Larmer, P. J., & Kayes, N. (2019). Learning from those who have gone before: Strengthening the
rural Allied Health workforce in Aotearoa New Zealand. Rural and Remote Health, 19(3), 1-9.
https://doi.org/10.22605/RRH4878

216



George, J. E., Jenkins, B. L., Marshall, B. J., & Lacey, C. J. (in press). Rural Health Workforce Training In New
Zealand: Enablers and barriers to sustainability and high quality care. An interprofessional critical
review. New Zealand Medical Journal

George, R. K., & Webster, K. (2021). The future of Allied Health leadership in New Zealand-Aotearoa: A
literature review. Asia Pacific Journal of Health Management, 16(2), 12.
https://doi.org/10.24083/apjhm.v1612.743

Germeroth, D., Murray, C. M., McMullen-Roach, S., & Boshoff, K. (2023). A scoping review of mentorship in
allied health: Attributes, programs and outcomes. Australian Occupational Therapy Journal.
https://doi.org/10.1111/1440-1630.12903

Gillespie, J., Cosgrave, C., & Malatzky, C. (2022a). Making the case for place based governance in rural health
workforce recruitment and retention: Lessons from Canada and Australia. Social Sciences and
Humanities Open, 6(1). https://doi.org/10.1016/j.ssah0.2022.100356

Gillespie, J., Cosgrave, C., Malatzky, C., & Carden, C. (2022b). Sense of place, place attachment, and
belonging-in-place in empirical research: A scoping review for rural health workforce research. Health
& Place, 74, 102756. https://doi.org/10.1016/j.healthplace.2022.102756

Gillham, S., & Ristevski, E. (2007). Where do I go from here: We've got enough seniors? Australian Journal of
Rural Health, 15(5), 313-320. https://doi.org/10.1111/j.1440-1584.2007.00900.x

Gingerich, A., Van Volkenburg, K., Maurice, S., Simpson, C., & Roots, R. (2021). Urban ideals and rural
realities: Physiotherapists navigating paradox in overlapping roles. Medical Education, 55(10), 1183-
1193. https://doi.org/10.1111/medu.14476

Glaser, B. G. (1978). Theoretical Sensitivity : Advances in the methodology of grounded theory. Sociology
Press.

Glaser, B. G., & Strauss, A. (2017). The Discovery of Grounded Theory : strategies for qualitative research.
Routledge.

Glasser, M., Peters, K., & MacDowell, M. (2006). Workforce Issues--Rural Illinois Hospital Chief Executive
Officers' perceptions of provider shortages and issues in rural recruitment and retention. Journal of
Rural Health, 22(1), 59-62. http://dx.doi.org/10.1111/j.1748-0361.2006.00007.x

Glinos, I. A. (2015). Health professional mobility in the European Union: Exploring the equity and efficiency of
free movement. Health Policy, 119(12), 1529-36. https://doi.org/10.1016/j.healthpol.2015.08.010

Goodman, D., Harvey, D., Cavanagh, T., & Nieman, R. (2018). Implementation of an expanded-scope-of-
practice physiotherapist role in a regional hospital emergency department. Rural and Remote Health,
18(4212). https://doi.org/10.22605/RRH4212

Gough, D., Thomas, J., & Oliver, S. (Eds.). (2017). An Introduction to Systematic Reviews. SAGE Publications.
Greater Northern Australia Regional Training Network. (2013). Project Report: Rural and Remote Generalist -

Allied Health Project. https://www.health.qld.gov.au/ _data/assets/pdf file/0025/656035/GNARTN-
project-report.pdf

Griggs, D. M., & Crain-Dorough, M. (2021). Appreciative inquiry's potential in program evaluation and
research. Qualitative Research Journal, 21(4), 375-393. https://doi.org/10.1108/QRJ-06-2020-0059

217



Grix, J. (2002). Introducing Students to the Generic Terminology of Social Research. Politics, 22(3), 175.
https://doi.org/10.1111/1467-9256.00173

Guba, E. G., & Lincoln, Y. S. (1994). Competing paradigms in qualitative research. Handbook of qualitative
research, 2(163-194), 105.

Gum, L., Richards, J. N., Walters, L., Forgan, J., Lopriore, M., & Nobes, C. (2013). Immersing undergraduates
into an interprofessional longitudinal rural placement. Rural and Remote Health, 13(1).
https://doi.org/10.22605/RRH2271

Haggerty, C., McEldowney, R., Wilson, D., & Holloway, K. (2010). Growing our own: An evaluation of nurse
entry to practice programmes in New Zealand 2006-2009. Manati Hauora | Ministry of Health.
http://hdl.voced.edu.au/10707/369638.

Hancock, D. R., & Algozzine, R. (Eds.). (2016). Doing Case Study Research : A Practical Guide for Beginning
Researchers. Teachers College Press.

Harrison, H., Birks, M., Franklin, R., & Mills, J. (2017). Case Study Research: Foundations and Methodological
Orientations. Forum: Qualitative Social Research, 18(1). http://www.qualitative-
research.net/index.php/fqs/article/view/2655

Haskins, J. L., Phakathi, S. A., Grant, M., & Horwood, C. M. (2017). Factors influencing recruitment and
retention of professional nurses, doctors and allied health professionals in rural hospitals in Kwazulu
Natal. Health SA Gesondheid, 22, 174-183. https://doi.org/10.1016/j.hsag.2016.11.002

Hastings, S. L., & Cohn, T. J. (2013). Challenges and opportunities associated with rural mental health practice.
Journal of Rural Mental Health, 37(1), 37-49. https://doi.org/10.1037/rmh0000002

Hatton, S. M. (2022). Let's Talk Culture: The conversations you need to create the team you want. Major Street
Publishing.

Hauora Taiwhenua. (2023). New short film shares masterclass in Maori maternity wananga. Hauora
Taiwhenua,. Retrieved 05-05-23 from https://htrhn.org.nz/innovation/new-short-film-shares-
masterclass-in-maori-maternity-wananga/

Heady, H. R. (2002). A delicate balance: The economics of rural health care delivery. JAMA, 287(1), 110-110.
https://doi.org/10.1001/jama.287.1.110-JIMS0102-4-1

Health and Disability System Review. (2020). Final report / Piirongo whakamutunga | Health and Disability
System Review. https://systemreview.health.govt.nz/final-report/

Health and Safety at Work Act, (2015).
https://www.legislation.govt.nz/act/public/2015/0070/latest/ DLM5976660.html

Health Practitioners Competence Assurance Act (2003).
https://www.legislation.govt.nz/act/public/2003/0048/latest/ DLM203312.html

Health Science and Technical Workforces Working Group. (2013). Framing The Future. Manatti Hauora |
Ministry of Health.

218


https://www.legislation.govt.nz/act/public/2003/0048/latest/DLM203312.html

HealthPathways Community. (2017). About HealthPathways. CDHB. Retrieved November 12th from
https://www.healthpathwayscommunity.org/About.aspx

Heilmann, P. (2010). The emphasis will move to retaining from recruiting: ‘A scheme to support the recruitment
and retention of allied health professionals to hard to fill posts in remote areas’. International Journal
of Therapy & Rehabilitation, 17, 617-618.

Hil, M. E., Wakewich, P., & Raftis, D. (2017). Strengthening the rural dietetics workforce: Examining early
effects of the Northern Ontario Dietetic Internship Program on recruitment and retention. Rural &
Remote Health, 17(1), 1-11. https://doi.org/10.3316/informit.151448809013102

Hoang, H., Barnett, T., Kirschbaum, M., Dunbar, S., & Wong, R. (2019). ‘The public rely on me a lot’: Rural
pharmacists’ perspectives on their roles in oral health care. Australian Journal of Rural Health, 27(1).
https://doi.org/10.1111/ajr.12460

Hogan, S. (2021). Hidden in plain sight; Optimising the allied health professions for more sustainable
integrated care.
https://www.alliedhealth.org.nz/uploads/8/8/9/4/88944696/hidden_in_plain_sight final 23 06 2021.p
df

Holloway, P., Bain-Donohue, S., & Moore, M. (2020). Why do doctors work in rural areas in high-income
countries? A qualitative systematic review of recruitment and retention. Australian Journal of Rural
Health, 28(6), 543-554. https://doi.org/10.1111/ajr.12675

Howie, L. (2022, November 16). Calls for more music therapy funding [News]. @1NewsNZ.
https://www.1news.co.nz/2022/11/16/calls-for-more-music-therapy-funding/

Howlett, O., O’Brien, C., Gardner, M., & Neilson, C. (2022). The use of mentoring for knowledge translation
by allied health: a scoping review. JBI Evidence Implementation, 20(4), 250-261.
https://doi.org/10.1097/XEB.0000000000000334

Hsueh, W., Wilkinson, T., & Bills, J. (2004). What evidence-based undergraduate interventions promote rural
health? New Zealand Medical Journal, 117(1204), 1-17. http://www.nzma.org.nz/journal/117-
1204/1117/

Hummon, D. M. (1992). Community Attachment. In I. Altman & S. M. Low (Eds.), Place Attachment (pp. 253-
278). Springer US. https://doi.org/10.1007/978-1-4684-8753-4 12

Humphreys, J. S., Wakerman, J., & Wells, R. (2006). What do we mean by sustainable rural health services?
Implications for rural health research. Australian Journal of Rural Health, 14(1), 33-35.
https://doi.org/10.1111/j.1440-1584.2006.00750.x

Hunt, M. R. (2009). Strengths and challenges in the use of Interpretive Description: Reflections arising from a
study of the moral experience of health professionals in humanitarian work. Qualitative Health
Research, 19(9), 1284-1292. https://doi.org/10.1177/1049732309344612

Hustedde, C., Paladine, H., Wendling, A., Prasad, R., Sola, O., Bjorkman, S., & Phillips, J. (2018). Women in
rural family medicine: A qualitative exploration of practice attributes that promote physician
satisfaction. Rural and Remote Health, 18(4355). https://doi.org/10.22605/RRH4355

219



Iedema, R., Forsyth, R., Carroll, K., & Long, D. (2006). The (im)possibilities of clinical democracy. Health
Sociology Review: The Journal of the Health Section of the Australian Sociological Association, 15(5),
506-519. https://doi.org/10.3316/informit.635446886622549

International Federation of Social Workers. (2023). Global Definition of Social Work.
https://www.ifsw.org/what-is-social-work/global-definition-of-social-work/

Irving, M., Short, S., Gwynne, K., Tennant, M., & Blinkhorn, A. (2017). 'l miss my family, it's been a while...' A
qualitative study of clinicians who live and work in rural/remote Australian Aboriginal communities.
Australian Journal of Rural Health, 25(5), 260-267. https://doi.org/10.1111/ajr.12343

James Cook University. (2017). Rural Generalist Program (RGP). James Cook University. Retrieved 02-12-17
from https://www.jcu.edu.au/division-of-tropical-health-and-medicine/research/rural-generalist-

program-rgp

James, D. (2015). How to get clear about methods, methodology, epistemology and ontology once and for all.
Economic and Social Research Council;
https://www.youtube.com/results?search_query=methodology+and+methods

Jamieson, 1. (2022). Sustaining the Nursing Workforce. Dissector, 50(1), 12-13.
https://www.nzno.org.nz/groups/colleges_sections/colleges/perioperative_nurses_college/the dissector

Jana, T. (2016). Overcoming bias : building authentic relationships across differences (1st ed.). Berrett-Koehler
Publishers. http://ebookcentral.proquest.com/lib/AUT/detail.action?docID=4519095

Jana, T. (2020). Subtle acts of exclusion : how to understand, identify, and stop microaggressions. Berrett-
Koehler Publishers. http://ebookcentral.proquest.com/lib/AUT/detail.action?docID=6037198

Jefford, E., Nolan, S., Munn, J., & Ebert, L. (2021). What matters, what is valued and what is important in
mentorship through the Appreciative Inquiry process of co-created knowledge. Nurse Education
Today, 99, 104791. https://doi.org/10.1016/j.nedt.2021.104791

Jessup, B., Barnett, T., Cross, M., Obamiro, K., & Mallick, S. (2021). Rural Employment: A get-go for recent
nursing and allied health graduates? Australian Journal of Rural Health, 29(5), 688-700.
https://doi.org/10.1111/ajr.12773

Johnson, G., Foster, K., Blinkhorn, A., & Clive Wright, F. A. (2020). Rural Clinical School dental graduates
views on rural and metropolitan employment. European Journal of Dental Education, 24(4), 741-752.
https://doi.org/10.1111/eje.12564

Johnson, G., Foster, K., Blinkhorn, A., & Wright, F. C. (2019). Exploration of the factors that influence new
Australian dental graduates to work rurally and their perspectives of rural versus metropolitan
employment. European Journal of Dental Education, 23(4), 437-447. https://doi.org/10.1111/eje.12450

Johnston, C., Newstead, C., Sanderson, M., Osmotherly, P., & Wakely, L. (2017). The changing landscape of
physiotherapy student clinical placements: An exploration of geographical distribution and student
performance across settings. Australian Journal of Rural Health, 25(2), 85-93.
https://doi.org/10.1111/ajr.12302

220



Jones, M., Humphreys, J., & Prideaux, D. (2009). Predicting medical students' intentions to take up rural
practice after graduation. Medical Education, 43, 1001-1009. https://doi.org/10.1111/j.1365-
2923.2009.03506.x

Jones, M., Versace, V., Lyle, D., & Walsh, S. (2021). Return of the unexpected: Rural workforce recruitment
and retention in the era of COVID-19. Australian Journal of Rural Health, 29(5), 612-616.
https://doi.org/10.1111/ajr.12817

Karetai Wood-Bodley, F. (2023). Enabling Disabled People to Live Good Lives: Embedding supported
decision-making into disability law in Aotearoa, New Zealand Te Herenga Waka | Victoria University
of Wellington. Online.

Keane, S., Lincoln, M., & Smith, T. (2012). Retention of allied health professionals in rural New South Wales:
A thematic analysis of focus group discussions. BMC Health Services Research, 12(1), 175-175.
https://doi.org/10.1186/1472-6963-12-175

Keane, S., Smith, T., Lincoln, M., & Fisher, K. (2011). Survey of the rural allied health workforce in New South
Wales to inform recruitment and retention. The Australian Journal of Rural Health, 19(1), 38-44.
https://doi.org/10.1111/j.1440-1584.2010.01175.x

Keane, S., Smith, T., Lincoln, M., Wagner, S. R., & Lowe, S. E. (2008). The Rural Allied Health Workforce
Study (RAHWS): Background, rationale and questionnaire development. Rural & Remote Health, 8(4),
1-12. https://doi.org/10.3316/informit.470538441809777

Kearns, R., & Moon, G. (2002). From medical to health geography: novelty, place and theory after a decade of
change. Progress in Human Geography, 26(5), 605-625. https://doi.org/10.1191/0309132502ph3890a

Kelly, B. L., & Gates, T. G. (2010). Using the strengths perspective in the social work interview with young
adults who have experienced childhood sexual abuse. Social Work in Mental Health, 8(5), 421-437.
https://doi.org/10.1080/15332981003744438

Kenealy, T. W., Sheridan, N. F., & Connolly, M. J. (2015). HealthPathways Website : Making the right thing
the easy thing to do? New Zealand Medical Journal, 128(1408), 6-9.
http://www.nzma.org.nz/journal/read-the-journal/all-issues/2010-2019/2015/vol-128-n0-1408/6409

Kenny, A., & Duckett, S. (2004). A question of place: medical power in rural Australia. Social Science &
Medicine, 58(6), 1059. https://doi.org/10.1016/S0277-9536(03)00278-8

Kent, M., Verstappen, A. C., Wilkinson, T., & Poole, P. (2018). Keeping them interested: A national study of
factors that change medical student interest in working rurally. Rural and Remote Health, 18(4872).
https://doi.org/https://doi.org/10.22605/RRH4872

Kim, H., & Hopkins, K. M. (2016). The quest for rural child welfare workers: How different are they from their
urban counterparts in demographics, organizational climate, and work attitudes? Children and Youth
Services Review, February 2017(73), 291-229. https://doi.org/10.1016/j.childyouth.2016.12.024

Kim, Y. H., Shin, S. I., Kim, H.-K., Jun, M., & Wreen, M. (2023). Advanced Practice Nurses' Organization
Commitment: Impact of Job Environment, Job Satisfaction, and Person-Organization Fit. Asian
Nursing Research, 17(2), 91-101. https://doi.org/10.1016/j.anr.2023.03.002

221


http://www.nzma.org.nz/journal/read-the-journal/all-issues/2010-2019/2015/vol-128-no-1408/6409

King, J., Freburger, J. K., & Slifkin, R. T. (2010). What does the clinical doctorate in physical therapy mean for
rural communities? Physiotherapy Research International, 15(1), 24-34.
https://doi.org/10.1002/pri.455

King, O. A., Wong Shee, A., Howlett, O., Clapham, R., & Versace, V. L. (2022). Research training
incorporating education and mentoring for rural and regional allied health professionals: An evaluation
study. Australian Journal of Rural Health, 30(5), 654-665. https://doi.org/10.1111/ajr.12879

Kitchin, T. (2023, June 13, 2023). Preparing for the big quake on the Alpine Fault. @radionz.
https://www.rnz.co.nz/programmes/the-detail/story/2018894025/preparing-for-the-big-quake-on-the-
alpine-fault

Kline, N. (1999). Time To Think : Listening to ignite the human mind. Ward Lock.

Kline, N. (2020). The Ten Components - Time to Think. Retrieved 20/10/2022 from
https://www.timetothink.com/thinking-environment/the-ten-components/

Kline, N. (2022). Nancy Kline. Retrieved 10/10/22 from https://www.nancykline.com/nancy

Konkin, J., Grave, L., Cockburn, E., Couper, 1., Stewart, R. A., Campbell, D., & Walters, L. (2020). Exploration
of rural physicians’ lived experience of practising outside their usual scope of practice to provide
access to essential medical care (Clinical Courage): An international phenomenological study. BMJ
Open, 10(8), €037705. https://doi.org/10.1136/bmjopen-2020-037705

Koshy, E., Waterman, H., & Koshy, V. (2011). Action Research in Healthcare. SAGE.

Kumar, S., Tian, E. J., May, E., Crouch, R., & McCulloch, M. (2020). “You get exposed to a wider range of
things and it can be challenging but very exciting at the same time”: enablers of and barriers to
transition to rural practice by allied health professionals in Australia. BMC Health Services Research,
20(1), 1-14. https://doi.org/10.1186/s12913-020-4954-8

Laven, G., & Wilkinson, D. (2004). Rural doctors and rural backgrounds. How strong is the evidence? A
systematic review. The Australian Journal of Rural Health. 11, 277-284 https://doi.org/10.1111/j.1440-
1584.2003.00534.x

Lee, S., & Mackenzie, L. (2003). Starting out in rural New South Wales: The experiences of new graduate
Occupational Therapists. Australian Journal of Rural Health, 11, 36-43. https://doi.org/10.1046/1.1440-
1584.2003.00476.x

Leggat, S. G., Bartram, T., Stanton, P., Bamber, G. J., & Sohal, A. S. (2015). Have Process Redesign methods,
such as Lean, been successful in changing care delivery in hospitals? A systematic review. Public
Money & Management, 35(2), 161-168. https://doi.org/10.1080/09540962.2015.1007714

Leys, J., Wakely, L., Thurlow, K., & Hyde Page, R. (2017). Physiotherapy students in rural emergency
departments: A NEAT place to learn. Australian Journal of Rural Health, 25(2), 130-131.
https://doi.org/10.1111/ajr.12262

Liamputtong, P. (2009). Qualitative research methods (3rd ed.). Oxford University Press.

222



Lienesch, J., Murphy, K. A., Parnell, T. E., & Miles, A. (2021). Regional and rural allied health professionals in
Australia need better information services training and support for evidence-based practice. Health
Information & Libraries Journal, 38(4), 281-294. https://doi.org/10.1111/hir.12368

Lincoln, Y. S., Guba, E. G., & Pilotta, J. J. (1985). Naturalistic Inquiry. International Journal of Intercultural
Relations, 9(4), 438-439. https://doi.org/https://doi.org/10.1016/0147-1767(85)90062-8

Lucas, J. A. M., Day, K., & Honey, M. L. L. (2016). Clinicians' perceptions of telehealth for emergency care in
New Zealand: Findings of a descriptive study. Emergency Nurse New Zealand(Mar), 6-10.
http://www.nzno.org.nz/Portals/0/Files/Documents/Groups/Emergency%20Nurses/Journals/ENN38 M
arch 2016_Web.pdf

Lumivero. (2022). NVivo. (Version 1.7.1 (1534). QSR International Pty Ltd.
https://lumivero.com/products/nvivo/

Luthra, P. (2022). 7 ways to practice active allyship. Harvard Business Review. https://hbr.org/2022/11/7-ways-
to-practice-active-allyship

Lyle, D. M., & Barclay, L. M. (2015). Securing a rural health workforce for the next generation of rural
Australians. Medical Journal of Australia, 202(9), 472-473-473. https://doi.org/10.5694/mjal5.00449

MacDowell, M. (2010). Long and short term measures to assist rural recruitment...“A scheme to support the
recruitment and retention of allied health professionals to hard to fil posts in remote areas’.
International Journal of Therapy & Rehabilitation, 17, 618-618.

Macmillan Education. (2009). Macmillan English Dictionary. https://www.macmillandictionary.com/

MacNeill, F. (2020). Thinking Space Overview. Fiona MacNeill. https://fionamacneill.com/assets/pdf/Thinking-
Space-Overview.pdf

Mak, K.-H. M., Kippist, L., Sloan, T., & Eljiz, K. (2019). What is the professional identity of allied health
managers? Asia-Pacific Journal of Health Management, 14(1), 58—67.
https://journal.achsm.org.au/index.php/achsm/article/view/219

Makic, M. B. F., & Wald, H. (2017). Achieving improved patient outcomes through interprofessional teams.
Journal of Interprofessional Education and Practice, September 2017(8), 91-94.
https://doi.org/10.1016/j.xjep.2017.07.003

Malatzy, C., Cosgrave, C., & Gillespie, J. (2020). The Utility Of Conceptualisations Of Place And Belonging In
Workforce Retention: A proposal for future rural health research. Health & Place.
https://doi.org/https://doi.org/10.1016/j.healthplace.2019.102279

Malau-Aduli, B. S., Smith, A. M., Young, L., Sen Gupta, T., & Hays, R. (2020). To stay or go? Unpacking the
decision-making process and coping strategies of International Medical Graduates practising in rural,
remote, and regional Queensland, Australia. PLoS One, 15.
https://doi.org/10.1371/journal.pone.0234620

Malterud, K., Siersma, V., & Guassora, A. D. (2021). Information Power: Sample content and size in qualitative
studies. In P. M. Camic (Ed.), Qualitative Research in Psychology : expanding perspectives in
methodology and design (2nd ed.), pp. 67-81. American Psychological Association.

223


https://doi.org/https:/doi.org/10.1016/0147-1767(85)90062-8

Malterud, K., Siersma, V. D., & Guassora, A. D. (2016). Sample size in qualitative interview studies - Guided
by Information Power. Qualitative Health Research, 26(13), 1753-1760.
https://doi.org/10.1177/1049732315617444

Manahan, C. M., Hardy, C. L., & MacLeod, M. L. P. (2009). Personal characteristics and experiences of long-
term allied health professionals in rural and Northern British Columbia. Rural & Remote Health, 9(4),
1-13. https://doi.org/10.3316/informit.510096239790935

Marks, D., Comans, T., Bisset, L., & Scuffham, P. A. (2017, Dec). Substitution of doctors with physiotherapists
in the management of common musculoskeletal disorders: A systematic review. Physiotherapy, 103(4),
341-351. https://doi.org/10.1016/j.physi0.2016.11.006

Marshall, B., & Aileone, L. (2020). COVID-19 pandemic and rural generalism : the West Coast’s rural
workforce solution. New Zealand Medical Journal. http://www.nzma.org.nz/journal-articles/covid-19-
pandemic-and-rural-generalism-the-west-coastsrural-workforce-solution

Martin, A., O'Meara, P., & Farmer, J. (2016). Consumer perspectives of a community paramedicine program in
rural Ontario. Australian Journal of Rural Health, 24(4), 278-283. https://doi.org/10.1111/ajr.12259

Martin, P., Baldock, K., Kumar, S., & Lizarondo, L. (2018). Factors that contribute to high-quality clinical
supervision of the rural allied health workforce: lessons from the coalface. Australian Health Review,
43(6), 682-688. https://doi.org/https://doi.org/10.1071/AH17258

Martin, R., Mandrusiak, A., Lu, A., & Forbes, R. (2020). New-Graduate Physiotherapists' perceptions of their
preparedness for rural practice. Australian Journal of Rural Health, 28(5), 443-452.
https://doi.org/10.1111/ajr.12669

Martineau, T., Decker, K., & Bundred, P. (2004). “Brain Drain” of health professionals: from rhetoric to
responsible action. Health Policy, 70(1), 1-10. https://doi.org/10.1016/j.healthpol.2004.01.006

McGeoch, G., McGeoch, P., & Shand, B. (2015). Is HealthPathways effective? An online survey of hospital
clinicians, general practitioners and practice nurses. New Zealand Medical Journal, 128(1408), 36-46.
http://ndhadeliver.natlib.govt.nz.ezproxy.aut.ac.nz/delivery/DeliveryManagerServlet?dps pid=IE24431
254

McGeoch, G., & Shand, B. (2015). HealthPathways : some clarification. New Zealand Medical Journal,
128(1412), 65-66. https://journal.nzma.org.nz/journal-articles/healthpathways-some-clarification

McGirr, J., Seal, A., Barnard, A., Cheek, C., Garne, D., Greenhill, J., Kondalsamy-Chennakesavan, S.,
Luscombe, G. M., May, J., McLeod, J., O'Sullivan, B., Playford, D., & Wright, J. (2019). The
Australian Rural Clinical School (RCS) program supports rural medical workforce: evidence from a
cross-sectional study of 12 RCSs. Rural and Remote Health, 19(4971).
https://doi.org/10.3316/INFORMIT.144461444791277

McGrail, M. R., Russell, D. J., Humphreys, J. S., Cameron, W. 1., & Williams, P. J. (2013). The value of
survival analyses for evidence-based rural medical workforce planning. Human Resources for Health,
11, 9. https://doi.org/10.1186/1478-4491-11-65

McGrail, M. R., Wingrove, P. M., Petterson, S. M., Humphreys, J. S., Russell, D. J., & Bazemore, A. W.
(2017). Measuring the attractiveness of rural communities in accounting for differences of rural
primary care workforce supply. Rural Remote Health, 17(2), 1-12. https://doi.org/10.22605/rrh3925

224



McKillop, A., Webster, C., Bennett, W., O’Connor, B., & Bagg, W. (2017). Encouragers and discouragers
affecting medical graduates’ choice of regional and rural practice locations. Rural Remote Health, 17.
https://doi.org/10.3316/INFORMIT.155995254000102

McKimm, J., Newton, P., Da Silva, A., Campbell, J., Condon, R., Kafoa, B., Kirition, R., & G., R. (2013).
Expanded and Extended Health Practitioner Roles: A review of international practice.
www.pacifichealthdialog.org.fj

McKinlay, E., Gallagher, P., Wilson, C., Gray, L., McHugh, P., & Pullon, S. (2016). Social learning, shared
accommodation and interprofessional education: I think those conversations that you have at the dinner
table. Journal of Interprofessional Education & Practice, 5(Supplement C), 1-6.
https://doi.org/10.1016/j.xjep.2016.07.001

McMaster, E., Reid, T., Farquhar, E., McMaster, D., Buckley, D., & Green, E. (2021). Responding to rural
allied health workforce challenges in the public health system: Evaluation of the Allied Health Rural
Generalist Pathway pilot in western New South Wales. Australian Journal of Rural Health, 29(5), 701-
720. https://doi.org/10.1111/ajr.12797

McNeil, K. A., Mitchell, R. J., & Parker, V. (2013). Interprofessional practice and professional identity threat.
Health Sociology Review, 22(3), 291. https://doi.org/10.5172/hesr.2013.22.3.291

McNiff, J. (2013). Action research : principles and practice (3rd ed.). Routledge.
http://ebookcentral.proquest.com/lib/AUT/detail.action?docID=1143676

McNiff, J., & Whitehead, J. (2011). All You Need To Know About Action Research (2nd ed.). SAGE.

McPherson, M. (2017). New National School of Rural Health Proposed
http://www.otago.ac.nz/news/news/otago638981.html

Medical Council of New Zealand. (2017). Vocational Registration. Retrieved November 12th from
https://www.mcnz.org.nz/get-registered/scopes-of-practice/vocational-registration/

Medical Sciences Council of New Zealand. (2022). Annual Report 1 April 2021- 31 March 2022.

Mills, A., & Millsteed, J. (2002). Retention: An unresolved workforce issue affecting rural occupational therapy
services. Australian Occupational Therapy Journal, 49, 170-181. https://doi.org/10.1046/j.1440-
1630.2002.00293.x

Ministry for Culture and Heritage. (2017). The Treaty in brief. Te Kawanatanga o Aotearoa | New Zealand
Government. Retrieved 8 June from https://nzhistory.govt.nz/politics/treaty/the-treaty-in-brief

Ministry of Health. (2006). The 2005 Rural Health Workforce Survey.
https://www.health.govt.nz/publication/2005-rural-health-workforce-survey

Ministry of Health. (2014). The Role of Health Workforce New Zealand.
http://www.health.govt.nz/system/files/documents/publications/role-of-health-workforce-new-zealand-
nov14-v2 0.pdf

Ministry of Health. (2016a). Health of the Health Workforce 2015.
https://www.health.govt.nz/system/files/documents/publications/health-of-health-workforce-2015-
feb16_0.pdf

225


https://nzhistory.govt.nz/politics/treaty/the-treaty-in-brief

Ministry of Health. (2016b). New Zealand Health Strategy: Roadmap of actions 2016.
https://www.health.govt.nz/system/files/documents/publications/new-zealand-health-strategy-
roadmapofactions-2016-aprl6.pdf

Ministry of Health. (2017a). DHB Clinical Staffing Numbers. http://www .health.govt.nz/our-work/health-
workforce/dhb-clinical-staffing-numbers

Ministry of Health. (2017b). Voluntary Bonding Scheme. Ministry of Health. Retrieved 15-10-17 from
http://www.health.govt.nz/our-work/health-workforce/voluntary-bonding-scheme

Ministry of Health. (2017c). West Coast DHB. Ministry of Health. Retrieved 14-10-17 from
http://www.health.govt.nz/new-zealand-health-system/my-dhb/west-coast-dhb

Ministry of Health. (2018, February 28th). Health Practitioners Competence Assurance Act. Ministry of Health.
Retrieved 23-06-22 from https://www.health.govt.nz/our-work/regulation-health-and-disability-
system/health-practitioners-competence-assurance-act

Ministry of Health. (2019). Long Term Conditions. Ministry of Health. Retrieved 23-06-22 from
https://www.health.govt.nz/our-work/diseases-and-conditions/long-term-conditions

Ministry of Health. (2021). Allied Health. Ministry of Health. Retrieved 15-03-22 from
https://www.health.govt.nz/about-ministry/leadership-ministry/allied-health

Moorfield, J. C. (2023). Te Aka | Maori Dictionary. https://maoridictionary.co.nz/

Morell, A. L., Kiem, S., Millsteed, M. A., & Pollice, A. (2014). Attraction, recruitment and distribution of
health professionals in rural and remote Australia: early results of the Rural Health Professionals
Program. Human Resources for Health, 12(1), 1-11. https://doi.org/10.1186/1478-4491-12-15

Mortimer, J., Verma, A., Reimann, C., Brown, A., & Woolley, T. (2019). Are All Rural Placements Created
Equal? A national study of placement experiences among multidisciplinary health students. Australian
Journal of Rural Health, 27(2), 118-124. https://doi.org/10.1111/ajr.12487

Mulligan, J., MacCulloch, R., Good, B., & Nicholas, D. B. (2012). Transparency, hope, and empowerment: A
model for partnering with parents of a child with Autism Spectrum Disorder at diagnosis and beyond.
Social Work in Mental Health, 10(4), 311-330. https://doi.org/10.1080/15332985.2012.664487

Murison, A. (2022). The long and short of UNDERSTAFFING. Journal of the Australian & New Zealand
Institute of Insurance & Finance, 45(3), 6-12. https://anziif.com/professional-development/the-
journal/volume-45/issue-3/the-rising-risks-of-workforce-shortages

Naik, L., Reid, D., White, S., & Neville, S. (2023). Drivers and Barriers to the Development of Musculoskeletal
Advanced Physiotherapy Practitioner Roles in New Zealand. New Zealand Journal of Physiotherapy,
51(2), 125-137. https://doi.org/10.15619/nzjp.v51i2.356

Nancarrow, S., Roots, A., Grace, S., Moran, A. M., & Vanniekerk-Lyons, K. (2013, 2013-12-11). Implementing
large-scale workforce change: Learning from 55 pilot sites of allied health workforce redesign in
Queensland, Australia. Human Resources for Health, 11(1), 66. https://doi.org/10.1186/1478-4491-11-
66

226


https://doi.org/10.1111/ajr.12487

Nancarrow, S., Roots, A., Grace, S., Young, G., & Barlow, K. (2015). Evaluation of the Queensland Health
Allied Health Rural Generalist Training Programme. Southern Cross University.
https://www.health.qld.gov.au/ _data/assets/pdf file/0020/145910/ahrgtpreportatta.pdf

Napier, P., Norris, P., Green, J., & Braund, R. (2019). Experiences of pharmacy staff during the introduction of
the checking technician role in New Zealand. International Journal of Pharmacy Practice, 27(2), 149-
156. https://doi.org/10.1111/ijpp.12483

Nathan, S. (2016). West Coast Region. Ministry for Culture and Heritage Te Manatu Taonga. Retrieved 14-10-
18 from https://teara.govt.nz/en/west-coast-region

New Zealand College of Midwives. (2022). How To Become A Midwife - New Zealand College of Midwives.
Retrieved 28/10/22 from https://www.midwife.org.nz/midwives/midwifery-in-new-zealand/how-to-
become-a-midwife/

New Zealand Immigration. (2023). Government announces more health roles to be added to the Green List
https://www.immigration.govt.nz/about-us/media-centre/news-notifications/government-announces-
more-health-roles-to-be-added-to-the-green-list

New Zealand Institute of Wellbeing & Resilience. (2023). NZIWR. Retrieved May 7th from https://nziwr.co.nz/

New Zealand Medical Radiation Technologists Board. (2022). Annual Report 1 April 2021 - 31 March 2022.

New Zealand Psychologists Board. (2022). Annual Report 1 April 2021 - 31 March 2022.

New Zealand Speech-language Therapists Association. (2022). Annual Report 2022.

NHS Education for Scotland. (2023). NMAHP Development Framework.
https://www.nmahpdevelopmentframework.nes.scot.nhs.uk/

Nicholls, D., & Larmer, P. (2005). Possible futures for Physiotherapy: An exploration of the New Zealand
context. New Zealand Journal of Physiotherapy, 33(2), 55.

Nixon, G. (2017). Rural Generalism: The New Zealand way: Address for the Eric Elder Medal. RNZCGP
Conference, Clayton, VIC.

Nixon, G., & Lawrenson, R. (2019). Failing to thrive: academic rural health in New Zealand. Journal of
Primary Health Care, 11(1), 4-5. https://doi.org/10.1071/HCv11nl_ED2

Nixon, G., Whitehead, J., Davie, G., Fearnley, D., Crengle, S., de Graaf, B., Smithi, M., Wakerman, J., &
Lawrenson, R. (2023). Developing the geographic classification for health, a rural-urban classification
for New Zealand health research and policy: A research protocol. The Australian Journal of Rural
Health, 29, 940-947. https://doi.org/10.1111/ajr.12778

Nixon, G. H., Kerse, N. M., Bagg, W., Skinner, M. A., Larmer, P. J., & Crampton, P. (2018). Proposal for a
National Interprofessional School of Rural Health. New Zealand Medical Journal, 131(1485), 9.

https://journal.nzma.org.nz/journal-articles/proposal-for-a-national-interprofessional-school-of-rural-
health

NSW Health. (2023). Allied Health. https://www.youtube.com/watch?v=eMUWO9kcECwA

227


https://www.health.qld.gov.au/__data/assets/pdf_file/0020/145910/ahrgtpreportatta.pdf
https://doi.org/10.1111/ajr.12778

NZ On Screen | Iwi Whitiahua. (2023). 4 Dog's Show | Series | Television. Retrieved February 26th from
https://www.nzonscreen.com/title/a-dogs-show-1977/series

O'Brien, M. (2009). Social Work and the Practice of Social Justice: An initial overview. Aotearoa New Zealand
Social Work Review(1-2), 8. https://doi.org/10.11157/anzswj-vol21iss1-2id308

O'Connor, T. M., & Hooker, R. S. (2018). Extending rural and remote medicine with a new type of health
worker: Physician assistants. The Australian Journal of Rural Health, 15, 346-351.
https://doi.org/10.1111/j.1440-1584.2007.00926.x

O'Hagan, M., Reynolds, P., & Smith, C. (2012). Recovery in New Zealand: An evolving concept? International
Review of Psychiatry, 24(1), 56-63. https://doi.org/10.3109/09540261.2011.651447

O'Sullivan, B. G., McGrail, M. R., & Russell, D. (2017). Rural Specialists: The nature of their work and
professional satisfaction by geographical location of work. Australian Journal of Rural Health, 25(6),
338. https://doi.org/10.1111/ajr.12354

O'Sullivan, B. G., & Worley, P. (2020, 04//). Setting priorities for rural allied health in Australia: A scoping
review. Rural & Remote Health, 20(2), 1-33. https://doi.org/10.22605/RRH5719

O'Toole, K. (2006). Community Governance in Rural Victoria: Rethinking grassroots democracy? Rural
Society, 16(3), 303-319. https://doi.org/10.5172/1sj.351.16.3.303

O'Toole, K., Schoo, A., & Hernan, A. (2010). Why did they leave and what can they tell us? Allied Health
Professionals leaving rural settings. Australian Health Review, 34(1). https://doi.org/10.1071/AH09711

O'Toole, K., Schoo, A., Stagnitti, K., & Cuss, K. (2008). Rethinking policies for the retention of allied health
professionals in rural areas: A social relations approach. Health Policy, 87(3), 326-332.
https://doi.org/10.1016/j.healthpol.2008.01.012

Occupational Therapy Board of New Zealand. (2022). Annual Report 2022.

Ogden, J., Preston, S., Partanen, R. L., Ostini, R., & Coxeter, P. (2020). Recruiting and retaining General
Practitioners in rural practice: Systematic review and meta-analysis of rural pipeline effects. Medical
Journal Of Australia, 213(5), 228-236. https://doi.org/10.5694/mja2.50697

Organization for Economic Cooperation and Development. (2017). Health at a Glance 2017: OECD Indicators.

Osteopathic Council New Zealand. (2022). Annual Report 2022.

Pae Ora (Healthy Futures) Act, (2022).
https://www.legislation.govt.nz/act/public/2022/0030/latest/versions.aspx

Pain, T., Plummer, D., Pighills, A., & Harvey, D. (2015). Comparison of research experience and support needs
of rural versus regional allied health professionals. Australian Journal of Rural Health, 23,277-285.
https://doi.org/10.1111/ajr.12234

Palys, T. (2012). Purposive Sampling. In L. M. Given (Ed.), The SAGE Encyclopedia of Qualitative Research
Methods. SAGE Publications, Inc.

228


https://doi.org/10.1111/j.1440-1584.2007.00926.x
https://doi.org/10.22605/RRH5719

Parkin, A. E., McMahon, S., Upfield, N., Copley, J., & Hollands, K. (2001). Work experience program at a
metropolitan paediatric hospital: Assisting rural and metropolitan allied health professionals exchange
clinical skills. Australian Journal of Rural Health, 9(6), 297-303. https://doi.org/10.1046/j.1038-
5282.2001.00383.x

Pearce, C., Phillips, C., Hall, S., Sibbald, B., Porritt, J., Yates, R., Dwan, K., & Kljakovic, M. (2011). Following
the funding trail: Financing, nurses and teamwork in Australian general practice. BMC Health Services
Research, 11(1), 38. https://doi.org/10.1186/1472-6963-11-38

Peel, R., Young, L., Reeve, C., Kanakis, K., Malau-Aduli, B., & Sen Gupta, T. (2020). The impact of localised
general practice training on Queensland’s rural and remote general practice workforce. BMC Medical
Education, 20. https://doi.org/10.1186/s12909-020-02025-4

Pelham, K., Skinner, M. A., McHugh, P., & Pullon, S. (2016). Interprofessional education in a rural community:
The perspectives of the clinical workplace providers. Journal of Primary Health Care, 8(3), 210-219.
https://doi.org/10.1071/HC16010

Petrucka, P. M., & Wagner, P. S. (2003). Community perception of rural hospital conversion/closure: Re-
conceptualising as a critical incident. Australian Journal of Rural Health, 11(5), 249-253.
https://doi.org/10.1111/j.1440-1584.2003.00528.x

Pettman, D. (2017). Sonic intimacy: Voice, species, technics (or, how to listen to the world). Stanford University
Press.

Pharmacy Council. (2022). Annual Report 2022.

Physiotherapy Board of New Zealand. (2022). Annual Report 2021/22.

Pickering, S. (2017). Leading Transformational Change. Health Informatics New Zealand, Rotorua.

Podiatrists Board of New Zealand. (2022). Annual Report 1 April 2021 - 31 March 2022.

Powell, I. (2023, March 1st). We have a healthcare worker crisis and we're not fixing it. BusinessDesk.
https://businessdesk.co.nz/article/health/we-have-a-healthcare-worker-crisis-and-were-not-fixing-it

Prout, S., Lin, L., Nattabi, B., & Green, C. (2013). ‘I could never have learned this in a lecture’: transformative
learning in rural health education. Advances in Health Sciences Education, 19(2), 147-159.
https://doi.org/doi:10.1007/s10459-013-9467-3

Pugh, R. (2007). Dual relationships: personal and professional boundaries in rural social work. British Journal
of Social Work, 37(8), 1405-1423. https://doi.org/10.1093/bjsw/bcl088

Pullon, S., Purdie, G., Gray, L., McKinlay, E., Brown, M., & Darlow, B. (2023). Influence of a rural
interprofessional education placement on the rural health workforce: working in primary care, rural
settings, and with Maori. Journal of Primary Health Care, 15(1), 78-83.
https://doi.org/10.1071/HC22136

QSR International. (2023). About NVivo. QSR International. Retrieved April 24th from https://help-
nv.gsrinternational.com/20/win/Content/about-nvivo/about-nvivo.htm

229


https://doi.org/10.1093/bjsw/bcl088

Qualtrics. (2018). Qualtrics software. https://www.qualtrics.com

Quilliam, C., Crawford, N., McKinstry, C., Wong Shee, A., Harvey, P., Glenister, K., & Sutton, K. (2022).
Rural, mature-aged nursing and allied health student supports: a novel workforce approach.
[Presentation]. 16th National Rural Health Conference, Brisbane, Australia.
https://bhsdigitalrepository.bhs.org.au/bhsjspui/handle/11054/1972

Quin, P. (2009). New Zealand Health System Reforms. Parliamentary Library. Retrieved 15-10-23 from
https://www.parliament.nz/en/pb/research-papers/document/00PLSocRP0903 1/new-zealand-health-
system-reforms

Racic, M., Ivkovic, N., Pavlovic, J., Zuza, A., Hadzivukovic, N., Bozovic, D., & Pekez-Pavlisko, T. (2019).
Factors influencing health profession students’ willingness to practice in rural regions of Bosnia And
Herzegovina: a cross-sectional study. Rural and Remote Health, 19(4717).
https://doi.org/10.22605/RRH4717

Ramsden, R., Colbran, R., Christopher, E., & Edwards, M. (2021). The role of digital technology in providing
education, training, continuing professional development and support to the rural health workforce.
Health Education, 122(2), 126-149. https://doi.org/10.1108/HE-11-2020-0109

Rapp, C. A. (2011). The Strengths Model: A Recovery-Oriented Approach to Mental Health Services (3rd ed.).
Oxford University Press, USA.

Rath, T., & Conchie, B. (2008). Strengths based leadership: Great leaders, teams, and why people follow.
Simon and Schuster.

Rechel, B., Dzakula, A., Duran, A., Fattore, G., Edwards, N., Grignon, M., Haas, M., Habicht, T., Marchildon,
G. P., Moreno, A., Ricciardi, W., Vaughan, L., & Smith, T. A. (2016). Hospitals in rural or remote
areas: An exploratory review of policies in 8 high-income countries. Health Policy, 120(7), 758-776.
https://doi.org/10.1016/j.healthpol.2016.05.011

Rees, G. H. (2023). Health workforce governance and professions: a re-analysis of New Zealand's primary care
workforce policy actors. BMC Health Services Research, 23(1), 1-13. https://doi.org/10.1186/s12913-
023-09459-8

Relph, E. (2007). On the identity of places. In S. Tiesdell & M. Carmona (Eds.), Urban Design Reader.
Routledge.

Roberts, J., Floyd, S., & Thompson, S. (2011). The Clinical Nurse Specialist in New Zealand: how is the role
defined? Nursing Praxis in New Zealand, 27(2), 24-35.

Roberts, R. (2018). Stronger rural health strategy: Where is allied health? Australian Journal of Rural Health,
26(3), 144-145. https://doi.org/10.1111/ajr.12443

Ross, J. (1999). International perspective. The development of the advanced role of rural nurses in New
Zealand. Australian Journal of Rural Health, 7(4), 253-257. https://doi.org/10.1046/j.1440-
1584.1999.00246.x

Ross, J. (2017). Place-based rural primary health care nursing practice: A study set in rural Otago, New Zealand.
Scope : Contemporary Research Topics (Art & Design), Nov2017(2), 129-142.
www.thescopes.org/assets/Uploads/886d51c74b/scope-health-and-activity-place-REVISED.pdf

230



Rourke, J., Asghari, S., Hurley, O., Ravalia, M., Jong, M., Graham, W., Parsons, W., Duggan, N., O'Keefe, D.,
Moffatt, S., Stringer, K., Sturge Sparkes, C., Hippe, J., Harris Walsh, K., McKay, D., & Samarasena,
A. (2018). Does rural generalist focused medical school and family medicine training make a
difference? Memorial University of Newfoundland outcomes. Rural and Remote Health, 18(4426).
https://doi.org/10.22605/RRH4426

Royal, T A. C. (2006). A modern view of mana. Bulletin / New Zealand Psychological Society.

Rural Medicine School Well Intended But Misplaced. (2017).
http://www.news.aut.ac.nz/news/2017/august/rural-medicine-school-well-intended-but-misplaced

Russell, D. J., Humphreys, J. S., Ward, B., Chisholm, M., Buykx, P., McGrail, M. R., & Wakerman, J. (2013,
Apr). Helping policy-makers address rural health access problems. Australian Journal of Rural Health,
21(2), 61-71. https://doi.org/10.1111/ajr.12023

Russell, D. J., McGrail, M. R., Humphreys, J. S., & Wakerman, J. (2012). What factors contribute most to the
retention of general practitioners in rural and remote areas? Australian Journal of Primary Health,
18(4), 289-294. https://doi.org/10.1071/py11049

Russell, D. J., Wakerman, J., & Humphreys, J. S. (2012). How best to measure health workforce turnover and
retention: Five key metrics. Australian Health Review, 36(3), 290-295.
https://doi.org/10.1071/AH11085

Russell, D. J., Wakerman, J., & Humphreys, J. S. (2017). Determinants of rural Australian Primary Health Care
worker retention: A synthesis of key evidence and implications for policymaking. Australian Journal
of Rural Health, 25(1), 5-14. https://doi.org/10.1111/ajr.12294

Ruston, S. A. (2008). Extended scope practitioners and clinical specialists: A place in rural health? Australian
Journal of Rural Health, 16.

Ryan, P. M. (2012). The Raupé dictionary of modern Mdaori (4th ed.). Raupo.

Sabin, J. A. (2022). Tackling implicit bias in health care. The New England Journal of Medicine, 387(2), 105-
107. https://doi.org/10.1056/NEJMp2201180

Sabitova, A., Hickling, L. M., & Priebe, S. (2020). Job morale: a scoping review of how the concept developed
and is used in healthcare research. BMC Public Health, 20(1), 1166. https://doi.org/10.1186/s12889-
020-09256-6

Sandelowski, M. (2000). Whatever happened to qualitiative description? Research in Nursing & Health, 23,
334-340. https://doi.org/10.1002/1098-240X(200008)23:4<334::AID-NUR9>3.0.CO;2-G

Saxon, R. L., Gray, M. A., & Oprescu, F. 1. (2014). Extended roles for Allied Health Professionals: an updated
systematic review of the evidence. Journal of Multidisciplinary Healthcare, 7, 479-488.
https://doi.org/10.2147/jmdh.s66746

Schmidt, D., & Dmytryk, N. (2014). Exploring a public-private partnership New-Graduate Physiotherapy
Recruitment Program: a qualitative study. Australian Journal of Rural Health, 22(6), 334-339.
https://doi.org/10.1111/ajr.12136

231



Schoo, A. (2008). Successful recruitment: What now? Australian Journal of Rural Health, 16(4), 187-188.
https://doi.org/10.1111/j.1440-1584.2008.00995.x

Schubert, N., Evans, R., Battye, K., Gupta, T. S., Larkins, S., & Mclver, L. (2018). International approaches to
rural generalist medicine: A scoping review. Human Resources for Health, 16(1), 62-62.
https://doi.org/10.1186/s12960-018-0332-6

Services for Australian Rural & Remote Allied Health. (2023). About the Allied Health Rural Generalist.
SARRAH. Retrieved 27-02-23 from https://sarrah.org.au/our-work/ahrgpathway/2-uncategorised/454-
ahrgabout

Shannon, C., Baker, H., Jackson, J., Roy, A., Heady, H., & Gunel, E. (2005). Evaluation of a required statewide
interdisciplinary rural health education program: student attitudes, career intents and perceived quality.
Rural and Remote Health, 5(4). https://doi.org/10.22605/RRH405

Sharp, C., Dewar, B., Barrie, K., & Meyer, J. (2018). How being appreciative creates change — theory in
practice from health and social care in Scotland. Action Research, 16(2), 223-243.
https://doi.org/10.1177/1476750316684002

Shelker, W., Zaharic, T., Sijnja, B., & Glue, P. (2014). Influence of rural background and rural medical training
on postgraduate medical training and location in New Zealand. New Zealand Medical Journal,
127(1403). http://www.nzma.org.nz/journal/read-the-journal/all-issues/2010-2019/2014/vol-127-no-
1403/6311

Shen, S., & Kelly, R. I. (2012). Integrating pharmacists into general practice. Australian Journal of Pharmacy,
93(1111), 71. https://doi.org/10.3316/ielapa.159463524042551

Sheppard, L. (2001). Work practices of rural and remote physiotherapists. Australian Journal of Rural Health,
9(2), 84-90. https://doi.org/10.1046/.1440-1584.2001.00340.x

Sheppard, L., & Mackintosh, S. (1998). Technology in Education: What is appropriate for rural and remote
allied health professionals? Australian Journal of Rural Health, 6(4), 189-193.
https://doi.org/10.1111/j.1440-1584.1998.tb00311.x

Slagle, D. R., Byington, R. L., & Verhovsek, E. L. (2012, Summer). Rural versus urban: Tennessee Health
Administrators' strategies on recruitment and retention for Allied Health Professionals. Journal of
Health Care Finance, 38(4), 91-104. http://ispub.com/IJRA/13/1/12143

Smith, R., & Dufty, J. (2010). Developing a competent and flexible workforce using the Calderdale Framework.
International Journal of Therapy & Rehabilitation, 17(5), 254-262.
https://doi.org/10.12968/ijtr.2010.17.5.47844

Smith, T., Cooper, R., Brown, L., Hemmings, R., & Greaves, J. (2008). Profile of the rural allied health
workforce in northern New South Wales and comparison with previous studies. Australian Journal of
Rural Health, 16(3), 156-163. https://doi.org/10.1111/j.1440-1584.2008.00966.x

Smith, T., Fisher, K., Keane, S., & Lincoln, M. (2011). Comparison of the results of two rural allied health
workforce surveys in the Hunter New England Region of New South Wales: 2005 versus 2008.
Australian Journal of Rural Health, 19(3), 154-159-159. https://doi.org/10.1111/j.1440-
1584.2011.01202.x

232



Smythe, E. (2012). Discerning which qualitative approach fits best. New Zealand College of Midwives, 46, 5-12.

Social Work Registration Board. (2021). Annual Report 2020-2021. Auckland.

Social Workers Registration Act, (2003).
https://www.legislation.govt.nz/act/public/2003/0017/latest/whole.html

Solowiej, K., Upton, P., Upton, D., O'Toole, K., Leach, M. J., Segal, L., Mazano-Santaella, A., & Coombs, C.
(2010). A scheme to support the recruitment and retention of allied health professionals to hard to fill
posts in rural areas. International Journal of Therapy & Rehabilitation, 17(10), 545-555.

South Island Alliance. (2020). Allied & Public Health Career Framework. https://www sialliance.health.nz/wp-
content/uploads/SI-Allied-and-Public-Health-Career-Framework-October-2020.pdf

South Island Directors of Allied Health Scientific & Technical. (2015). Position Statement on Implementation of
the Calderdale Framework.

Spiers, M. C., & Harris, M. (2015). Challenges to student transition in allied health undergraduate education in
the Australian rural and remote context : a synthesis of barriers and enablers. Rural and Remote Health,
15(3069). https://doi.org/10.3316/informit.203304368024672

Stagnitti, K., Schoo, A., Reid, C., & Dunbar, J. (2005). Access and attitude of rural allied health professionals to
CPD and training. International Journal of Therapy & Rehabilitation, 12(8), 355-362.
https://doi.org/10.12968/ijtr.2005.12.8.19538

Stankanas, M. (2015). Concepts of Leadership and Management. In G. Day & S. Leggat (Eds.), Leading and
Managing Health Services (pp. 2-15). Cambridge University Press.

Statistics NZ. (2017). 2013 Census QuickStats about a place: West Coast Region. @StatisticsNZ. Retrieved 14-
10-17 from http://www.stats.govt.nz/Census/2013-census/profile-and-summary-reports/quickstats-
about-a-place.aspx?request value=14641&tabname=

Steenbergen, K., & Mackenzie, L. (2004). Professional support in rural New South Wales: Perceptions of new
graduate occupational therapists. Australian Journal of Rural Health, 12.
https://doi.org/10.1111/j.1440-1854.2004.00590.x

Stephens, C., & Breheny, M. (2022). Diverse experiences among older adults in Aotearoa/New Zealand during
COVID-19 lockdown: A qualitative study. Australasian Journal on Ageing, 41(1), e23-e31.
https://doi.org/10.1111/ajag.12995

Strasser, R., Couper, 1., Wynn-Jones, J., Rourke, J., Chater, A. B., & Reid, S. (2016). Education For Rural
Practice In Rural Practice. Education for Primary Care, 27(1), 10-14.

Subramanian, S., Billsberry, J., & Barrett, M. (2022). A bibliometric analysis of person-organization fit
research: significant features and contemporary trends. Management Review Quarterly.
https://doi.org/10.1007/s11301-022-00290-9

Sutton, K., Depczynski, J., Smith, T., Mitchell, E., Wakely, L., Brown, L. J., Waller, S., Drumm, D., Versace,
V. L., Fisher, K., & Beauchamp, A. (2021). Destinations of nursing and allied health graduates from
two Australian universities: A data linkage study to inform rural placement models. Australian Journal
of Rural Health, 29(2), 191-200. https://doi.org/10.1111/ajr.12722

233


https://www.legislation.govt.nz/act/public/2003/0017/latest/whole.html

Swain, L. (2014). Rural pharmacy: Do we need rural generalist pharmacists? Australian Pharmacist, 33(12), 25.
https://doi.org/10.3316/informit.781880869886658

Szabo, J. (2011). Rural hospitals look near and far for Allied Health Professionals. Hospitals & Health
Networks, 85(5), 30-32. https://europepmc.org/article/med/21682237

Talmage, A., Clulee, M. B. C., Cho, H., Glass, M., Gordon, J., Kong, J. C., Hoskyns, S., Hunt, B. J., Jeong, A.
A.Y., & Johns, L. (2020). Music therapy in a time of pandemic: Experiences of musicking, telehealth,
and resource-oriented practice during COVID-19 in Aotearoa New Zealand. The New Zealand Journal
of Music Therapy, 18, 7-66.

Taylor, R., & Lee, H. C. (2005). Occupational therapists' perception of usage of information and communication
technology (ICT) in Western Australia and the association of availability of ICT on recruitment and
retention of therapists working in rural areas. Australian Occupational Therapy Journal, 52(1), 51-56.
https://doi.org/10.1111/j.1440-1630.2005.00461.x

Taylor, S. M., Culic, A., Harris, S., Senini, R., Stephenson, R., & Glass, B. D. (2022). Bridging Allied Health
Professional roles to improve patient outcomes in rural and remote Australia: A Descriptive Qualitative
Study. Journal of Multidisciplinary Healthcare, 15, 541-551. https://doi.org/10.2147/JMDH.S360654

Taylor, S. M., & Glass, B., D. (2018). Scoping the impact of curriculum and placement on the rural pharmacy
workforce. The Australian Journal of Rural Health, 26, 384-393. https://doi.org/10.1111/ajr.12462

Taylor, S. M., Lindsay, D., & Glass, B. D. (2019). Rural Pharmacy Workforce: Influence of curriculum and
clinical placement on pharmacists' choice of rural practice. Australian Journal of Rural Health.
https://doi.org/10.1111/ajr.12490

Te Kawa Mataaho Public Service Commission. (2023). Rainbow inclusive language guide | Te Kawa Mataaho
Public Service Commission. Retrieved 05-01-2023 from
https://www.publicservice.govt.nz/guidance/rainbow-inclusive-language-guide/

Te Kete Ipurangi. (2023). The concept of a tuakana—teina relationship. Ministry of Education. Retrieved March
10 from https://tereomaori.tki.org.nz/Curriculum-guidelines/Teaching-and-learning-te-reo-
Maori/Aspects-of-planning/The-concept-of-a-tuakana-teina-relationship

Te Pou o te Whakaaro Nui. (2018). Workforce Stocktake : Final report to the government inquiry into mental
health & addiction (New Zealand Mental Health and Addiction Workforce: challenges and solutions.

Te Tahu Hauora | Health Quality & Safety Commission. (2023). Kaiawhina workforce. Te Taht Hauora | Health
Quality & Safety Commission. Retrieved 24-06-23 from https://www.hqsc.govt.nz/our-
work/leadership-and-capability/kaiawhina-workforce/

Te Whatu Ora. (2023). National Travel Assistance. Retrieved 11-11-23 from
https://www.tewhatuora.govt.nz/our-health-system/hospitals-and-specialist-services/national-travel-
assistance/

Te Whatu Ora, & Te Aka Whai Ora. (2022). Te Pae Tata | Interim New Zealand Health Plan.

https://www.tewhatuora.govt.nz/publications/te-pae-tata-interim-new-zealand-health-plan-2022/

Te Whatu Ora Te Tai o Poutini West Coast. (2022). Drone technology set to provide valuable support to the
delivery of health care services on the West Coast https://www.wcdhb.health.nz/media-release/drone-
technology-set-to-provide-valuable-support-to-the-delivery-of-health-care-services-on-the-west-coast/

234


https://www.hqsc.govt.nz/our-work/leadership-and-capability/kaiawhina-workforce/
https://www.hqsc.govt.nz/our-work/leadership-and-capability/kaiawhina-workforce/

Technical Advisory Services. (2017). About the ACE Process. Retrieved 02-12-17 from
https://nursing.acenz.net.nz/

Terry, G., Hayfield, N., Clarke, V., & Braun, V. (2017). Thematic Analysis. In C. Willig & W. Stainton Rogers
(Eds.), The SAGE Handbook of Qualitative Research in Psychology (2nd ed., pp. 17-37). SAGE
Publications. http://ebookcentral.proquest.com/lib/AUT/detail.action?docID=4882015

The Idioms. (2023). The Smell of An Oily Rag. Retrieved 03-11-23 from https://www.theidioms.com/the-smell-
of-an-oily-rag/

The Remote and Rural Healthcare Education Alliance. (2021). Multidisciplinary Rural Advanced Practice
Capability Framework. NHS Education for Scotland.

The Remote and Rural Healthcare Education Alliance. (2023). TURAS | Learn. NHS Scotland. Retrieved 09-05-
23 from https://learn.nes.nhs.scot/786

The University of Auckland School of Nursing. (2017). Specialty Pathways. The University of Auckland.
Retrieved 12-11-21 from https://www.fmhs.auckland.ac.nz/en/son/for/future-postgraduates/specialty-
pathways.html

Thomas, R. (2017). Govt announces new school of rural medicine will be up and running by 2020. Stuff.
http://www.stuff.co.nz/national/health/96219712/govt-announces-new-school-of-rural-medicine-will-
be-up-and-running-by-2020

Thomas, Y., & Clark, M. (2007). The aptitudes of allied health professionals working in remote communities.
International Journal of Therapy & Rehabilitation, 14(5), 216-220.
https://doi.org/10.12968/ijtr.2007.14.5.23539

Thompson, J., Yoward, S., & Dawson, P. (2016). The role of physiotherapy extended scope practitioners in
musculoskeletal care with focus on decision making and clinical outcomes: A systematic review of
quantitative and qualitative research. Musculoskeletal Care, 15(2). https://doi.org/10.1002/msc.1152

Thorne, S. (2016). Interpretive Description: Qualitative research for applied practice. Routledge.

Thorne, S., Reimer Kirkham, S., & MacDonald-Emes, J. (1997). Interpretive Description: A noncategorical
qualitative alternative for developing nursing knowledge. Research in Nursing & Health, 20, 169-177.
https://doi.org/10.1002/(SICI)1098-240X(199704)20:2<169:: AID-NUR9>3.0.CO;2-1

Thorne, S., Reimer Kirkham, S., & O'Flynn-Magee, K. (2016). The Analytic Challenge in Interpretive
Description. International Journal of Qualitative Methods, 3(1), 1-11.
https://doi.org/10.1177_160940690400300101

University of Otago. (2023, January 6th). Maori Centre | Te Huka Matauraka. University of Otago. Retrieved
11-03-23 from https://www.otago.ac.nz/maoricentre/index.html

Venkatachary, S. K., Prasad, J., Samikannu, R., Baptist, L. J., Alagappan, A., & Ravi, R. (2020). COVID-19 -
An insight into various impacts on health, society and economy. International Journal of Economics
and Financial Issues, 10(4). https://doi.org/10.32479/ijef1.9925

235


http://ebookcentral.proquest.com/lib/AUT/detail.action?docID=4882015
https://learn.nes.nhs.scot/786

Wade, D. (2015). Rehabilitation—a new approach. Overview and part one: the problems. Clinical Rehabilitation,
29(11), 1041-1050. https://doi.org/10.1177/0269215515601174

Waitangi Tribunal. (2019). Hauora,; Report on Stage One of the Health Services and Outcomes Kaupapa
Inquiry. https://forms.justice.govt.nz/search/Documents/WT/wt DOC 152801817/Hauora%20W.pdf

Wakerman, J., Humphreys, J., Russell, D., Guthridge, S., Bourke, L., Dunbar, T., Zhao, Y., Ramjan, M.,
Murakami-Gold, L., & Jones, M. P. (2019). Remote health workforce turnover and retention: What are
the policy and practice priorities? Human Resources for Health, 17(1). https://doi.org/10.1186/s12960-
019-0432-y

Wakerman, J., Humphreys, J. S., Wells, R., Kuipers, P., Entwistle, P., & Jones, J. (2008). Primary health care
delivery models in rural and remote Australia — A systematic review. BMC Health Services Research,
8(1), 276. https://doi.org/10.1186/1472-6963-8-276

Walker, L., Cross, M., & Barnett, T. (2018). Mapping the interprofessional education landscape for students on
rural clinical placements: An integrative literature review. Rural and Remote Health, 18(4336).
https://doi.org/10.22605/RRH4336

Walker, S. M., Kennedy, E., Nixon, G., & Blattner, K. (2022). The Allied Health workforce of rural Aotearoa
New Zealand: a scoping review. Journal of Primary Health Care, 14(3), 259-267.
https://doi.org/10.1071/HC22055

Washington, E. F. (2022). Recognizing and responding to microaggressions at work. Harvard Business Review.
https://hbr.org/2022/05/recognizing-and-responding-to-microaggressions-at-work

Weller, J., Thwaites, J., Bhoopatkar, H., & Hazell, W. (2019). Are doctors team players, and do they need to be?
New Zealand Medical Journal, 123(1310). https://www.nzma.org.nz/journal/read-the-journal/all-
issues/2010-2019/2010/vol-123-no-1310/special-series-weller

Werkmeister, B. J., Haase, A. M., Fleming, T., & Officer, T. N. (2023). Experiences of the COVID-19
lockdown and telehealth in Aotearoa New Zealand: lessons and insights from mental health clinicians.
International Journal of Environmental Research and Public Health, 20(6), 4791.
https://doi.org/10.3390/ijerph20064791

West Coast District Health Board. (2017). Working the WCDHB way. West Coast DHB. Retrieved 14-10-17
from http://www.westcoasthealthcareers.co.nz/Working-with-us/West-Coast-DHB-rural-health-
services-Greymouth-  1.1687

Whitehead, J. (2022). The Geographic Classification for Health. University of Otago. Retrieved 23-02-23 from
https://storymaps.arcgis.com/stories/da035e374dbb4ealae3b31b6777924ad

Whitehead, J., Davie, G., De Graaf, B., Crengle, S., Fearnley, D., Smith, M., Nixon, G., & Lawrenson, R.
(2022). Defining rural in Aotearoa New Zealand: a novel geographic classification for health purposes.
New Zealand Medical Journal, 135(1559), 24-40-40. https://doi.org/10.21203/rs.3.rs-817117/v1

Whitehead, J., Davie, G., de Graaf, B., Crengle, S., Smith, M., Lawrenson, R., Fearnley, D., Farrell, N., &
Nixon, G. (2021). The Geographic Classification for Health;, Methodology and classification report.

Whitford, D., Smith, T., & Newbury, J. (2012). The South Australian Allied Health Workforce survey: helping
to fill the evidence gap in primary health workforce planning. Australian Journal of Primary Health,
18(3), 234-241. https://doi.org/10.1071/PY 11027

236


https://doi.org/10.1177/0269215515601174

Wilhelmi, L., Ingendae, F., & Steinhacuser, J. (2018). What leads to the subjective perception of a ‘rural area’?
A qualitative study with undergraduate students and postgraduate trainees in Germany to tailor
strategies against physician’s shortage. Rural and Remote Health, 18(4694).
https://doi.org/10.3316/INFORMIT.144275115078695

Wilkinson, D., Laven, G., Pratt, N., & Beilby, J. (2003). Impact Of Undergraduate And Postgraduate Rural
Training, And Medical School Entry Criteria On Rural Practice Among Australian General
Practitioners: National study of 2414 doctors. Medical Education, (37), 809-814.
https://doi.org/10.1046/j.1365-2923.2003.01596.x

Willems, J., Sutton, K., & Maybery, D. (2015). Using a Delphi Process to extend a Rural Mental Health
Workforce Recruitment Initiative. Journal of Mental Health Training, Education & Practice, 10(2),
91-100. https://doi.org/10.1108/JMHTEP-10-2014-0033

Wilson, N., Couper, 1., De Vries, E., Reid, S., Fish, T., & Marais, B. (2018). A critical review of interventions to
redress the inequitable distribution of healthcare professionals to rural and remote areas. Rural and
Remote Health, 9(1060). www.rrh.org.au/journal/article/1060

Wilson, N., Summers, J. A., Grout, L., & Baker, M. G. (2021). Bumper issue of COVID-19 pandemic studies of
relevance to Aotearoa New Zealand. New Zealand Medical Journal. https://journal.nzma.org.nz/issue-
id/vol-134-no-1538-9-july-2021

Winters, B. (2023). Reflecting on implicit bias and microaggressions in healthcare. Nursing, 53(4), 7.
https://doi.org/10.1097/01 NURSE.0000920436.28507.8f

Woods, M. (2006). Redefining the ‘Rural Question’: The New ‘Politics of the Rural’ and Social Policy. Social
Policy & Administration, 40(6), 579-595. https://doi.org/10.1111/j.1467-9515.2006.00521.x

World Health Organization. (2010). Increasing Access to Health Workers in Remote and Rural Areas Through
Improved Retention: Global Policy Recommendations (World Health Organization, Ed.). World Health
Organization. https://www.ncbi.nlm.nih.gov/books/NBK 138620/

World Health Organization. (2014). New Zealand Health System Review. World Health Organization.
https://apo.who.int/publications/i/item/new-zealand-health-system-review

Worley, P. (2023). Why we need better rural and remote health, now more than ever. Rural and Remote Health,
20(1). https://doi.org/10.22605/RRH5976

Wyatt, R., Laderman, M., Botwinick, L., Mate, K., & Whittington, J. (2016). Achieving Health Equity: A guide
for health care organizations [White Paper]. Institute for Healthcare Improvement.
https://www.ihi.org/resources/Pages/IHIWhitePapers/Achieving-Health-Equity.aspx

Xie, H. (2013). Strengths-Based Approach for Mental Health Recovery. Iranian Journal of Psychiatry and
Behavioural Sciences, 7(2), 5-10. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3939995/

Yin, R. K. (2014). Case study research : design and methods (5th ed.). SAGE.

Yisma, E., Gillam, M., Versace, V. L., Jones, S., Walsh, S., May, E., & Jones, M. (2021). Geographical
distribution of 3 allied health professions in South Australia: A summary of access and disadvantage.
Australian Journal of Rural Health, 29(5), 721-728. https://doi.org/10.1111/ajr.12816

237


https://doi.org/10.1046/j.1365-2923.2003.01596.x
https://www.ihi.org/resources/Pages/IHIWhitePapers/Achieving-Health-Equity.aspx

Young, A. (2001, 27 August 2001). Green versus gold sure to be colourful clash. New Zealand Herald.
https://www.nzherald.co.nz/nz/green-versus-gold-sure-to-be-colourful-
clash/4ZVYJK2FCJICVINCKUBGG26CDEM/

Yu, K. Y. T., & Davis, H. M. (2019). Integrating job search behavior into the study of job seekers' employer
knowledge and organizational attraction. International Journal of Human Resource Management,
30(9), 1448-1476. https://doi.org/10.1080/09585192.2017.1288152

238



APPENDIX A: WORKFORCE NUMBERS BY PROFESSIONS

Profession Total Reference (Year)
Registered

Chiropractic 744 (Chiropractic Board of New
Zealand, 2022)

Dental and Oral Health Therapists 1,661 (Dental Council, 2022)

Dietetics 777 (Dietitians Board of New
Zealand, 2021)

Medical Laboratory Scientists & Technicians, 4,775 (Medical Sciences Council of

Anaesthetic Technicians New Zealand, 2022)

Medical Radiation/Imaging Technologists 3,353 (New Zealand Medical
Radiation Technologists
Board, 2022)

Music Therapy 88 (Howie, 2022)

Naturopaths unknown

Occupational Therapists 3,319 (Occupational Therapy
Board of New Zealand,
2022)

Osteopaths 565 (Osteopathic Council New
Zealand, 2022)

Pharmacists 4,231 (Pharmacy Council, 2022)

Physiotherapists 7,556 (Physiotherapy Board of
New Zealand, 2022)

Podiatrists 474 (Podiatrists Board of New
Zealand, 2022)

Psychologists 4,532 (New Zealand Psychologists
Board, 2022)

Speech-language Therapists 1,175 (New Zealand Speech-
language Therapists
Association, 2022)

Social Work 10,523 (Social Work Registration

Board, 2021)
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FULL ARTICLE:

Context and issues
Introduction

Healthcare delivery in rural and remote areas is challenging. It is
challenging because the people who live in rural and remaote areas
are few and far between, providing limited opportunities for
efficiencies in service delivery. It is challenging because there are
perceptions about rural communities having less: less to offer, less
quality, less access. And it is challenging because rural and remote
health care looks different than urban health care, and that makes
it difficult for urban trained health professionals to imagine
themsehses working rurally, to understand how they will get access
to ongoing professional development, how they could contribute
to research and innowvation. Because of these types of challenges, it
can be difficult to attract health professionals to work in rural
areas.

Additionally, patient care has become more complex, due to an
increasing ageing population and increasing comorbidities). This
has resulted in the increased specialisation of all healthcare
professions, and in-depth exploration of issues by each specific
pmfessiunz. et in rural settings, this increased specalisation is
often unattainable, particulady for allied health professionals, due
to constrained resources, recruitment challenges and small
numbers of patients requiring input from any given speciality. It
can also be unhelpful, with expectations from professional bodies,
communities and educators that all dlinicians should have the
opportunity to specialise — expectations that cannot be met in
communities with small populations.

The medical and nursing workforces in Aotearca Mew Zealand
have also needed to respond to these challenges and take
advantage of the opporunities available in rural settings. Working
in partnership with professional associations, unions, health boards
and training institutions, they have developed pathways and
programs that aim to strengthen their workforces within the rural
and remote sm:tings'. Engagement with the Mew Zealand Ministry
of Health {MoH) and other governance systems, lobbying and
influencing legislative processes and working in partnership with
internationally renowned think tanks such as the Kings Fund® have
also given weight to their efforts.

Medical. nursing and allied health professions (AHPs) in Australia
have worked to influence and develop a rebust network of health
professions to serve the vasthy distributed rural and remaote
communities reguiring health services®, Understanding the
activities and impact of these groups provides a lens for
developing the AHP rural workforce in Mew Zealand, in ways that
are flexible enough to respond to the different needs of each rural
area. As such this article aims to provide an overview of health
workforce development in New Zealand, highlighting
opportunities and lessons for future workforce development, and
look abroad to what our AHP colleagues have already learnt that

could be of benefit to New Zealand rural AHP workforce
development.

Context

The West Coast District Health Board (DHB) serves the
communities of the West Coast of the South Island®. This DHE is
the maost rural of all DHBs as it does not have any urban
communities. The West Coast DHB covers over 23 000km® and has
a population of 32 600 people (about 1% of the Mew Zealand
population), equating to about 1.4 km? per person’. The West
Coast population differs from the national average, being slightly
older, with fewer M3aori, a very low number of Pacific people, and a
higher proportion of population in the lower decile®.

The West Coast economy has historically relied on the export of
raw materials such as gold, coal, timber and dairy products to
provide employment within the district. In recent years tourism has
increased; however, most overseas visitors spend an average of
only one night in the district®. The health sector also provides a
considerable number of jobs, with the West Coast DHE considered
one of the largest employers of the district, with more than 950
staff working across the 13 facilities, and wider commumnity
zettings, in full- and part-time roles0,

This district, as with other areas of Mew Zealand where mining
operations have been key contributors to the national economy,
has a long history of being supported to recruit and retain health
professionals, acknowledging both the risks associated with
mining and the contribution made to the national economy.
Support has been in the form of additional bonded financial
incentives, which were provided to local health services via the
various models of statutory health pmv‘isiun“. One of the most
recent incentive models is the three-year Voluntary Bonding
Scheme®. This scheme, open to doctors, nurses and a small
number of midwives, sonographers and dentists, supports 350
health professionals each year, to work in hard-to-staff areas of the
country. This scheme provides student loan repayments or cash
payments where no loan is held, set at around $10,000 for doctors,
and on average $3000 for other professions each year'2. The
scheme is overseen by Health Workforce Mew Zealam:lu.. a unit of
the MoH.

New Zealand health workforce development

The establishment of Health Workforce Mew Zealand™ in 2009 was
the result of 2 growing need for a coordinated response to the
pressures on the New Zealand health and disability workforce™,
across rural and urban settings. Health Workforce New Zealand is
the primary provider of funding for post-entry clinical training in
New Zealand™. Honou ring the work of their predecessor, the
Clinical Training Agency“‘. key pricrities remained focuzed on
raising the number of Mew Zealand trained doctors and lowering
the average age of the nursing workforce through support for
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entry to practice for nursing graduates“.

Mew Zealand has a significantly lower number of people entering
medical training than the OEC o'? average: 33.7 Mew Zealand
graduates per 1000 health practitioners compared to 37.5 across
the OECD'2. Of these, only about 1% of medical students indicate
a desire to work rurally once qua lified 8. Accordingly, much effort
has been focused on supporting the training of the medical
profession in Mew Zealand, increasing overall funded training
places as well as specific programs of rural focus®.

The two medical schools in Mew Zealand, at University of Ctago
and University of Auckland, are situated at either end of the
country. Both offer pathways to support growth in rural and
remote workforce. To date, the strategies employed by medical
training programs have been twofold. First is working to identify
those students who come from rural areas who meet the academic
requirements for medical training and offering them preferential
entry into university. The basis for this is that research, both in New
Zealand and abroad, has demonstrated that those students from
rural areas are much maore likely to practise medicine in rural and
remote locations than those from urban seﬂirrgs‘w‘. Second,
programs aim to immerse medical students in rural practice;
research has shown that medical students who complete a portion
of their training in a rural or remaote setting are more likely to
return to rural areas to practise medicine?122, Arguably, combining
these features should increase the likelihood that students will
become rural medical practitioners gnce qualiﬁedn. However,
despite these efforts, concerns remain that the supply of medical
practitioners for rural areas remains weak232

For the nursing profession, the [ast decade of the 20th century
brought increasing difficulties for the nursing workforce regarding
recruitment and retention, alongside a growing realisation that the
workforce was rapidly ageing. It was also recognised that, for those
seeking to employ new graduates, the workforce shortages
created a highly competitive environment between health
pr-:widersz!'ﬂ'. Rural health systems and communities were being
hit hardest, with low numbers of graduates taking up rural
employment opportunities.

In response to this, in 2006 the Clinical Training Agency
commissioned a Murse Entry to Practice program to provide a
sustainable workforce into the future?®. The program was designed
to support graduate nurses to develop into competent nurses,
within a safe team nursing environment. This program provides
funding to D'HBs to supplement the salary for each graduate nurse
during their first year of practice, and the bidding process for
applicants and potential employees ensures a fair distribution of
graduates across the cou ntry“. Bidding requires new graduates to
express their preferences regarding employment placements and
employers to register their requirements regarding number and
skill mix ufgraduates“‘.

Warking alongside the medical and nursing workforces, the
professions that make up the allied health, scientific and technical
workforce; known as allied health, are many and varied?”. Mast
comman are the therapy professions of physiotherapy,

occupational therapy, dietetics, speech-language therapy and
social work; and the medical imaging technologists and those who
work in the dental, pharmacy and laboratory settings. For the New
Zealand public health system, these professional groups are
pivotal to the patient journey as they contribute to the
multidisciplinary make-up of healthcare teams2®. This collective of
professions is equivalent to around a guarter of the nursing
workforce and is slightly smaller than the medical profession, whao
are equivalent to one-third of the nursing workforce®®.

In 2009 the Ministerial Review Group was set up to make
recommendations to the Minister of Health on the future direction
of health and disability services in Mew Zealand. They identified
AHPs amongst the key workforces experiencing consistent and
significant gaps in rural and provincial areas??, Despite that review,
the primary focus of Health Workforce Mew Zealand activity has
remained on the medical and nursing workforce, with no
additional funding for AHPs.

There is limited research seeking to understand the social and
paolitical factors relevant to the current distribution of funding by
Health Workforce Mew Zealand, and in particular the lack of
targeted provision of AHPs inherent in these existing systems.
Those who have reviewed the development of the various New
Zealand medical associations, and to a lesser degree the MNew
Zealand Murses Organisation, capture a narrative of collective
bargaining power and political inﬂuencezs'“, which may at least in
part contribute to the medical and nursing professions having
more visibility in workforce strategy development.

Specialism and extension of scope

The nursing profession have worked hard to demonstrate their
professionalism and capability across the scope of nursing
practice, and are now making significant contributions as primary
care practice nurses, clinical nurse specialists and nurse
practitioners within the general practice and emergency medicine
environments*2. This increased professionalisation by nurses has
created opportunites for the substitution of doctors with nurses,
and pharmacists in some settings, and supplementation to the
medical workforce. In contrast, opportunities to work to a wider
scope by other health professional groups are yet to be robustly
explored‘“'”.

There are many examples of the specialist areas of nursing and
medical practice. For doctors, being vocationally registered means
having developed a specialist area such as obstetrics, anaesthetics
or mare than 30 other vocations within New Zealand. This
specialist registration allows doctors to work independently, after
completing an accredited postgraduate pmgram”. Clinical nurse
specialists have developed expert knowledge in the medical
speciality they are allied to, strengthened by their postgraduate
study”. These speciality areas include cancer, stroke, gerontology
and c-rthopaedin:!’. Further study can also qualify them to become
nurse prescribers in their area of clinical practice; however, both
clinical nurse spedialists and nurse prescribers require a level of
medical oversight and supervision that nurse practitioners are not
required to have.
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In 2003 Mew Zealand adopted the Health Practitioners Competence
Aszurgnce Act 2003 in grder to have one legislative framework
across the health professions that provided protections to the
public in relation to health, safety and competency of health
prol‘essions‘n. This opened the dialogue for many health
professions previously without these policy protections and
requirements. However, for some professions this was a missed
opporunity to create a partmership both across those professions
that are allied to each ather®” and with nursing and medicine. This
was attributed in part to the inter- and intra-professional rivalries
that exist across individual allied health professions as well as
between nursing, medicine and allied health, as well as across
professions working within and beyond the scope of health. These
rivalries are accentuated by each profession’s use of different
practice languages and jargon, clinical frameworks and views*. For
each, seeing themselves as autonomous professional groups, with
a commitment to demonstrating their profession’s unique
contribution to the patient journey, appears to have overridden
AHPs" desire to exercise more collective power within the health
workforce®2,

These rivalries and the desire to be recognised as autcnomaous
professions has also driven an increasing foous on advanced and
extended scopes of practice, and the specialisation of professionals
within the various professional groups, registration boards and
professional bodies*. For some AHPs the very nature of their
professional training marks them out as specialists: anaesthetic
technicians, paramedics, orthoptists for example. For others, such
as physiotherapists occupational therapists and dietitians, the path
to specialist practice may not commence until after the initial ‘core’
years of clinical practice. Examples of specialist practice include
neurcdevelopmental physiotherapy, orthopaedic physiotherapy,
paediatric diabetic dietetics, speech pathology and hand

therapy“a‘“.

Each area of specialisation offers benefit to both the patient
journey and to the efficacy of the medical or surgical intervention,
such as with musculoskeletal physiotherapy led orthopaedic
assessment and treatment programs which identify and offer
intervention to those patients who may othenwise require surgical
intervention. Certainly, McKimm et al describe these specialised or
advanced practitioners as professionals working at the interface
between medicine and their own pmfessi-:m“. However, the
expectations of the specialised or advanced practitioners, special
interest groups, registering bodies and the other disciplines they
work with are that the specialism and advanced practice is
maintained through an exclusive foous of continuing professional
development into that specialist area. Yet this level of activity and
forus is often out of reach for rurally based practitioners.

Lessons learmed
Generalism and delivering health care to rural populations

For rural practitioners, who work within small and vastly spread
populations, and who are expected to work across the range of
needs and patient types that present to the health service,
maintaining competency and specialism in multiple advanced

fields of practice is time consuming and costly. Additionally, it is
very difficult for practitioners to maintain multiple specialist areas
of practice when their opportunities to put their knowledge into
practice are far fewer than their urban counterparts.

This suggests that generalism, specifically rural generalinsz. isa
better focus for AHPs in rural areas who need to work across a
diversity of people. How then do these practitioners achieve the
same recognition and standing with their peers that are afforded
to their specialist colleagues? Perhaps the tension here is just that
finding a way to recognise rural generalism as an advanced scope
in its own right.

Frameworks to support generalist practice

The creation of HealthPathways by the Canterbury District Health
Board and wider adoption of localised versions across many health
systems in New Zealand, Australia and, more recently, the UK and
Canada have provided a framework that can support rural
practitioners to maintain their competence in navigating multiple
speciality areas™. HealthPathways are locally agreed guidelines
that are organised as an gnline manual, and they describe how
particular health conditions are managed within the local context
to which they are applied“. While initially designed for general
practices, to aid community management of patients, and
activation of specialist advice and intervention, these online
mianuals have also been designed for pathways within hospital
s:ettings“.

A number of articles have been written about the ability of
HealthPathways to create the conditions to guide ‘best practice,
best use’ of the right clinical resource, which can assist in the rural
setting®358.57_|n contrast Leggat et al%® raize the debate that
HealthPathways is at odds with professions who are trained to
employ critical thinking, and see themselves as self-regulating.
Regardless. the current development of pathways for AHPs would
indicate more support than dissent.

Skill sharing and delegation offer another avenue for guiding the
best use of the right clinical resource. The Calderdale Framewaork®?
is a workforce development tool that has been adopted by the
Directors of Allied Health, Scientific and Technical within Mew
Zezland. The framework ensures safe and effective patient-centred
care and provides a clear and systematic method for reviewing skill
mix, developing new roles, identifying new ways of working and
facilitating service redesign®_ Initially designed in the UK to safely
develop the skills of the non-regulated allied health assistant
workforce, its success in providing a competency framework with
chear clinical task instructions for delegation or skill sharing across
the allied health workforce has seen its applicability extend into
the regulated and non-regulated nursing workforce in the uk3s,

What can Australia teach us?

Australia, in parts much more rural and remote than the West
Coast of New Zealand, has also needed to address the challenges
of AHP service delivery. They too have adopted the Calderdale
Framework™ with the state of Queensland having been most
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enthusiastic in its implementation, and supportive to other states,
and to Mew Fealand services adopting this model®. A
considerable amount of guality research and activity cocurring

across rural and remote Australia can guide the Mew Zealand
AHPsT AT

One way that the Australian AHP workforce has adapted to mest
the needs of those rural and remote communities is through the
expansion and extension of scopes of practice. This has been
achieved through interprofessional practice, skill sharing and
delegatiunn. McKimm et al*? have described the benefits of
expanded/estended scope to include increased productivity.
reduced wait and reduced cost. Australia has also been able to
implement a number of AHP-led models of care, such as in
Queensland, where various professions work as first contact
practitioners, in settings such as emergency departments, and ear
nose and throat outpatient, orthopaedic and neurosurgical
zpecialist outpatient clinics™.

Partnering with education providers has also been a key success
factor for strengthening the health professions working within
rural and remote Australia. Recognising the need for a better
connection between education and health, Health Workforce
Australia led a nationwide discussion to shift the ‘business as usual”
approach towards a sustainable integrated proglam“. This
resulted in nationally coordinated action between government.
industry and education, alongside the various professional bodies
that would better meet community need. In turn, universities such
as James Cook University and Queensland University of
Technology have developed collaborative programs aimed to fill
both current and projected future workforce challenges“.

The Greater Morthern Australia Regional Training Metwork has
developed a rural and remote generalist allied health project to
‘support the development of clinical training models for allied
health pmfessionals'“ as it recognises that the lack of
understanding of the tasks reguired by these professionals in rural
and remote areas was limiting the ability of educators and
organisations to provide training and resources, or design effective
maodels of care”. The postgraduate program designed for early
career AHPs that emerged from this work has created a pathway to
develop practical, work-integrated skills that support the needs of

rural and remate communitiesT>.

The future of health workforce education in New Zealand

A not dissimilar theme appears within the MoH literature, where
there are references to Health Workforce Mew Zealand proposing
the creation of more generic roles such as rehabilitation
practitioners, who would be ‘more effective’™ than specific roles
such as in physiotherapy or occupational therapy, particularly in
harder-to-staff and smaller workforce areas. The literature
proposes streamlining learning across AHPs to allow for members
of the allied health, scientific and technical workforce to ‘gain new
skills or switch disciplines without having to start from scratch 1330
The Iiterature proposes development of a health sciences degree
with elective papers for specific therapeutic interventions —
something not currently available in the Mew Zealand education

environment — in a form that is within the scope of the Health
Practitioners Competence Assurance Act

Taking what has been leamt, from the examples abowve, and
leveraging this learning within the context of the current MoH Mew
Zesland Heslth Strategy“, has potential. Certainly, the strategy
appears to have some strong preventative and population health
aspects, which could be interpreted as advantageous to the
advancement of AHPs. Action 24 of the strategy specifically states
that we must ‘identify ways to best use the skills and expertise of
the allied health workforce'™® as well as work in partnership with
other ministries, including education, to ensure that workforce
development enhances diversity, capacity. capability. flexibility and
sustainability through succession plan ning“'.

This health strategy is not markedly different from the last nor
from the activity occurring elsewhere in the health syrtem"'. Given
this, and given we have not necessarily seen a parallel shift in allied
health roles, some consideration needs to be given to the role of
the MoH in bringing this to fruition and strengthening and
optimising use of the allied health, scentific and technical
workforce. At a recent Health Informatics Mew Zealand
Conference, the Accident Compensation Corporation ﬂACC]" CEQ
Soott Pickering“ spoke about the ways that ACC is transforming,
induding their commitment to working in partnership with
physiotherapy education providers. to ensure they are preparing
graduates for ACC's activity. While partnerships are key, preparing
a workforce for a narrow specialist scope such as that of
physiotherapy within the ACC-funded accident and injury space
will continue to sile and restrict professions and add to the
challenges for rural recruitment.

Conversations with education providers suggest they are also
commited to a broadening of professional practice rather than just
further specialisation. The University of Otago, for example, is
committed to extending and enhancing their Rural Health Plan™
to reflect the necessity for interprofessionalism, generalism and a
breadth of scope, and fluidity within professional partnerships for
rural healthcare workers who “work closely together and often
share caseloads'™. Together with the Auckland University of
Technology and the University of Auckland, they aim to find ways
to ‘do things differently and h-etber'n. including exploring the
potential to further extend the scopes of practice of nursing and
other health professions.

Where to next?

An examination of the strategies that have been utilized by the
medical and nursing workforces within New Zealand s useful in
helping AHPs to understand the politics and areas of leverage
available when strengthening the voice of AHPs at national and
district levels. 3o too does an examination of the development of
rural zllied health practice in Australia, where rural generalist
postgraduate training is creating opportunities for a varety of
AHPSLTS

The traditional, hierarchical models that continue to exist within
health systems have been disrupted. in part. where the necessity of
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rural service delivery has reguired it Rural medical generalists,
rural nurse specialists and rurally focused urban specialists
delivering care remately via telehealth are a testament to how the
power is starting to shift81, Realising ways for AHPs to meet the
needs of rural populations is key to the survival of allied health
within the public and private health settings. and indeed the
survival of locally based health services. These rural populations,
usually small, present limited opportunities for the development of
specialist practice and limited funding to provide the higher
staffing lewvels needed to travel significant distances, to see small
numbers of patients. Working collaboratively and in
interprofessional ways leads to better health outcomes®, creates
efficiencies and enhances the professional development and
enjoyment of the clinicians involved®.

Howewver, unless the various and markedly separate AHPs are
willing and able to live within the duality of professional clinical
autonomy and collective professional identity, the opportunity to
develop cross-disciplinary partnerships, embrace
interprofessionalism and build workforce capabilities seems largely
unachievable. How then do other professions; whether as a

collective, such as the allied health, scientific and technical
warkforce, or individually, such as physiotherapists developing a
rural generalist scope overseen by their registering body, create
further shift? What questions do we need to ask next, as a
waorkforce? And who do we need to engage with and work in
partnership with to ensure that the allied health workforce of the
future will have the skills and knowledge reguired to support the
health and wellbeing of rural and remote communities? And lasthy,
for now, should this work be for AHPs collectively, or should our
focus be on ways that AHPs, nursing and medical staff can share
the power, share the clinical activity and truly place ourselves
around our patient, whao is at the centre of what we do?

With workforce shortages, changing community expectations and
new ways of working developing rapidly, AHPs in Aotearoa Mew
ZTealand have an opportunity to lead the change required for rural
health care. Partnering with our nursing and medical colleagues,
and learning from our colleagues in other countries who are
waorking to solve these issues for allied health as well, offers an
opportunity to positively influence national strategy as well as
targeted development of the rural AHP workforce.
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APPENDIX C: INTERVIEW GUIDE

Understanding the complexities of recruitment and retention in a rural health setting
Interview Guide

WHAKAWHANAUNGATANGA

Introductions, connection making and situsting the participant and researcher in the context is key to creating a
space for the sharing of authentic perspectives and genuine questions. Offer participants the apportumity ba start
with karakia or an activity of cultural significance to them.

CONFIRMING PARTICIPANT CRITERLA

Confirm the participant is an Allied Health professional who has worked in rural or remaote settings in fAotearoa
Mew Zealand in the last bwete months, or who s currently working in these ssttings ar who is considearing
warking in thess settings.

Aek “whera's homa? s it whers they live now or where they grew up ete. acknowledge if | don’t know that place,
and ask & litthe about it

Explore what being an Allied Health professional means to them, and what they consider rural ar remote.

RESTATE THE PURMOSE OF THE RESEARCH

Racruitment and retention of health professionals in rural and remete health settings is very challenging. While
research has been undertaken to understand this for medical and nursing staff, very little is Enown about what is
important to Allied Health prafessionals in this context.

W want to explore the perspectives of Allied Health professions warking in, having previously worked ar thinking
about warking in rural ar remate settings in Aotearaa New Zealand.

W wiant o capture & wide range of opinions and perspectives an this topic, from a rangs of different
backprounds, You have been invited as we beliews you can contribute a valuable point of view to this project.

WHAT ARE THE RISKS OF TAKING PART?

There should met be any risk to you from this study, It is important t© me to make all possible effort to ensurs that
wour views are respected throughout cur discussien. You can choase net to answer any questians you do not fesl
camfortable answering and can choose to cease your involvement in the interview at any time.

HOW WILL MY PRIVACY BE PROTECTED?

This interview will be recarded. This recording and all other information that you provide will remain strictly
canfidential. Al data is stared in secure passward protectad files. No material that could personally identify you
will b2 used in any reports from this study.

For participants from the West Coast DHE, the ressarch team recognise the challenge of the primary researcher
also being the Asociste Director of Allied Health for the West Coast DHB. You have had the opportunity to
dEcuss this with an independent persan from the research team and the option of an independent interddeser.,
The primary researcher will still have access o the data relating to this interview.

RENEWING CONSENT

Cxplain that it is important that the participant understands that taking part in this ressarch is voluntary {their
chaice) and that they can withdraw at any stage. Remind them that the views and the experiences that they
share will help enhance cur understanding of the fscters involved when Allied Health professionals make
decisions about working in rural and remate settings. We beliswe that by developing insights into what matters ta
Allied Health professionals in relation to living and working rurally, we can inform the development and
introduction of warkfarce and recruitment strategies that assst us o ensure people iving in rural and remaote
cammunities can socess more relisble and robust Allied Health sardices,

Canfirm with the participant that they continue ko consent to participation. Ensure they state this clearly in their
awn words for the purpase of the audia recarding.

This skudy has recelved ethical approval from AUTEC Reference number: St
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Onoe consent has been agreed, the following guestions should farm the basis for the bady of the interview.

PARTICIPANT™S DECISION TO BECOME AN AHP
How did you decide to become o U8 (their specific profession |7 What attracted you to that type of profeision?
‘Where did you train? Hawe you ahways been a Bel, or did you do something slse when you first lefe school?

PARTICIPANT™S EXPERIENCE OF RURAL/REMOTE HEALTH

Lxplain and explore {be mindful not to appear ta “test’ the participant or present this as a 'trick’ guestion)) jg tell
me about your current role. 15 it based “at home” or do you travel there, did you move there? If the participant
seps it as a rural rale, how did they choose it? Was it because it was rural or was there something else abaut the
role that attracted them?

KEY FEATURES

Thinking about jobs you have had that, or that close friends ar relatives have had were great, what were things
about those jabs that made them appealing, that made you feel most engaged and efective? Describe how that
felt, and what made the situation possible. Prompt with employment terms, location, culture - do they remember
the process they used to make the choice. Was anything nat negatiable?

PEOPLE / ROLES THE PARTICIPANTS USE TO SUPPORT DECISION MAKING
Can you tell me about a person who has helped you make & dedsion that turned oot well? What advice did they
affer? What did you value about their contribution?

PROFESSIOMNAL SATISFACTION
‘What are the three things you'd most want to see happen during your professional career?

RESEARCH SPECIFIC
s you know, we are really interested in understanding how to overcome the challenges of recruitment and
retention in rural and remote areas. What do you think it will take to get us there?

Check out any tangible incentives they think would be worth considering (if this has not already came upj.

Talk abaut the themes in existing literature about Drs particularly; that people need to be born rural or trained
rurally to choose to work rurally. Does the participant believe that is true?

Follow the lead of the participant and explore additional narrative that they offer which is related to the research
bapic.

REVIEWING THE INFORMATION COLLECTED TODAY

You will be provided with a copy of your interview transcript, which you will have an opportunity ta review and
carrect where necessary. b is our aim o provide this ta you within 4 weeks of your interdiew, and it will be sent
to you via your chosen email address in a password pratected file,

WHAT WILL HAPPEN WITH THE FINDINGS OF THIS STUDY?

‘We will use your stories to gain understanding about what really matters to Allied Health professiens considering
warking in, or already warking in rural areas, These findings will be used to inform warkfaroe and recruitment
strategies in Aotearoa New Zealand. Key findings will be submitted for publication in relevant prafessional
journals, used in academic publications, and presented at conferences or in workshops.

WILL | BE ABLE TO HAVE A COPY OF THE FINDINGS?

IF you wauld like to receive & scummary of our findings you can indicate this on the cansent farm and provide your
cantact details, These will be sent ta you at the end af the study.

CONDULCT OF RESEARCHER

If you have concerns regarding the conduct of the research you can contact the executive secretary, AUT Ethics

Committee: Kate OFConnor 09 921 9995 axt 6038 kate.oconnon@aut.ac.n

Thank the participant and offer to close the interview in a manner of their choosing such a5 karakia.

Thils skuscty has recehsed ethical spproval from AUTEC Reference rumber: 18/424 December 2008
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APPENDIX D: INTERVIEW QUESTIONS SHEET (WITH
MARKUP)

Understanding the complexities of recruitment and retention in a rural health setting
Interview Guide B

[, lAQ\/\ﬂz) VWX/} A bvog \
, N ,
WHAKAWHANAUNGATANGA et AN ! oM

Introductions, connection making and situating the participant and researcher in the context is key to creating a
space for the sharing of authentic perspectives and genuine questions. Offer participants the opportunity to start
with karakia or an activity of cultural significance to them.

CONFIRMING PARTICIPANT CRITERIA

Confirm the participant is an Allied Health professional who has worked in rural or remote settings in Aotearoa
New Zealand in the last twelve months, or who is currently working in these settings or who is considering
working in these settings.

Explore what being an Allied Health professional means to them, and what they consider rural or remote.

RESTATE THE PURPOSE OF THE RESEARCH

Recruitment and retention of health professionals in rural and remote health settings is very challenging. While
research has been undertaken to understand this for medical and nursing staff, very little is known about what is
important to Allied Health professionals in this context.

We want to explore the perspectives of Allied Health professions working in, having previously worked or thinking
about working in rural or remote settings in Aotearoa New Zealand.

We want to capture a wide range of opinions and perspectives on this topic, from a range of different
backgrounds. You have been invited as we believe you can contribute a valuable point of view to this project.

WHAT ARE THE RISKS OF TAKING PART?

There should not be any risk to you from this study. It is important to me to make all possible effort to ensure that

your views are respected throughout our discussion. You can choose not to answer any questions you do not feel F
comfortable answering and can choose to cease your involvement in the interview at any time.

HOW WILL MY PRIVACY BE PROTECTED?

This interview will be recorded. This recording and all other information that you provide will remain strictly
confidential. All data is stored in secure password protected files. No material that could personally identify you
will be used in any reports from this study.

For participants from the West Coast DHB, the research team recognise the challenge of the primary researcher
also being the Associate Director of Allied Health for the West Coast DHB. You have had the opportunity to
discuss this with an independent person; from the research team and the option of an independent interviewer.
The primary researcher will still have access to the data relating to this interview.

RENEWING CONSENT

Explain that it is important that the participant understands that taking part in this research is voluntary (their
choice) and that they can withdraw at any stage. Remind them that the views and the experiences that they
share will help enhance our understanding of the factors involved when Allied Health professionals make
decisions about working in rural and remote settings. We believe that by developing insights into what matters to
Allied Health professionals in relation to living and working rurally, we can inform the development and
introduction of workforce and recruitment strategies that assist us to ensure people living in rural and remote
communities can access more reliable and robust Allied Health services.

Confirm with the participant that they continue to consent to participation. Ensure they state this clearly in their
own words for the purpose of the audio recording.

This study has received ethical approval from AUTEC Reference number: #thc
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whae dd
Once consent has been agreed, the following questions should form the basis for the body of the interview. U haw?
PARTICIPANT’S DECISION TO BECOME AN AHP J
N  How did you decide to become a ### (their specific profession)? What attracted you to that type of profession? /
kc\\t“\ nee Yo always leeit an
W PARTICIPANT’S EXPERIENCE OF RURAL/REMOTE HEALTH
C}'F ’; Explain and explore (be mindful not to appear to ‘test’ the participant or present this as a ‘trick’ question) Wzl

4’\}1# — s I ak "Morwe ¢ ) U one) ae Y:\.q fw "valt ij A Jou oo

\ KEY FEATURES
J*,\g, Thinking about jobs you have had that, or that close friends or relatives have had were great, what were things
‘P about those jobs that made them appealing, that made you feel most engaged and effective? Describe how that

felt, and what made the situation possible. Prompt with employment terms, location, cu[ture)
- da YOV fewiemboe Al gft,ug‘sg You ugel o i a il e 7 rdhal V\/\‘\H’C/(‘({ , what
~ —  PEOPLE / ROLES THE PARTICIPANTS USE TO SUPPORT DECISION MAKING Wik oA P hale
’  Can you tell me about a person who has helped you make a decision that turned out well? What advice did they

offer? What did you value about their contribution?

PROFESSIONAL SATISFACTION
What are the three things you’d most want to see happen during your professional career?

RESEARCH SPECIFIC
As you know, we are really interested in understanding how to overcome the challenges of recruitment and
retention in rural and remote areas. What do you think it will take to get us there?

Follow the lead of the participant and explore additional narrative that they offer which is related to the research
topic. @ nhves ©ffaed 7. 2 seadn; oo/n fepmmn v

) e )
Wrap up e whah  elsc:

REVIEWING THE INFORMATION COLLECTED TODAY

ou will be provided with a copy of your interview transcript, which you will have an opportunity to review and
correct where necessary. It is our aim to provide this to you within 4 weeks of your interview, and it will be sent
to you via your chosen email address in a password protected file.

WHAT WILL HAPPEN WITH THE FINDINGS OF THIS STUDY?

We will use your stories to gain understanding about what really matters to Allied Health professions considering
working in, or already working in rural areas. These findings will be used to inform workforce and recruitment
strategies in Aotearoa New Zealand. Key findings will be submitted for publication in relevant professional
journals, used in academic publications, and presented at conferences or in workshops.

WILL | BE ABLE TO HAVE A COPY OF THE FINDINGS?

If you would like to receive a summary of our findings you can indicate this on the consent form and provide your
contact details. These will be sent to you at the end of the study.

CONDUCT OF RESEARCHER

If you have concerns regarding the conduct of the research you can contact the executive secretary, AUT Ethics
Committee: Kate O’Connor 09 921 9999 ext 6038 kate.oconnor@aut.ac.nz

Thank the participant and offer to close the interview in a manner of their choosing such as karakia.

This study has received ethical approval from AUTEC Reference number: 18/424 December 2018
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APPENDIX E: ETHICS APPROVAL

T WANARGA ARDMNLI
0 TAMAK] MAKAL RAL

Auckland-University-of-Technology-Ethics-Committee-[ AUTEC)

Ke ki Lin bewssity of Taehnakgyll
D88, Priaste Ba g 92006 Auckland 1143, 821
Tiw649021 9900 ant. 83160
E:sthicsfiautsc.nef]

e AU . e frasearchinhies ]

30-Fanuary-2019]

Peter-Larmery]
Faculty-of-Health-and-Enviranmental-Scencasy]

Dear-Petery]

Re-Ethics-Application: = 18,/424-Und ding-the: plexities-of. i d jon-in-a-rural-health setting 1]
Thank-youfar-providing-evidence-as d,-which-satisfiesthe-points raised by-the-Auekland-University-of Technolagy-Cthics- Committee-
{AUTEC)T

Your-ethics-application-has-been-approved for three-years until 29-January-2022.9)
Mon-Standard-Conditions-of A ]

1. =+ In-the Information- Sheet- disclose. researcher' s rale-in-the: DHE-and-advise- potential- participants: of-the-independent-
inkErviswer, )

2 =+ Clarify-whether-the-researcher-will-know-which-s taff-in-that-arganization-are-taking-part-or-whether-transeripts-can-he-
attributed-ta-an-individual |

Hon-standard-conditions-must-be-completed- before-commencing- your-study.--Non-standard-conditions-da-nat-need-to- be-submitted-to-or-
reviawed-by-AUTEC-hefore-commencing your-study

Standard-Conditions-of-Approvalf]

1. =+ A& progress-raportis-due-annually on- the-anniversary- of- the-approval- date, using- farm- CAZ, - which- - availsble- online-thraugh-
hittpefwoww. aut ae ne/research ressarchethics. 1)

2.+ Afinalreportis-due-at-the-sxpiration-af-the-appraval-perisd,-ar,-upan-completion-of-project, -uging-form-EAZ -which-is-availsble-
online-through-httpeffwaw aut.ae nefreseare hyresearcheth ics g

3. =+ Any-amendments-to-the-project- must-be-aparoved-by-AUTEC-priorta-heing-impal .- ! s-can-be-requested-using:
the-EA2-Form:-http fwwow. sutac. nefressarch fresearchethics 4|

4. = Anyseriousorunexpected-adverse-svents-must-be-reparted to-ALUTEC Secretariat-as-a-matter-of-priarity

5. =+ Any-unforeseen-svents that-might- affect-continued: ethics| acceptability- of- the: project-should- also-be- reparted- to-the- AUTEC-
Secretariat-as-a-matter-af-priorite. 4]

Please-quote-the-application -number-and-tithe-cn-all-future-corresponden e related o this- project. |

AUTEC: grants- sthical- appraval- onky. - - yau- reguire: management- approval for access- far- yaur ressarch: from- anather- institution. or-
isation, thenyaua pansible-far-abtainingit. ¥ou-a indedthatitisypour-responsibilitytoensure thatthespelling-and-grammar-

af-documents-beingprovided-to-participants-or-external arganisations is-of-a-high-standard |

For-amy-enquiries, please contact-ethics@aut ac.neq]

Yours-simcerely, |

1
A
-
1
Kate-0'Connory]
Executive-Managery]
Auckland-University-of Technology-Ethics-Committes]
fer = i - s Hicsla Kayeif]
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APPENDIX F: STUDY ADVERTISEMENT

Research Project

Understanding the complexities of recruitment and retention in a rural health setting : are
you an Allied Health professional with a perspective to share?

Recruitment and retention of health professionals in rural and remote health settings is very challenging.
While research has been undertaken to understand this for medical and nursing staff, very little is known
about what is important to Allied Health professionals in this context.

‘We want to explore the perspectives of Allied Health professions working in, having previously worked or
thinking about working in rural or remote settings in Aotearoa New Zealand.

You are invited

ATTEMDEES:

We want to invite Allied Health, Scientific and Technical professions who have worked in rural or
remote settings in Aotearoa New Zealand in the last twelve months, who are currently working in
these settings or who are considering working in these settings to take part in this important
research.

We want to capture a wide range of opinions and perspectives on this topic, from a range of
different backgrounds. You have been invited as we believe you can contribute a valuable point
of view to this project.

For the purpose of this study Allied Health professionals are those covered by the Health
Practitioner Competence Assurance Act (Dental, Dietitians, Medical Scientists, Imaging
Technologists, OTs, Pharmacists, Physios, Podiatrists, Peychologists/Psychotherapists), and thoze
therapy professions acknowledged in the Act such as Social Work, Speech Language Therapy,
Orthotists/Productionists, Music and other Arts Therapy.

If you are unsure if you could take part, please contact the research team:

Principal Investigator Dr Peter Larmer Researcher Jane George
plarmer@aut.ac.nz kpi7E59@autuni.ac.nz
09 921 9999 ext 7322 03 769 7400 ext 5014

The primary reseorcher (ione George) is Adsodnte Director of Alieg Health ot West Coast Distriet Health Board (DMEB).
As such, o avaid a conflict of interest and to alow porticigants o be tronsparent regording their peripectives, on
indegendent interviewer will appainted o undertake inferviews with emplayess of West Cogst DHE.

To find out more visit
https:/faut aul qualtrics.com/jfe/form/SV_d0GEtsykbpdijNX

or use the QR code on your mobile device

This study has received ethical approval from AUTEC. Reference number: 18/434
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APPENDIX G: REQUEST TO PROMOTE RESEARCH EMAIL

File Message Help

M- 2 B 9 ¢ > = 8- R O rnd

ﬁ ~ Q Zoom

[sT]_}

Request to share research opportunity with your members

< . . Repl % Reply All | — Forward e
: Jane George <kpj7659@autuni.ac.nz= 7 || Reply | € Reply
© To p.society@psnz.org.nz Wed 6/02/2019 3:21 pm
@This message has been replied to or forwarded,
Research Flyer.pdf o
@ 183 KB
Tena koe,

I am currently undertaking my Doctor of Health Science through AUT. My thesis research aims to understand what matters to rural Allied
Health Professionals, in terms of bringing them into roles and supporting them while in role. | have received approval from AUT's Ethics
Committee (18/424) to commence this research, and am looking to recruit Allied Health, Scientific and Technical Professionals across
Aotearoa who have considered working rurally, are currently working rurally or have recently worked rurally.

1 will be using a technology platform to recruit, which can be accessed via this link hittps://aut.aul qualtrics.com/ife/form/sv_d0G6tsykbpdijix
Would you be willing and able to share this with your members? | have attached a pdf flyer for your convenience.

MNoho ora mai, na

Jane George
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APPENDIX H: PROFESSIONAL BODIES CONTACTED TO

PROMOTE RESEARCH

ORGANISATION

CONTACT DETAILS

Allied Health Aotearoa New Zealand

executivedirector(@alliedhealth.org.nz

Aotearoa New Zealand Association of Social
Workers

flonas@anzasw.nz

Dietitians New Zealand

admin@dietitians.org.nz

Music Therapy New Zealand

info@musictherapy.org.nz

New Zealand Dental and Oral Health Therapists
Association

contact.nzdohta@gmail.com

New Zealand Institute of Medical Radiation
Technology

linda@nzimrt.co.nz

New Zealand Psychological Society

office@psychology.org.nz

New Zealand Speech-language Therapists'
Association

admin@speechtherapy.org.nz

Nga Pou Mana

contact.ngapoumana(@gmail.com

Occupational Therapy New Zealand

otnzexecdirector@otnz.co.nz

Pharmaceutical Society of New Zealand

p.society(@psnz.org.nz

Physiotherapy New Zealand

pnz@physiotherapy.org.nz

Podiatry Association

contact(@podiatry.org.nz
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APPENDIX I: QUALTRICS RECRUITMENT SURVEY

1ifioaa Cualtrics Suneey Sofwars

AUL

Participant Information Sheet

Understanding the complexities of recruitment and retention in a rural health setting: are
you an Allied Health professional with o perspective to share?

Téna koe, talofa lava and hella!

You are invited to take part in research aiming to understand the complexities of recruitment
and retention of Allied Health professionals in rural settings. This study is being carried out by
researchers based in School of Health Sciences at AUT University.

This information sheet will explain the research study. We appreciate your time reading this
material. Your participation in this study is entirely voluntary (your choice).

Pleaze feel free to ask the researchers any questions you might have about the study.

Principal Investigator Dr Peter Larmer
plarmer@aut.ac.nz
09921 9999 ext 7322

Researcher Jlane George
jane.george@wcdhb.health.nz
03 769 7400 ext 5014

WHAT IS THE PURPOSE OF THIS STUDY?

Recruitment and retention of health professionals in rural and remote health settings is very
challenging. While research has been undertaken to understand this for medical and nursing
staff, very little is known about what is important to Allied Health professionals in this context.

We want to explore the perspectives of Allied Health professions working in, having previously
worked or thinking about working in rural or remote settings in Aotearca New Zealand.

HOW WILL THIS STUDY HELP?

hitps:(faut au 1 qualrics com/ControFanelijax: php Tactior=GetSurvey PrintPrevies ur
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Rl fFingt:] Dualrios Sunesy Sofwars
The views and the experiences that you share will help enhance our understanding of the
factors involved when Allied Health professionals make decisions about working in rural and
remote settings. We believe that by developing insights into what matters to Allied Health
professionals in relation to living and working rurally, we can inform the development and
introduction of workforce and recruitment strategies that assist us to ensure people living in
rural and remote communities can access more reliable and robust Allied Health services.

WHO CAN TAKE PART?

We want to invite Allied Health professions who have worked in rural or remote settings in
Aotearoa Mew Zealand in the last twelve months, who are currently working in these settings
or who are considering working in these settings. For the purpose of this study Allled Health
professionals are those covered by the Health Practitioner Competence Act, and those
therapy professions acknowledged in the Act such as Social Work, Speech Language Therapy,
Music Therapy or Arts Therapy. If you are unsure if you could take part, please contact the
research team.

HOW ARE PEOPLE CHOSEN TO TAKE PART IN THE STUDY?

We want to capture a wide range of opinions and perspectives on this topic, from a range of
different backgrounds. You have been invited as we believe you can contribute a valuable
point of view to this project.

WHAT HAPPENS IN THE STUDY?

If you consent to take part you will be invited to either join a focus group with other Allied
Health professionals or to take part in an individual interview. Focus groups will take between
60 and 90 minutes. An individual interview is likely to last up to &80 minutes.

The interviews will be held at a time and in a venue that is suitable for those taking part, and
for interviews this could include making use of technologies such as DHB VideoConferencing,
Zoom or Skype. The guestions will focus on your experiences of decision making relating to
working in a rural or remote setting in Aotearoa New Zealand, and what you identify as
attractive aspects of living and working rurally.

WHAT ARE THE CO5TS OF TAKING PART?
There will not be any cost to you except your time. We can provide a contribution to any

travel costs you incur.

WHAT ARE THE RISKS OF TAKING PART?
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There should not be any risk to you from this study. The researcher will make all possible
effort to ensure that your views are respected throughout the discussion. You can choose not
to answer any questions you do not feel comfortable answering and can choose to cease your
imvolvement in the interview or focus group at any time.

HOW WILL MY PRIVACY BE PROTECTED?

In a focus group we cannot guarantee confidentiality due to the nature of the group process
and not having absolute control over what other members of the group do with the
information shared in the group. However, we will remind all group members that what is said
in the group stays in the group. At the beginning of the discussion we will set some ground
rules to ensure respect for each other’s contribution is maintained.

Your interview or focus group will be recorded. This recording and all other information that
vou provide will remain strictly confidential. All data is stored in secure password protected
files. Mo material that could personally identify you will be used in any reports from this study.

HOW DO | AGREE TO TAKE PART IN THIS RESEARCH?

You can indicate your willingness to take part in an interview or focus group on the next page
of this survey tool. You will be asked to complete a consent form to show that you are willimg
to take part in this study.

Your participation Is voluntary and you may withdraw from the study with no negative
effects. However, once analysis of the data has begun it may no longer be possible to remove
your data.

WHAT WILL HAPPEN WITH THE FINDINGS OF THIS STUDY?

We will use your stories to gain understanding about what really matters to Allied Health
professions considering working in, or already working in rural areas. These findings will be
used to inform workforce and recruitment strategies in Aotearoa New Zealand. Key findings
will be submitted for publication in relevant professional journals, used in academic
publications, and presented at conferences or in workshops.

WILL | BE ABLE TO HAVE A COPY OF THE FINDINGS?
If you would like to receive a summary of our findings you can indicate this on the consent

form and provide your contact details. These will be sent to you at the end of the study.

MY QUESTION ISN'T ANSWERED HERE, WHO CAN | CONTACT FOR MORE INFORMATION?
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If you would like more information about this research, please feel free to contact one of the
research team.
If you have concerns regarding the conduct of the reseanch you can contact the executive secretary, AUT Ethics Committee:

Eate OConnor 09 921 2900 et G038 kate oconnon@ sut.scns
Initial consent

Are you interested in contributing your perspective to this research?

O ves | am interested
(O No | am not interested
O | would like to speak to someone before | decide

If you would like one of the research team to get in touch, please provide the best way we
can contact you.

Interested? Great!

As we described in the Participant Information Sheet, you could be invited to either join a
focus group with other Allied Health professionals or to take part in an individual interviews.
Focus groups will take between 60 and 90 minutes. An individual interview is likely to last up
to 60 minutes. Do you have a preference?

O interview
() Focus Group
(O |donot have a preference

In order for us to contact you about participating, and so that we can ask you some questions
in this survey, we now need to gain your consent. Are you happy to proceed?

O Yes, please proceed io the consent page
(O Mo thanks, | am no longer interested in participating

Consent to participate. By selecting the check boxes below | acknowledge that ...
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[ 1 have read and understood the intormation provided about this research project in the
Participant Information Sheat.

L] | understand that taking part in this study is veluntary (my choice) and that | may
withdraw at any time without being dizadvantaged in any way.

O | understand that if | withdraw | can ask for data identifiable as belonging to me to be
destroyed. However, once the analysis has been completed this may not be possible.

[0 1 understand that the interview will be audio recorded and transcribed.
[ | know that no material that could identify me will be used in any reports on this study.

| agree to take part in this research (please provide your full name in the box below)

Demographic information

Age

Gender

Which ethnic group, or groups, do you identify with? (choose as many as apply)

O maeri
(O NZ European

() Indian
() Samoan

O Cook Island Maori
() Chinese

O Tongan

O Niuean

() British

) Other

If you chose "Other’ ethnicity, please specify
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‘What profession do you work in?

Please list your qualifications

Are you currently working in a rural or remote setting?

O Yes
(D Mo

Have you worked in a rural or remote setting in the last 12 months?

O tes
QO MNo

Are you, or have you recently considered working in a rural or remote setting?

D‘u’as
O No

Thank you

This information will be kept separate from any other information you give.

G I would like to receive a copy of the findings

Please provide us with the best email address to contact you

Please provide us with the besl telephone number to contact you
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Powered bry Qualtrics

htipsivaut au 1 qualrcs com/ControiPanel&ax phpTaction=5Gel SurveyPriniPrevies L

263



APPENDIX J: PARTICIPANT INFORMATION SHEET -
INTERVIEWS

Understanding the complexities of recruitment and retention in a rural health setting
Participant Information Sheet - Interviews

Téna koe, talofa lava and hello!

You are imdted to take part in research aiming to understand the complexities of recruitment and retention of Allied
Health professionals in rural settings. This study is being carried out by researchers based in School of Health
Sclences at AUT University, and will contribute towards a qualification for the researcher [Doctor of Health Science).

This Information sheet will explain the research study. We ap preciate your time reading this material. ¥our
participation in this study Is entirely voluntary [your cholce).

Please feel free to ask the researchers any questions you might have about the study.
" Principal Investigator Dr Peter Larmer plarmer@aut.ac.nz 09021 9999 ext 7322 |
Researcher lane George Kp|7a59@autunl.ac.nz 03 769 7400 ext 5014

L s

WHAT I5 THE PURPOSE OF THIS STUDY?

Recruitment and retention of health professionals in rural and remote health settings s very challenging. While
research has been undertaken to understand this for medical and nursing staff, very little ks known about what is
important to Allied Health professionals in this context.

We want to explore the perspectives of Allied Health professions working in, having previously worked or thinking
about working in rural or remote settings in Aotearoa New Zealand.

HOW WILL THIS STUDY HELP?

The views and the experiences that wou share will help enhance our understanding of the factors involved when
Allied Health professionals make decisions about working in rural and remote settings. We believe that by
developing insights into what matters to Allled Health professionals in relation to living and working rurally, we
can inform the development and introduction of workforce and recruitment strategies that assist us to ensure
people living in rural and remote communities can access more reliable and robust Allied Health senices.

WHO CAN TAKE PART?

We want to imvite Allied Health professions who have worked In rural or remote settings in Aotearoa Mew Zealand
in the last twelve months, who are currently working in these settings or who are considering working in these
settings. For the purpose of this study Allled Health professionals are those covered by the Health Practitioner
Competence Assurance Act (Dental, Dietitians, Medical Scientists, Imaging Technologists, OTs, Pharmacists,
Physios, Podiatrists, Psychologists/Psychotherapists), and those therapy professions acknowledged in the Act such
as Soclal Work, Speech Language Therapy, Orthotists/Productionists, Music and other Arts Therapy. If you are
unsure |f you could take part and wish to do so please contact the research team.

HOW ARE PEOPLE CHOSEN TO TAKE PART IN THE STUDY?
We want to capture a wide range of opinions and perspectives on this topéc, from a range of different
backgrounds. You have been invited as we believe you can contribute a valuable point of wiew to this project.

WHAT HAPPENS IN THE STUDY?
If you consent to take part you will be invited to efther join a focus group with other Allied Health professionals or
to take part in an individual interview. Focus groups will take between 60 and 90 minutes. An individua Interview
Is likely to be around 60 minutes.

WHAT ARE THE COSTS OF TAKING PART?
There will not be any cost to you except your time. We can provide a contribution of 520 to any travel costs you
incur.

This study has received ethical approval from AUTEC Reference nurmber: 18/424 December 2008
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HOW WILL THE INTERVIEWS OCCUR?

They will be held at a time and In & venue that is suitable for those taking part, and for interviews this could
include making use of tachnologies such as DHE VideoConferendng, Zoom or Skype. Scheduling of the intenviews
can be either In or out of work hours. The guestions will focus on your experiences of decision making relating to
working in a rural or remote setting in Aotearoa New Zealand, and what you identify as attractive aspects of living
and working rurally.

WHAT ARE THE RISKS OF TAKING PART?

There should not be any risk to you from this study. The researcher will make all possible effort to ensure that
your wiews are respected throughowut the discussion. You can choose not to answer any questions you do not feel
comfortable answering and can choose to cease your involvement in the Interview or focus group at any time.

HOW WILL MY PRIVACY BE PROTECTED?

The primary researcher [Jane George) ks Assoclate Director of Allied Health at West Coast District Health Board
|DHB) As such, to avold a conflict of interest and to allow participants to be transparent regarding their
perspectives, an independent interviewer will appointed to undertake interviews with employees of West Coast
DHB.

Your interview or foous group will be recorded.  This recording and all other information that you provide will
remaln strictly confidential. All data is stored in secure password protected files. Mo material that could personally
Identify you will be used in any reports from this study.

‘While all efforts will be made to de-identify data for participants employed by West Coast DHE, it is possible that
the primary research will be able to infer from the transcripts who has taken part, and where the data comes
from. Please be assured that the primary researcher is seeking transparent and open accounts of perspectives
regarding recruitment and retention in rural settings and your responses will not disadvantage you In any way in
your work setting.

WILL | BE ABLE TO REVIEW MY INTERVIEW?

You will be provided with a copy of your interview transcript, which you will have an opportunity to review and
correct where necessary. It Is our aim to provide this to you within 4 weeks of your interview, and it will be sent
to you via your chosen emall address Ina password protected file.

HOW DO | AGREE TO TAKE PART IM THIS RESEARCH?
You can indicate your willingness to take part in an interdiew or focus group on the next page of this survey tool.
You will be asked to complete a consent form to show that you are willing to take part in this study.

Your participation is woluntary and you may withdraw from the study with no negative effects. Howewer, once
analysis of the data has begun it may no longer be possible to remove your data.

WHAT WILL HAPPEN WITH THE FINDINGS OF THIS STUDY?

‘We will use your stories to galn understanding about what really matters to Allied Health professions considering
working in, or already working In rural areas. These findings will be used to inform workforce and recruitment
strateghes in Aotearoa Mew Zealand. Key findings will be submitted for publication in relevant professional
Journals, used in academic publications, and presented at conferences or inworkshops.

WILL | BE ABLE TOD HAWE A COPY OF THE FINDINGS?
If wou would ke to receive a summary of our findings you can Indicate this on the consent form and provide your
contact detalls. These will be sent to you at the end of the study.

MY QUESTION ISN'T ANSWERED HERE, WHO CAN | CONTACT FOR MORE INFORMATION?
If wou would ke maore information about this research, please feel free to contact one of the research team.

If you hawve concerns regarding the conduct of the research you can contact the executive sacretary, AUT Ethics
Committee: Kate O'Connor 09 921 9909 ext 6033

AUT Ethics Committes  Kate O'Connor  k@te.oconnor@autacne 09921 9999 axt 6038 |

Thiss study has received ethical approval fram AUTEC Reference nurnber: 18/424 December 2008
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APPENDIX K: CONFIDENTIALITY AGREEMENT -
TRANSCRIPTION

Confidentiality agreement
Transcription Services

Project title: Understanding the complexities of recruitment and retention in a

rural health setting
Project Supervisor:  Dr Peter Larmer
Researcher: Jane George

®” lunderstand that all the material | will be asked to transcribe is confidential.

Q~ 1understand that the contents of the tapes or recordings can only be discussed with the
researchers.

@7 1will not keep any copies of the transcripts nor allow third parties access to them.

Transcriber’s signature: Q/J@}/Mé

Transcriber’s name: . ANNA | \’\\1 N

Transcnber’s Contact Details (If approprlate)
P20 R THERGLEN. AOA
TPMeoA

B;{;:m;i:% 8/'61

Project Supervisor’s Contact Details (if appropriate):
Dr Peter Larmer

plarmer@aut.ac.nz
09 921 9999 ext 7322

Note: The Transcriber should retain a copy of this form.

Approved by the Auckland University of Technology Ethics Committee December 2018 : Ref 18/424
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“I did then what I knew how to do. Now that I know better, [ do better.”

Maya Angelou (1969, p. 179)
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