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More than just numbers! 

Perceptions of Remote Area Nurse staffing in Northern 

Territory Government Health Clinics 

 

 

Abstract 

Objective:  The need for more Remote Area Nurses (RANs) in the NT is clear.  This paper investigates 

perspectives of RAN workforce issues among multiple stakeholders.  The aim is to identify how RAN 

staffing issues are perceived by clinic managers, RANs themselves, Aboriginal colleagues and 

community members in seven remote communities in the NT.   

Design:  This is a qualitative study that uses interviews and focus groups to identify key messages of 

local stakeholders about RAN workforce issues.  A content analysis was used for data analysis. 

Setting:  Seven diverse remote Aboriginal communities in the NT with government-run health clinics 

were visited.   

Participants:  Non-random sampling techniques were used to target staff at the clinics at the time of 

fieldwork.  Staff and community members who agreed to participate were interviewed either 

individually or in groups.  Interviews were conducted with 5 Managers, 29 RANs, 12 Aboriginal staff 

(some clinics did not have Aboriginal staff) and 56 community residents. 12 focus groups were 

conducted with community members.   

Results:  Content analysis revealed that participants thought haǀing the ͚right’ nurse was more 

important than having more nurses.  Participants highlighted the need for RANs to have advanced 

clinical and cultural skills.  While managers and to a lesser extent RANs prioritised clinical skills, 

Aboriginal staff and community residents prioritised cultural skills.   

Conclusions:  Participants identified the importance of clinical and cultural skills and reiterated that 

getting the ͚right’ RAN was ŵore iŵportant than siŵply recruiting ŵore nurses.  Thus, retention 

strategies need to be more targeted and cultural skills prioritised in recruitment.   

 

A
u
th

o
r 

M
a
n
u
s
c
ri
p
t



 

This article is protected by copyright. All rights reserved 
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What is already known on this topic? 

 There is a high turnover and shortage of RANs in remote NT 

 RAN work is stressful and challenging 

 RANs have suggested that infrastructure, employment conditions and regular leave are 

important for recruitment and retention 

 

What this paper adds? 

 The perspectives of community members, Aboriginal staff and clinic managers on issues 

related to RAN staffing 

 The imperative for RANs to be both culturally and clinically competent  

 Rather than filling positions, retention needs to be more targeted 
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More than just numbers! 

Perceptions of Remote Area Nurse staffing in Northern 

Territory Government Health Clinics 

 

 

Introduction 

Given that residents of remote Aboriginal and Torres Strait Islander communities have the poorest 

health outcomes in Australia,
1
 quality healthcare in remote clinics is imperative.  Workforce 

shortages in these clinics are also high
2-5

 and recruitment and retention are difficult and 

expensive.
4,6-9

   

Remote Area Nurses (RANs) have particularly high turnover rates in the Northern Territory (NT)
2
 yet 

government-run remote health clinics rely on them.
3
  Reasons for high turnover are many.  

Significantly, RANs experience high levels of psychological distress and emotional exhaustion.
4,5,

  

Lenthall et al suggest RANs have reported a lack of staff, being tired of orienting new staff, being 

concerned about the capability of in-coming short-term staff, being concerned about continuity of 

care, and feeling that remote communities can be demanding, detract from the RAN role.
10

  RANs 

have also reported being overwhelmed by the work and the after-hours on-call duty for emergency 

care.
10

  Further, poor management has been cited as a cause for high turnover.  Poor retention has 

also had a negative impact on healthcare.
4,9,11

  Many new RANs report feeling ͞thrown in͟ and 

lacking in cultural orientation.
12

  To encourage nurses to work in remote NT, RANs are provided with 

individual incentives, usually subsidised accommodation, relocation expenses, continuing 
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professional development, higher salaries, extra travel/leave allowances and remuneration for after-

hours on-call duty.
12,13

  The focus has been on increasing the number of RANs working in remote NT 

and retaining them for as long as possible.
12

   

Research relating to recruitment and staffing of RANs has focused primarily on the views of RANs.
4-

6,8,10,11
  This paper investigates perspectives of RAN workforce issues among multiple stakeholders.  

The aim is to identify how RAN staffing issues are perceived by clinic managers, RANs themselves, 

Aboriginal colleagues and community members in seven remote communities in the NT.   

 

Methods 

As an indicator of staffing issues, data from the NT Department of Health were analysed to identify 

staff turnover rates for all government-run remote health clinics across the NT.
2,14

  From the analysis, 

seven remote Aboriginal communities were selected for further analysis.  Communities selected 

varied in staff turnover, location, size and remoteness.  Three communities were located in the 

Central Desert Region and four in the Top End.
15

  Researchers utilised interviews and focus groups to 

gain the perspectives of staff working in these clinics as well as community members who use the 

clinics.  Ethics approvals were gained from Central Australian Human Research Ethics Committee, 

Department of Health and Menzies School of Health Research Top End Human Research Ethics 

Committee, Monash and Melbourne universities to analyse perspectives of RAN workforce issues in 

these communities.   

Between November 2015 and October 2016, three researchers visited the seven remote 

communities.  In each, all staff working in the local health clinic at the time of the visit were asked to 

be interviewed.  Researchers also approached key organisations in these communities as well as 

residents in public places, at local events and bar-be-ques hosted by researchers to ask for the 

opportunity to explain the study to local residents.  In some communities, a local resident was 

employed to assist with promotion of the study, recruitment and data collection.  Using this 

approach, a range of interviews and focus groups were conducted (see Table 1).   

TABLE 1 

Using a semi-structured interview protocol, participants were asked about the health of their 

community, access to healthcare in the community, the clinic, staffing and turnover, and what local 

healthcare issues could be improved.  All these topics were asked in all interviews/focus groups but 

wording, question order and follow-up questions varied.  Notes were taken in all interviews/focus 
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groups and 43 were also audio-recorded with participants’ permission; all were then transcribed.  

The three researchers read each transcript to identify common codes relevant to RAN workforce 

issues.  The major code identified by all three researchers independently was the importance of 

recruiting the ͚right’ RAN.  Focusing on this one code, the researchers discussed its meaning and 

then the first researcher re-coded the patient interviews and focus groups, and the second 

researcher re-coded the staff interviews (managers/RANs/Aboriginal staff) to explore sub-codes 

relating to this issue.  The coded data were then synthesised and reduced.
16,17

   

 

Results 

Staff in each of the seven clinics wanted more RANs.  Further, all clinics had vacancies at the time of 

fieldwork and some were observed to be severely short-staffed.  However, while wanting more 

RANs, participants from all stakeholder groups were clear they did not want ͞just any nurse.͟  They 

considered qualifications and experience of both clinical skills and cultural skills prior to recruiting 

were important.   

Managers’ perspectives 

Recruitment and retention of RANs were constant issues for managers who were frustrated with the 

continual process of trying to increase the number of RANs at their clinic.  Managers were clear that 

any RAN coming to their clinic needed to be (1) clinically competent, (2) culturally competent and (3) 

able to work with the team.  Poor clinical skills were said to result in other team members having to 

undertake their work and poor team engagement was reported to result in team friction.  Poor 

cultural skills resulted in patients not returning to the clinic and not engaging with healthcare; the 

impacts were long-term.  Several managers said it was difficult to discern cultural skills from a 

resume.   

While frustrated with the lack of staff, managers were more frustrated with having staff come to 

their clinic who they described as ͞unsuitable.͟  They were clear that their clinic was ͞ďetter off with 

no-one than the wrong person.͟  One manager stated that, ͞stories aďout people coŵing out that 

are from agencies that say that ͚they’re well eǆperienced and confident’ but then they come out and 

they’re not… their skills don’t add up to what’s on paper, which ŵakes it really difficult.͟  This 

included poor clinical and cultural skills, despite training.  Managers wanted more flexibility in 

employment arrangements, quicker employment processes to recruit and better ways to screen for 

͞suitable͟ RANs.  Two of the five managers interviewed had ended RAN contracts early because of 

under-performance.   
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RANs’ perspectives 

Most RANs stressed the iŵportance of ͞good staff.͞  Perceptions of ͞good staff͟ ǀaried ďut often 

related to experience, getting along with the team and working hard.  RANs also talked about the 

stress and demands of the work and the lack of resources and infrastructure.  They worried about 

leave allowances, burnout, having enough staffing and feeling pressured to both work long hours 

and not take leave.  RANs also wanted better housing, Internet access, equipment at the clinic, 

access to clinic vehicles for personal use, and more training.  However, key to leaving/staying was 

the ͞...group of people that you work with, that ŵakes the difference,͟ including the manager, RAN 

colleagues, Aboriginal staff and local community.  Many RANs said they applied to work where ͞I 

heard the manager was good.͟  Another stated ͞I’d only go if there were Indigenous staff.͟   

RANs highlighted the importance of cultural and clinical skills and said these skills were intertwined:  

͞…you’ǀe got to [have], there’s the cultural stuff, there’s the clinical stuff, there’s the good coŵŵon 

sense stuff, the autonoŵy… there’s… confidence in your own practice.͟  Some RANs talked about 

the importance of cultural skills for good clinical practice: ͞I think soŵe of it [ŵisdiagnosis] is 

ďecause we’re not reading Aďoriginal people, ďecause yeah, that coŵŵunication… we don’t read 

them as well and then we ŵisunderstand what they’re telling us.͟  Most RANs said they had 

received little general cultural training prior to working in remote areas and no specific local cultural 

training in the particular community; rather they ͞learned on the joď.͟   

Aboriginal staff perspectives 

Aboriginal staff, including receptionists, drivers, community liaison, administrative officers and 

Aboriginal Health Practitioners, were aware of high staff turnover and concerned about its impact on 

their community.  One suggested, ͞you get people in the waiting rooŵ always asking who’s this new 

person, who’s that, and a lot of the coŵŵunity ŵeŵďers soŵetiŵes are scared ďecause new faces 

all the time, and they’re like, is that a real nurse or is that a real doctor, why are they always 

changing?͟ 

Primarily, all Aboriginal staff wanted ͞good͟ nurses.  When asked what ŵakes a ͞good͟ nurse, one 

respondent stated nurses who are: 

…getting to know the people, wanting to work with them, understanding both sides, 

not just laying their way of doing something down.  Trying to really understand the 

[local language] and what happens in the community and how they believe in things, 

cultural beliefs and sicknesses and things like that.  We know which are ͚good’ nurses 
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and not, you know, we pick that up within the workplace, and how they’re treating 

people and how they’re speaking to theŵ.  

Cultural competence was at the heart of what Aboriginal staff wanted in RANs, including listening, 

respecting, understanding and responding appropriately.  It involves staff ͞…work[ing] with the 

community but in a way that the community will understand it, and what I’d like to see, more 

outside things going on, not ďringing eǀeryone into the health centre.͟  Many Aboriginal staff were 

sceptical of the cultural training non-Aboriginal staff had received.  One commented:   

But we get a lot of people coŵing, nurses saying I’ǀe worked reŵote, I’ǀe worked in 

other communities, but [this community] is different.  Like they all say they’ǀe all 

been trained in cross-cultural courses and all things like that, ďut a lot of things I’ǀe 

picked up… with the nurses, it’s like they haǀen’t ďeen through those types of 

courses.   

Local community perspectives 

Overall, the biggest factor influencing use of the clinic by patients was how staff related to them.  

When spoken to ͞rough,͟ or ͞lectured to͟ about health behaviours, or when things were not 

explained to patients, interviewees said they would not return to the clinic.  In some communities, 

sick people and those with chronic disease reported that they did not use the health service because 

of how they were treated.  Others said they only used the clinic ͞when I ŵust, when I need,͟ waiting 

until they were very unwell.  Furthermore, when children or Elders were unwell and staff did not 

take their concerns seriously, family members said they felt disrespected.  Others told stories of 

medical conditions being missed which resulted in severe sickness and even death.  Using these 

messages, key attributes of a culturally competent practitioner, from the perspectives of these 

participants’, were identified (see Table 2).  Importantly, both cultural and clinical skills were 

reported as important and interconnected.  Further, researchers observed that some clinics were 

busy while others had few patients in each day despite significant ill-health apparent in the 

community.   

TABLE 2 

 

Discussion 

In this study, stakeholder groups reported similar perceptions of staffing issues.  RANs in particular 

identified factors which the literature has previously found to be relevant to their recruitment, 
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retention and job satisfaction.
4-9

  All stakeholder groups identified the importance of both clinical 

and cultural skills and reiterated that getting the ͚right’ RAN was ŵore iŵportant than siŵply 

recruiting more nurses.  While RANs and managers prioritised clinical skills, Aboriginal staff and 

community residents prioritised cultural skills.  And some talked about the interconnection of 

cultural and clinical skills.   

This suggests that recruitment processes need to be more rigorous and seek RANs who are 

appropriate for practice in specific places.  This relies on RANs receiving effective cultural and clinical 

training, managers being able to identify cultural and clinical skills, and recruitment processes 

matching RANs to particular communities/clinics.  However, research suggests that training does not 

always equate to competence, particularly in relation to cultural safety.
7,18,19

  Training in cross-

cultural practice can lack depth and effectiveness and needs to extend beyond training to behaviour, 

attitudes and policies.
7,20,21

  Further, if training in local culture is lacking, practitioners can 

misdiagnose key conditions.
7
  How to provide quality cultural training requires further analysis

22
 but 

understanding local and broader history, having empathy, listening, being respectful, allowing for 

patient choice and providing support and input were important for consumer participants.
18-20,23

   

This study was limited by short timeframes for fieldwork that restricted recruitment of participants 

to who was available within the visit and input from local researchers into data analysis.  Further, the 

analysis here is descriptive and synthesised.  Despite these limitations, all stakeholder groups were 

clear that recruitment of RANs in remote Aboriginal communities is not about recruiting any nurse, 

but recruiting RANs who are competent in cultural and clinical skills required for remote practice in a 

specific Aboriginal community.
24
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Table 1:  Types of respondents interviewed 

Type of health professional Number interviewed 

Managers 5 

RANs (short-term and permanent) 29 

Aboriginal Staff
+ 

12 

Community members (Indigenous)  

     Interviews 56 

     Focus groups 12 groups 

(3-18 participants in each 

group) 

 

+  Aboriginal staff includes Aboriginal Health Practitioners, Aboriginal Health 

Workers, Community Liaison Officers, receptionists, administration workers and 

drivers; they tended to group together and talk about themselves as a group and for 

this reason clinical and non-clinical Indigenous staff have been grouped together.   

 

 

Taďle 2:  Aďoriginal participants’ perceptions of a  

culturally competent practitioner for remote Aboriginal practice 

Skill type Approach to cultural 

competency 

Example 

Cultural skills  Understanding the history of 

Indigenous oppression, 

dispossession and the 

determinants of health 

RANs identifying that issues of cost, 

housing and family obligations may 

impact health, how health services are 

utilised and how advice is acted upon. 

Cultural skills Having empathy for past 

injustices 

Demonstrating understanding of and 

acknowledging the injustice of 

dispossession of land and the removal of 

children; expecting patients to find trust 

with care providers difficult. 

Cultural skills Understanding local history RANs come to a community and ask 
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about the local history, listen to what is 

said about the local community and 

learn some local language. 

Clinical skills Listening; the ability to listen, to 

be still, present and listening with 

all of one’s ďody using 

mindfulness and similar 

techniques 

RANs listening to why a treatment plan 

has not been followed with genuine 

interest in understanding both the 

enablers and barriers to following the 

plan and how the plan can be revised to 

be helpful to the patient. 

Clinical and 

cultural skills 

Respecting the patient’s concern 

and not dismissing patient 

concerns as minor ailments but 

seeking to understand the reason 

for the concern and what can be 

done to alleviate the concern 

Being able to hear an approach to health 

you disagree with while having the 

respect to seek understanding of the 

patient’s approach (rather than seeking 

to change the patient’s approach 

through education, etc.). 

Clinical and 

cultural skills 

Demonstrating respect for the 

Indigenous patient by speaking 

with, not at, the patient to ensure 

understanding of their health 

issues and medications 

Developing actions and plans with the 

patient that are based on their lives and 

how healthcare and treatments can be 

included (rather than proposing care and 

treatment as first priority). 

Clinical and 

cultural skills 

Allowing the patient to have 

family with them when language 

is a barrier 

Respecting patient’s choice of who will 

translate and spending the time to have 

the selected person come and a genuine 

attempt to work with the selected 

person. 
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