
 

 

 
 
 
 
 
 

The Nature of Nursing Practice in Rural  
and Remote Canada 

September 2004 
Martha L. P. MacLeod, PhD, RN 

Judith C. Kulig, DNSc, RN 

Norma J. Stewart, PhD, RN 

J. Roger Pitblado, PhD 

Kathy Banks, MSN, RN 

Carl D’Arcy, PhD 

Dorothy Forbes, PhD, RN 
Ginette Lazure, PhD 

Ruth Martin-Misener, PhD (c), RN 
Jennifer Medves, PhD, RN 

Debra Morgan, PhD, RN 
Michel Morton, DMin, RN 

Gail Remus, MN, RN 
Barbara Smith, MCEd, RN 

Elizabeth Thomlinson, PhD, RN 

Carolyn Vogt, MN, RN 

Lela Zimmer, PhD (c), RN 
Donna Bentham 

 
 
Funding Provided by:  
The Canadian Health Services Research Foundation 
Nursing Research Fund 
Canadian Institutes of Health Research 
Michael Smith Foundation for Health Research 
Alberta Heritage Foundation for Medical Research 
Nova Scotia Health Services Research Foundation 
Saskatchewan Industry and Resources 
Ontario Ministry of Health and Long-Term Care 
Government of Nunavut 
British Columbia Health Research Foundation  
12 provincial and territorial registered nursing colleges and associations 
Canadian Institute for Health Information 



 

 

Principal Investigators:  
 
Martha MacLeod PhD, RN  
Associate Professor, Nursing Program 
University of Northern British Columbia 
3333 University Way 
Prince George British Columbia V2N 4Z9 
 
Telephone: (250) 960-6507 
Fax: (250) 960-5744 
 
E-mail: macleod@unbc.ca  
 
 
Judith Kulig DNSc, RN 
Professor  
School of Health Sciences 
University of Lethbridge 
4401 University Drive 
Lethbridge, Alberta T1K 3M4 
 
Telephone: (403) 382-7119 
Fax: (403) 329-2668 
 
E-mail: kulig@uleth.ca  

Norma Stewart PhD, RN 
Professor and Associate Dean  
Graduate Studies & Research 
College of Nursing 
University of Saskatchewan 
107 Wiggins Road 
Saskatoon, Saskatchewan  S7N 5E5 
 
Telephone: (306) 966-6254 
Fax: (306) 966-6703 
 
E-mail: stewart@sask.usask.ca 
 
 
J. Roger Pitblado PhD 
Professor, Department of Geography & 
Centre for Rural and Northern Health Research 
Laurentian University 
935 Ramsey Lake Road 
Sudbury, Ontario  P3E 2C6 
 
Telephone: (705) 675-1151 ext. 3355 
Fax: (705) 675-4893 
 
E-mail: rpitblado@laurentian.ca  

 
  
This document is available on the Canadian Health Services Research Foundation web site 
(www.chrsf.ca). 
 
For more information on the Canadian Health Services Research Foundation, contact the 
foundation at: 
1565 Carling Avenue, Suite 700 
Ottawa, Ontario 
K1Z 8R1 
E-mail: communications@chsrf.ca 
Telephone: (613) 728-2238 
Fax: (613) 728-3527 
 
 
Ce document est disponible sur le site Web de la Fondation canadienne de la recherche sur les 
services de santé (www.fcrss.ca).  
 
Pour obtenir de plus amples renseignements sur la Fondation canadienne de la recherche sur les 
services de santé, communiquez avec la Fondation : 
1565, avenue Carling, bureau 700 
Ottawa (Ontario) 
K1Z 8R1 
Courriel : communications@fcrss.ca 
Téléphone : (613) 728-2238 
Télécopieur : (613) 728-3527 



 

 

The Nature of Nursing Practice in Rural  
and Remote Canada 

Martha L. P. MacLeod, PhD, RN1 

Judith C. Kulig, DNSc, RN2 

Norma J. Stewart, PhD, RN3 

J. Roger Pitblado, PhD4 

Kathy Banks, MSN, RN5 
Carl D’Arcy, PhD6 

Dorothy Forbes, PhD, RN3 
Ginette Lazure, PhD7 

Ruth Martin-Misener, PhD (c), RN8 

Jennifer Medves, PhD, RN9 

Debra Morgan, PhD, RN10 

Michel Morton, DMin, RN11 

Gail Remus, MN, RN12 

Barbara Smith, MCEd, RN3 

Elizabeth Thomlinson, PhD, RN13 

Carolyn Vogt, MN, RN14 

Lela Zimmer, PhD (c), RN1 
Donna Bentham 

 
 
1  Nursing Program, University of Northern British Columbia 
2  School of Health Sciences, University of Lethbridge 
3 College of Nursing, University of Saskatchewan 
4  Geography Department & Centre for Rural and Northern Health Research, Laurentian 

University 
5  Maternal Fetal Medicine, BC Women’s Hospital 
6  Department of Psychiatry, College of Medicine, University of Saskatchewan 
7   Université Laval, Faculté des sciences infirmières 
8  School of Nursing, Dalhousie University 
9  School of Nursing, Queen’s University 
10  Institute of Agricultural, Rural and Environmental Health, University of Saskatchewan 
11  School of Nursing, Lakehead University 
12  Sunrise Health Region, Saskatchewan 
13  Faculty of Nursing, University of Calgary (to March 2004) 
14  Faculty of Nursing, University of Manitoba 
 



 

 

Decision Maker Advisory Team: 
Marian Knock, BC   Cathy Ulrich, BC  Denise Alcock, ON  
Madge Applin, NL  Anne Ardiel, BC  Sue Matthews, ON 
Elizabeth Lundrigan, NL Debbie Phillipchuk, AB Suzanne Michaud, QC  
Barbara Harvey, NU  Donna Brunskill, SK   Roxanne Tarjan, NB   
Rachel Munday, NU  Cecile Hunt, SK   Barb Oke, NS   
Elizabeth Cook, NT  Marlene Smadu, SK  Adele Vukic, NS   
Fran Curran, YT  Marta Crawford, MB   Joyce England, PE  
Jan Horton, YT   
 
Lisa Dutcher, Aboriginal Nurses Association   
Francine Anne Roy, Canadian Institute for Health Information 
Lisa Little, Canadian Nurses Association    
Marie MacNaughton, First Nations Inuit Health Branch, Health Canada 
Kathleen McMillan, First Nations Inuit Health Branch, Health Canada 
 
Research Team Staff 
Research Coordinator: Donna Bentham 
Research Assistants: Mary Ellen Andrews, Vanessa Archibald, Michelle Cholowsky, 
Deborah Collette, Freda Elash, Melissa Hart, Penny Hinz, Lucy Karanja, Randall Kehrig, 
Julie Kosteniuk, Cathy Meyer, Deana Nahachewsky, Fawn Nielson, Jana Patenaude, 
Gwen Russell, Patryk Simon, Kathy Storgard, Kun Tian 
 
Translator 
Gisèle Piché 
 
Editor 
Jane Pitblado 
 
 
 
 

Acknowledgements: 
We thank the provincial and territorial nursing colleges and associations who generously 
provided advertising for the study, policy documents, and assistance with sampling of the 
registered nurses in their databases. We extend our deepest gratitude to the registered 
nurses who participated so fully and willingly in the survey and narrative portions of the 
study. 
 
 



 

 

Table of Content 
 
 
Key Implications for Decision Makers ........................................................ i 
 
Executive Summary .................................................................................... ii 
 
Context.........................................................................................................1 
 Research Questions..........................................................................2 
 
Implications..................................................................................................2 
 
Approach......................................................................................................4 
 Registered Nurses Database ............................................................5 
 Documentary Analysis .....................................................................6 
 Survey...............................................................................................6 
 Narratives ........................................................................................7 
 Integrating Approaches ...................................................................8 
 
Results ..........................................................................................................8 
 Defining Rural and Remote .............................................................8 
 Access to Care................................................................................10 
 Quality of Care ..............................................................................13 
 Sustainability of Care ....................................................................16 
 
Additional Resources .................................................................................19 
 
Further Research ........................................................................................19 
 
References..................................................................................................21 
 
Bibliography ..............................................................................................23 

 



 

i 

Key Implications for Decision Makers 
Nursing practice in rural and remote Canada is characterized by its variability and 
complexity and by the need for a wide range of knowledge and skills in situations of 
minimal support and few resources. This study describes the rural and remote registered 
nursing workforce and the nature of their practice. It gives voice to the nurses in these 
regions. 

 Managers and policy makers need to better understand the realities of rural and remote 
practice. A “rural lens” can assist in developing relevant policies and practices. This 
may be a useful component of a national rural and remote nursing strategy. 

 In small communities, nurses’ personal and professional roles are inseparable. The 
intertwining of nurses’ everyday practice and their personal lives needs to be taken into 
account in developing policies and services. 

 Because many rural and remote nurses work alone or with little backup in their everyday 
practice, there are pressing needs for providing professional supports at a distance, both 
in person and using information technology. 

 Recruitment and retention of nurses can be more successful when done with an 
understanding of the perceptions of nurses in rural and remote communities and in 
partnership with the communities themselves. 

 New models of interprofessional practice can be developed that are supportive of the 
varied strengths and resources in rural and remote communities. 

 Special attention needs to be paid to the recruitment, retention, and support of nurses in 
Aboriginal communities, as well as to ways in which continuity of care and culturally 
appropriate care can be provided. 

 There is a pressing need for undergraduate and postgraduate education programs to 
prepare nurses for the realities of rural and remote nursing practice. Targeted funding is 
needed for university nursing programs that focus on preparing rural and/or remote 
nurses to address the additional design and implementation costs. 

 New ways are needed to systematically design and provide relevant continuing 
education for rural and remote nurses, including providing education on site, supporting 
nurses to travel for further and continuing education, and using information technology. 

 A larger issue for some rural and remote communities than retirement may be the issue 
of migration — when nurses leave communities for education or alternate employment 
and do not return. Counting on overseas recruitment to fill these gaps is not a good 
option, as only a fraction of foreign-educated nurses work in rural Canada. 

 The distinctiveness of rural and remote settings and rural nursing practice will not be 
adequately captured until nursing databases are improved through the development of 
unique personal identifiers and relevant rural/urban indicators. 
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Executive Summary 
 
Although registered nurses are the key to Canadians in rural and remote areas having sustained 
access to high-quality healthcare, little research has been done about them and their practice. In 
order to examine and articulate the nature of registered nursing practice in settings of primary 
care, acute care, community health, homecare, and long-term care within rural and remote 
Canada, we conducted research guided by the following four questions. Among registered nurses 
in rural and remote Canada: 
 

1. What is the nature of nursing practice? 
2. What are their roles and functions? 
3. What are the commonalities and differences among roles and functions in various 

practice settings? and 
4. What factors facilitate or hinder nurses’ practice and their development of expertise? 

 
Four complementary approaches were undertaken concurrently to answer these research 
questions. Analysis of the Registered Nurses Database enabled the demographic profile of rural 
registered nurses to be generated for the first time for Canada, both as a whole and for the 
individual provinces and territories. Systematic analyses of policy and administrative documents 
undertaken by the documentary analysis team allowed a critical view of the policy context within 
which rural and remote nurses practise. A national survey of 3,933 registered nurses collected 
comprehensive information about rural and remote nurses’ work, quality of work-life, 
perspectives on rurality, and degree of satisfaction with work, communities, and practice 
supports. Finally, an in-depth examination of 152 rural nurses’ experiences through a narrative 
approach brought to life the interplay of the context and the nurses’ practices in a variety of rural 
settings across the country. Each of the co-principal investigators led one of the four approaches, 
assisted by a small group of co-investigators, research assistants, and in some instances, 
members of the advisory team.   
 
As this study has created rich, multi-faceted data, this report touches on only a portion of the 
emerging results. Analysis is ongoing, as is a series of knowledge translation endeavours with 
decision makers across Canada. Illustrative findings that have the potential to inform decisions 
about the accessibility of care, the quality of care, and the sustainability of care are presented 
here.  
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Accessibility of Care 

In order to provide accessible nursing care in rural and remote areas, there is a need for an 
appropriate supply of nurses who are suitably educated for the roles they need to assume. We 
found that 18 percent (41,502) of registered nurses in Canada are providing care to the 22 
percent (6.6 million) of Canadians living in rural and small town Canada. This lower nurse-to-
population ratio in rural areas decreases from east to west. Although most registered nurses in 
both urban and rural settings work in acute care hospitals, a larger proportion of rural than urban 
nurses work in community-based settings, reflecting the importance of this type of workplace in 
rural Canada.  
 
In most areas of practice, registered nurses in rural and remote Canada have greater demands for 
an expanded role of practice, in spite of the fact that they have a comparatively lower level of 
formal education than their urban colleagues. Additionally, they have significantly fewer clinical 
resource supports, with clinical and administrative leaders often located some distance away. 
They also have more difficulty obtaining additional clinical and academic qualifications. The 
lower numbers of rural registered nurses who have acquired further academic qualifications 
suggest that new ways of working with rural nurses and their employers need to be explored in 
order to make advanced education opportunities relevant and accessible. 
 
Quality of Care  

The complexity of rural and remote nursing practice is vastly underestimated; policy and practice 
changes are needed to improve the quality of services nurses can provide. The interconnection 
between rural nurses and their context was most apparent in the narrative portion of the study, 
where the importance of community in shaping the nurses’ work lives and everyday practices 
was clearly evident. Community demographics make a great deal of difference in what the 
nurses encounter in their practice and influence the development of their skill sets and 
knowledge. Predominant in the advice from rural and remote nurses to new nurses, 
administrators, educators, and policy makers is the need for more understanding — the need to 
“learn to listen and listen to learn.” Through learning and listening, there may be greater 
understanding of the realities of rural and remote practice, with the potential of developing 
policies, administrative practices, and education programs that reflect those realities. One means 
to do this would be the creation of a rural lens, a concise set of questions and processes, which 
could help managers and policy makers develop relevant policies and practices as well as 
illuminate the strengths of rural practice. 
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Sustainability of Care 

Through an analysis of survey data, we found 11 statistically significant predictors of intent to 
leave. Individual variables associated with intent to leave were gender, higher perceived stress, 
no dependent children or relatives, higher education, and fewer years employed in the primary 
agency. Individual satisfaction levels also predicted intent to leave. Specifically, lower 
satisfaction with community and the workplace (in matters of scheduling and autonomy) were 
related to plans to leave within the next year. Nurses were more likely to plan to leave if they 
were responsible for advanced decisions or practice, if they were required to be on call, or if they 
were working in a remote community. Administrators and policy makers can begin to address 
these issues by better understanding gender differences, identifying stressors from the 
perspective of the nurses, and initiating in consultation with the registered nurses strategies that 
promote retention. 
 
Migration patterns of rural and remote nurses also affect sustainability of care. Although more 
rural than urban nurses work in the province in which they are first registered, some provinces, 
particularly those in the west, depend on nurses educated in other provinces to provide the 
necessary registered nurse workforce in rural areas. Recruiting registered nurses from overseas is 
not an effective option, as an extremely small proportion of foreign-educated nurses work in 
rural and remote areas of Canada. 
 
In general, the findings of this study suggest that rural and remote nursing practice is more 
complex and multi-faceted than it is usually thought to be. By better understanding the realities 
of rural and remote practice, as well as by addressing in a more concerted way issues such as 
education and workplace supports, the strengths of rural and remote nursing practice can be 
better mobilized. As a result, Canadians living in rural and remote parts of this country could 
more readily have appropriate access to high-quality nursing care through a sustained nursing 
workforce.  
 
More information can be found on the study’s web site at http://ruralnursing.unbc.ca. 
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Context 

Rural health has been the subject of attention in recent Canadian policy initiatives, such as the 

Romanow and Kirby reports. The health of rural communities is in part dependent upon a 

sustained rural health workforce that provides accessible and high-quality healthcare. Registered 

nurses are the key component of that workforce. There are many rural and remote communities 

in Canada in which registered nurses are the only professional healthcare providers.  

 

Despite their importance, nurses who practice in rural and remote settings have received limited 

attention from researchers and policy makers in Canada and elsewhere. The roles and functions 

of rural nurses have been studied in the U.S., Australia, and New Zealand, but relatively little 

work has been done in Canada. This study is the most comprehensive to date internationally, and 

in Canada it is the first of its kind.  

 

For many years, Canadian nursing association newsletters and journals have published anecdotal 

accounts of rural and remote nursing, but until 1998 there was limited systematic study of rural 

or remote nursing. Canadian studies have identified areas of concern for rural nurses,3 how rural 

and northern nurses work and cope with limited resources and infrastructure,4 challenges facing 

rural public health nurses,5 and the issue of retention among public health nurses.6 Other 

Canadian research has focused on nursing-care topics such as dementia care within rural 

communities,7 the meaning of health among rural peoples,8 and rural residents’ experiences with 

specific illnesses, such as breast cancer.9 Because rural and remote nursing practice issues cannot 

be viewed in isolation from the larger community context, work has been done to identify rural 

health indicators10 and to describe the resiliency or ways in which communities deal with 

adversity11 in order to potentially address the interdependence of communities and nursing 

practice. This current project builds on these studies by taking a comprehensive look at rural and 

remote nurses and their practice in Canada.  

 

There is no universally accepted definition of either rural or remote in Canada. As both an 

analytical and a sampling framework, we initially used Statistics Canada’s characterization of 

“rural and small town Canada” as areas outside the commuting zones of larger urban centres.12 

To ensure that we captured registered nurses working in remote communities, we then explicitly 
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included in our survey all nurses in the territories as well as those in nursing stations or outpost 

settings. The project design also enabled us to examine the meanings of rural and remote from 

the perspectives of nurses themselves.  

 

Research Questions 

The aim of the project was to examine and articulate the nature of registered nursing practice in 

settings of primary care, acute care, community health, homecare, and long-term care within 

rural and remote Canada. Specifically, the project was designed to: 

 articulate the roles and functions of registered nurses in rural and remote Canada; 

 develop a definition of rural and remote nursing; 

 identify commonalities and differences among roles and functions of rural and remote 

registered nurses in various practice settings among those broad geographical areas; 

 articulate salient factors in the context of registered nursing practice and how these 

factors contribute to the development of expertise; 

 identify areas of priority for organizational and policy support and for basic and ongoing 

education for registered nurses in different rural and remote practice settings; and 

 contribute to policy and management discussions on the practice, recruitment, retention, 

and education of nurses in rural and remote Canada. 

 

These objectives focus around the following four research questions. Among registered nurses in 

rural and remote Canada: 

1. what is the nature of nursing practice; 

2. what are their roles and functions; 

3. what are the commonalities and differences among roles and functions in various practice 

settings; and 

4. what factors facilitate or hinder nurses’ practice and their development of expertise? 

 

Implications 

Nursing practice in rural and remote Canada is characterized by its variability, complexity, and 

the need for a wide range of knowledge and skills in situations of minimal support and few 

resources. 
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 Rural and remote communities are extremely different from one another, and as a result 

the workplaces and roles of the nurses who work within them are equally varied. Rural 

nursing practice is unique and differs from urban practice, although the language used to 

describe it is often similar. Policy makers need a concise set of questions and processes 

they can consider when they are forming policies and practices. Such a “rural lens” will 

help managers and policy makers to “get beneath” the language and issues to appreciate 

the realities of rural practice, and it will assist in creating relevant policies and practices. 

A rural lens can also illuminate the strengths of rural practice, which may inform 

approaches in urban settings to address similar problems. Through the use of a rural lens 

within a co-ordinated national strategy, the practice realities of rural and remote nurses in 

all provinces and territories can receive more consistent and concerted attention. 

 In small communities, nurses’ personal and professional roles are inseparable. The 

intertwining of nurses’ everyday practice and their personal lives needs to be taken into 

account in developing policies and services, as well as in recruiting and retaining nurses.  

 Rural and remote nursing practice is shaped by the communities within which the nurses 

work and live. 

 Because many nurses in rural and remote settings work alone or with little backup in their 

everyday practice, there are pressing needs for developing ways of providing ongoing 

professional supports at a distance, both in person and using information technology. 

 Recruitment and retention of nurses can be more successful when undertaken with an 

understanding of the perceptions of nurses in rural and remote communities and in 

partnership with the communities themselves.  

 Nurses in rural and remote communities interact with many other professionals, often at a 

distance. Unique solutions are needed for the unique needs that this presents. New 

models of interprofessional practice can be developed that are supportive of the varied 

strengths of and resources available to rural and remote communities. 

 Special attention needs to be paid to the recruitment, retention, and support of nurses in 

aboriginal communities, as well as to ways in which continuity of care and culturally 

appropriate care can be provided. 
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 There is a pressing need for undergraduate and postgraduate education programs to 

prepare nurses for the realities of rural and remote nursing practice. A key way is to 

ensure that clinical practica are offered in rural and/or remote settings and supervised by 

teachers who are experienced practitioners in the area. University nursing programs that 

focus on preparing rural and/or remote practitioners need funding levels that recognize 

the additional costs of designing and providing education to students and working with 

teachers and/or preceptors in rural or remote settings. 

 New ways are needed to systematically design and provide relevant continuing education 

for rural and remote nurses, including providing education on site, sufficiently supporting 

nurses to travel for further education, and using information technology. This last mode 

may require sufficient investment in relevant communication systems and hardware. 

 Although the phenomenon of an aging nursing workforce is being faced in both urban 

and rural settings, a larger problem for some rural and remote communities than 

retirement is the issue of migration — nurses leaving communities for education or 

alternate employment and not returning. Counting on overseas recruitment to fill these 

gaps is not a good option, as only an extremely small proportion of foreign-educated 

nurses work in rural Canada. 

 The distinctiveness of rural and remote settings and nursing practice will not be 

adequately captured until nursing databases are improved through developing unique 

personal identifiers and rural/urban indicators that are of relevance to rural and remote 

nurses. 

 

Approach 

Four complementary approaches were undertaken concurrently to answer the research questions. 

Analysis of the Registered Nurses Database enabled the demographic profile of rural registered 

nurses to be generated for the first time, both for Canada as a whole and for the individual 

provinces and territories.13 Systematic analyses of policy and administrative documents 

undertaken by the documentary analysis team allowed a critical view of the policy context within 

which rural nurses practise.14 The survey team collected comprehensive information about rural 
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nurses’ work, quality of work-life, perspectives on rurality, and degree of satisfaction with work, 

communities, and practice supports. Finally, an in-depth examination of rural nurses’ 

experiences through the narrative approach brought to life the interplay of the context and the 

nurses’ practices in a variety of rural settings. Each of the co-principal investigators led one of 

the four approaches, assisted by a small group of co-investigators, research assistants, and in 

some instances, members of the advisory team. 

 

Registered Nurses Database 

Our initial analysis of the Registered Nurses Database has been published by the Canadian 

Institute for Health Information (CIHI).15 CIHI maintains the database, an annual collation of 

provincial and territorial nurses’ registration data. For all registered nurses employed in nursing, 

the database includes one or more individual descriptors of sex, age, educational attainment 

(such as entry/initial nursing education, highest level of nursing education achieved, non-nursing 

university education) and employment characteristics (such as full-time or part-time status, 

position, primary responsibility). The database also contains a number of geographical indicators 

(for example, community of current residence, province or country of graduation from 

entry/initial nursing program, and province or territory of current registration).  

 

Through our work with the Registered Nurses Database, and for the first time ever, the 

characteristics of Canada’s registered nurses were analysed at the sub-provincial level, 

highlighting the similarities and differences between rural and urban nurses in terms of age, sex, 

education, and employment characteristics. These analyses were undertaken for the 234,393 

(42,303 rural) registered nurses employed in nursing in Canada in 1994 and the 232,412 (41,502 

rural) registered nurses employed in nursing in Canada in 2000. Integration of the Registered 

Nurses Database data with census data for the respective years of analyses allowed, again for the 

first time, the computation of nurse-to-population ratios at sub-provincial levels, enabling 

comparisons over time (1994 with 2000) between rural and urban areas. The database provided 

the sampling framework for our survey and has provided our narratives team with insights on 

managing data and focusing analysis. It has also highlighted issues of interest, such as the 

presence of sole registered nurses in communities, and prompted comparisons with our survey 

results on issues such as migration. 
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Documentary Analysis 

We conducted analyses of documents to achieve an understanding of the policy and practice 

environment within which rural and remote nurses work. From more than 200 documents dating 

from 1983 to 2003, we selected 159 publications for in-depth analyses. These included federal 

and provincial government reports, nursing professional association reports, Health Canada 

reports, and research reports on relevant topics. The documents were located through extensive 

web-based searches and contacts with the project’s advisory team, nurses, and other 

professionals in the field. Rist’s policy cycle of formulation, implementation, and accountability 

was used to develop web-based analytical guidelines.16  

 

The documentary analysis research team analysed the documents according to each component 

of the policy cycle by completing the web-based forms and by having e-mail discussions and 

regular face-to-face meetings. In both a preliminary and final report, we used the following five 

thematic policy areas as categories for presentation: advanced practice, nursing practice issues in 

aboriginal communities, educational preparation for rural and remote areas, physician supply in 

rural and remote areas, and healthcare delivery in rural and remote areas. Findings from our 

documentary analysis have prompted questions in these thematic areas to be asked of the survey 

and narrative data. 

 

Survey 

We carried out a national survey of registered nurses working in rural and remote areas using a 

questionnaire developed by the survey team based on relevant literature reviews and in 

consultation with content experts. It was tested and, where appropriate, administered in either 

French or English. It included questions about demographics, employment issues, community 

context, roles, satisfaction, health, work environment, community context, practice supports, and 

career plans. The questionnaire was mailed to a sample of registered nurses, with follow-up 

based on Dillman’s tailored design method.17 Assuming that the rural-to-urban ratio of nurses 

was similar to that of the population in the provinces,19 we determined that 3,500 rural nurses 

would provide estimates that would be statistically significant nationally and provincially with 

95 percent and 90 percent levels of confidence, respectively. 
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Sampling was done in collaboration with the professional nursing colleges or associations of 

each province and territory, using the databases of all registered nurses with active registration 

while maintaining anonymity and confidentiality. The sampling strategy was two-fold. First, a 

random sample was selected from registered nurses with rural and small town addresses in each 

of the 10 provinces. Second, as an attempt to capture “remote” areas, the questionnaire was 

mailed to (1) the total population of Canadian registered nurses who indicated on their 

registration forms that their primary workplace was a nursing station or outpost setting; and (2) 

all registered nurses registered in the territories. The 3,933 eligible respondents represent all 

provinces and territories with an overall response rate of 68 percent after correcting for duplicate 

registrations, address problems, and ineligibility (such as those who live in rural communities but 

work in urban areas).  

 

Narratives 

From all provinces and territories and all areas of practice, 152 registered nurses shared their 

experiences of what it means to be a nurse in rural and remote Canada. The 11 francophone 

nurses from Quebec and New Brunswick were interviewed in French.20 Nurses were recruited 

through word of mouth, referrals, and advertisements in the national and provincial association 

journals and newsletters. We included several nurses who live in urban areas but who work in 

remote, fly-in communities. Nurses were interviewed by telephone, with interviews lasting for an 

average of 70 minutes (ranging from 45 to 180 minutes). We asked the nurses to tell about 

experiences in rural and remote communities within the past five years that were both ordinary 

and atypical. As well, we asked them for recollections of incidents that they felt made a 

difference to clients or where breakdowns occurred. The nurses were also asked what advice 

they would give to new nurses coming to work in rural and remote settings, as well as advice to 

educators, administrators, and policy makers concerned with rural nursing. 

 

We transcribed and examined the interviews for themes of similarities and differences so we 

could arrive at an interpretive description of what it means to be a nurse in rural and remote 

settings.21 The responses to the request for advice were separately examined for descriptive 

themes, with the goal of expressing the advice in the words of the nurses.22 
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Integrating Approaches 

We analysed separately the data within each of our four approaches and prepared separate 

reports on them. Throughout the project, the co-principal investigators have discussed 

preliminary findings and the presence or absence of particular themes within the data from the 

various approaches. For example, 169 communities in which there is only one registered nurse 

(“sole RN communities”) were identified through the analysis of the Registered Nurses 

Database. This prompted the survey team to analyse nurses who reported one or fewer registered 

nurse positions in their workplaces. As well, the narrative team explored what it means to work 

alone and the experience of being the only nurse living and working in a community.  

 

Linkages between the approaches are not as straightforward as they might be. We cannot track 

the same nurses from the Registered Nurses Database to the survey to the narratives. Despite 

attempts to use a consistent base for sampling and cross-linking, data sets do not always intersect 

well; a lack of a unique identifier hampers efforts to do so. Due to the richness of the data and 

the multi-faceted nature of the themes, separate and joint presentations and publications among 

the approaches are arising from these findings. 

 

We have found the most productive approach to data integration to be separate analysis of the 

data within each approach, coupled with continuing discussions about preliminary findings with 

researchers and decision makers. From these, productive decisions are being made about how to 

“slice” these very rich data sets to answer policy, practice, and theoretical questions. 

 

Results 

The data generated in the project are rich and plentiful; analyses are continuing with the advice 

of the project’s decision maker advisory team. Illustrative findings are reported here. Further 

details are provided in study publications.  

 

Defining Rural and Remote 

The documentary analysis identified that there was no discussion or analysis of the terms “rural” 

or “remote” in the documents and that the meaning and significance of these terms have been 
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taken for granted. Because there are no definitions of these terms that are accepted by all 

Canadians or even by all those providing health services, this study used a three-step approach to 

the use and definition of these terms. 

 

In the first instance, the Registered Nurses Database analysis was undertaken using pre-existing 

definitions and geographical units that have been employed by Statistics Canada for several 

decades. “Rural” was equated with the expression “rural and small town Canada.” The 

designation of rural and small town Canada is used for those communities with core populations 

of less than 10,000 that are located outside the larger urban centres of Canada (which are referred 

to as census metropolitan areas or census agglomerations). At various stages in our analyses, 

rural and small town communities were subdivided into four metropolitan-influenced zones 

based on commuting flow patterns. These terms are found and defined in many Statistics Canada 

publications but are best summarized by du Plessis et al.23 

 

Second, for the purpose of our national survey, we used “rural” as equivalent of rural and small 

town Canada and we defined “remote” based on geographic location (northern territories) or 

nursing workplace (outpost or nursing station).  

 

These first two steps in defining the terms “rural” and “remote” are essentially geographic in 

nature and convenient for statistical and administrative purposes. Geographic parameters, 

particularly measures of distance to medical facilities, form the basis of most published indices 

of rurality or remoteness. However, we felt that they might not capture the essence of rurality or 

remoteness in the context of nurses who live and work in these areas. Our third step, then, was to 

encourage our survey participants to share their perspectives of what these terms mean. While 

distance descriptors are relevant, rural and remote registered nurses said that for them the 

concepts rural and remote include considerations of isolation, access to amenities both for 

themselves and their families (shopping, non-medical services, leisure activities), socio-

demographic characteristics of the communities within which they live and work, availability of 

healthcare resources (staff, equipment and facilities, medical transportation, etc.), and the 

character of their nursing practices (first-line providers of care, levels of responsibility, etc.). 
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Most of these are very difficult to build into a simple index of rurality or remoteness but are 

fundamental to the practice of nursing in these areas of Canada. 

 

Access to Care 

Access to care is one of the central concerns of rural and remote communities across Canada. A 

continuing supply of registered nurses, in a variety of roles, is required for health services to be 

available. Additionally, the nurses need to be appropriately prepared and supported through 

ongoing staff development and continuing education. 

 

Supply of Nurses 

We used the Registered Nurses Database to examine the overall supply and distribution of 

Canada’s rural registered nurse workforce. Analyses of that database and associated census data 

enabled us to enumerate the numbers of registered nurses working in rural and remote parts of 

Canada and to generate nurse-to-population ratios at both provincial/territorial and sub-

provincial/sub-territorial levels. Referring to the year 2000 unless otherwise specified, some of 

the highlights of the work reported earlier24 are noted below. 

 There were 41,502 registered nurses located in rural and small town Canada in 2000, a 

decrease of two percent since 1994. 

 Eighteen percent of all registered nurses employed in nursing in Canada work in rural 

areas, where 22 percent of the Canadian population lives. 

 The absolute number of registered nurses working in rural Canada has decreased over the 

past decade, while the absolute number of people living in rural and small town Canada 

has increased. This has meant decreases in nurse-to-population ratios in both rural and 

urban areas of Canada. Currently, the overall nurse-to-population ratio stands at 76 nurses 

per 10,000 population, down from 82 in 1992. 

 There are 62 nurses per 10,000 population in rural Canada and 78 nurses per 10,000 

population in urban Canada. Caution must be exercised when comparing these ratios, as 

they do not take into consideration the differences in nursing services provided in rural 

and urban areas. 
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 In general there is an east to west trend in nurse-to-population ratios, with the higher 

ratios being in eastern Canada. 

 While nurse-to-population ratios are useful general descriptors, they fail to recognize the 

geographic problems (such as distance and isolation) that rural registered nurses must 

cope with and the problems of healthcare access that rural people face. These ratios also 

fail to differentiate between various practice patterns and the context (such as the 

proximity of physicians and other healthcare providers) within which nurses work. 

 

Education 

The results of the analysis of the Registered Nurses Database indicated that among the total 

population of rural and remote nurses in Canada, 81 percent have nursing diplomas, 18 percent 

have bachelor’s degrees in nursing, and one percent have graduate nursing degrees. Our survey 

revealed the same pattern of education but in different proportions, because of the over-sampling 

of the remote group and the higher levels of education among nurses in remote areas such as the 

territories. In the survey, a diploma was the highest education level for 73 percent of registered 

nurses, while 27 percent had a bachelor’s degree. There was considerable regional variation. Our 

documentary analysis confirmed that there is little information in government, education, or 

nursing association documents regarding preparation of registered nurses for rural and remote 

areas of Canada. Some of the highlights about nursing education from the documentary analysis 

are below. 

 Most nursing association documents include rural under other issues such as accessibility. 

For example, the College of Nurses of Ontario discusses the need for nursing education 

programs to reduce barriers due to geographic location. 

 Entry-level competencies have been developed for provincial and territorial nursing 

associations based upon generic requirements, without specific comments regarding rural 

or remote nursing practice settings. 

 Most literature that addresses education for remote practice focuses on advanced nursing 

practice and First Nations and Inuit health needs. 

 Some education programs are rural-focused due to their physical location. Examples 

include: 
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o Aurora College in the Northwest Territories and Nunavut Arctic College, which 

offer bachelor of nursing programs within which students engage in rural practice 

for their clinical placements;  

o the University of Northern British Columbia, whose curriculum is geared to 

preparing nurses for practice in rural, northern, and First Nations communities; 

o the University of Saskatchewan, which encourages rural placements in all its 

nursing education programs. Of note is the collaborative offering of the nursing 

education program of Saskatchewan at the Prince Albert site by the First Nations 

University of Canada and the University of Saskatchewan; and 

o the University of Lethbridge, the University of Calgary, and Laurentian 

University, which have rural-focused options. 

 No government documents were located that address the need to provide educational 

opportunities and assistance for students in rural sites, and there is no indication that any 

nursing programs include telehealth in their curriculum. The availability of telehealth 

technology in rural areas varies by jurisdiction and by feasibility.  

 Policy documents showed little recognition of the complexity of rural practice and the 

need for undergraduate and postgraduate education for rural and remote practice. 

 

Nurses who participated in our narrative approach recommended the following educational 

supports for rural and remote nursing practice: 

 reality-based cases within nursing programs; 

 part of the curriculum offered in rural settings; 

 educators who are specialized in knowledge and experienced in rural and remote practice; 

 a more appropriate basic education that is suitable for rural and remote practice; 

 additional infrastructure and financial support for educational institutions that are 

preparing nurses for rural nursing; 

 telehealth education at universities to prepare nurses for this mode of delivery; and 
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 extended orientation and mentoring programs for new graduates and other nurses who 

choose to work in rural or remote areas. 

 

Quality of Care 

Rural and remote nurses who participated in the narrative approach told us that the complexity of 

their practice is vastly underestimated and that policy and practice changes are needed to 

improve the quality of services that they can provide. The interconnection between rural nurses 

and their context was most apparent in the narrative portion of the study, where the importance 

of community in shaping the nurses’ work lives and everyday practices was clearly evident. This 

importance is not only for nurses in community roles, such as public health, homecare and 

primary care (nursing station, outpost, nurse practitioner, etc.), but also for nurses practising in 

acute care and long-term care facilities. An analysis of the nurses’ experiences reveals that 

several key aspects of living and working in a community shape the nurses’ practices and the 

quality of services that they can provide. 

 

Community demographics make a great deal of difference in what the nurses encounter in their 

practice and shape their skill sets and knowledge. The community’s size, distance from other 

centres, climate, and the demographics of its people influence both the focus of the nurses’ 

attention and their work, not to mention the resources available to them. The direct relationship 

of rural and remote nurses to their communities brings with it responsiveness to the communities 

and their needs.  

 

We are very responsive in our community because we see those people in our 

churches and in our grocery stores. And so, you know, we try and be all things to 

all people — maybe that is kind of bad. But in the end we are the ones who see 

these people outside of our work life too. 

 

Community requirements shape practices in direct ways. In some communities and roles, where 

there are few nurses and many demands, it may be in the form of demanding on-call 

requirements: “I remember being up in this same community and working 36 hours straight, no 

sleep, no break, nothing.” In other situations, it may be the expectations of community leaders: 
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“Well, the band chief said we were here to care for this community and this was what we had to 

do. And he made no bones about it that if we didn’t do it then they were going to ban us from the 

community.” 

 

It takes nurses with extensive knowledge and skills to be able to work successfully over long 

periods of time in such settings. The ways in which the nurses know the clients in the context of 

community, and the community in the context of the clients, is centrally important. Quality 

nursing practice is enabled by developing and maintaining trusting working relationships 

between nurses and clients and nurses and their communities. Nurses noted the challenges, 

particularly in aboriginal communities, and in communities where there is high nursing turnover 

coupled with the difference of culture. 

 

Predominant in the advice from rural and remote nurses to new nurses, educators, administrators, 

and policy makers was the need for more understanding — the need to “learn to listen” and to 

“listen to learn.”  

 To new nurses, the advice was: “Number one, do a lot of listening initially, and very little 

talking.” Take time to observe and learn about the community, culture, and workplace. 

Take time to get to know the community and for the community to know you. Realize 

that there will be a steep learning curve, even for experienced nurses, and that work 

routines and processes will be different from those that nurses may be accustomed to in 

urban settings.  

 To educators, the advice was to emphasize ways of learning that will help nurses learn to 

listen: “Teach them …how to use resources — how to find the answers. Don’t give it to 

them; don’t feed it to them. Guide them, but, because when you’re in the remote areas 

you’re on your own, you’ve got to develop your own motivation and your own way of 

getting information.” 

 To administrators and policy makers: “Listen to your nurses! Listen to them and respect 

their opinions and have an open dialogue.” 
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Rural and remote nurses who participated in our narrative study were particularly concerned that 

policy makers and administrators did not sufficiently understand the realities of rural and remote 

practice, and that this lack of understanding hindered practice in important ways. Administrators 

and policy makers need to listen to the nurses in order to:  

 recognize and support the distinctiveness of rural and remote nursing practice, and 

support those who practise in acute care, long-term care, homecare, public health, and 

primary care settings; 

 put legislation and “systems that support excellent practice” into place that will 

concretely support the scope of practice that nurses find themselves assuming in rural and 

remote settings, supports that adequately recognize the interprofessional character of 

much of rural and remote nursing practice; 

 value nurses and involve them in the shaping of their practice and work environments; 

too frequently, rural and remote front-line nurses feel that they are peripheral to the 

decision-making that goes on about their work and work environments; and 

 adequately recognize the intimate involvement of rural and remote communities in the 

provision of their health services. For example, nurses asked for mechanisms that could 

assist aboriginal communities learn “how the band can support a nurse in his or her role 

in the community.” Others asked for regional planners to better understand that front-line 

nurses in all rural and remote practice areas have to plan programs and act always “with 

the community in mind and what does the community think.”  

 

Throughout the narrative interviews, nurses talked about the difficulties in communicating the 

complexity and character of their practice. They found that although the words they used were 

the same as in urban areas (such as “complex” and “distance”), the meanings were different 

because of the community and practice contexts. They talked of needing to get “underneath the 

words” so their meanings could be more clearly understood by planners and administrators who 

were not familiar with the realities of rural and remote settings. 
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Sustainability of Care 

There has been widespread interest in the retention of registered nurses and other health 

professionals in the workplace in recent years. The sustainability of the registered nurse 

workforce links directly to sustainability of healthcare in rural and remote settings. Two areas of 

note are the nurses’ intent to leave and migration. 

 

Intent to Leave 

In our survey, we asked registered nurses about intent to leave: “Do you plan to leave your 

present position?” The answer “yes” was taken to mean that the registered nurses intended to 

leave their present position within the next 12 months and “no” to mean no plans to leave within 

the next year. Overall, 17 percent of registered nurses planned to leave their present position in 

rural and/or remote Canada in the next year.  

 

We also asked numerous questions that could be related to their intent to leave. In the statistical 

analysis, we selected 41 variables from the 30-page questionnaire that met our initial criteria for 

an association with the outcome of the intent to leave in the next year. Conceptually, these 

variables all fit within one of three categories: the perspective of the individual, the workplace, 

or the community. Individual variables were either specific attributes (socio-demographic, 

health, professional) or variables under the individual registered nurse’s control, such as 

perceptions of satisfaction with work or community. The workplace variables were defined as 

under the control of the employer, and the community variables were defined by community 

characteristics. 

 

Our aim in this analysis was to help understand the reasons why some registered nurses planned 

to leave and others planned to stay. We found 11 statistically significant predictors of intent to 

leave. Men were twice as likely to plan to leave as women. Other individual variables associated 

with intent to leave were higher perceived stress, no dependent children or relatives, higher 

education, and fewer years employed in the primary agency. Individual satisfaction levels 

predicted intent to leave; specifically, lower satisfaction with community and the workplace (in 

matters of scheduling and autonomy) were related to plans to leave within the next year.  
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Registered nurses were more likely to plan to leave if they were responsible for advanced 

decisions or practice, if they were required to be on call, or if they were working in a remote 

community.  

 

Implications for policy makers and administrators from these data are: 

 understand gender differences in work-life, especially in remote settings; 

 identify stressors from the perspective of registered nurses and develop strategies to 

decrease these stressors in collaboration with the nursing staff; 

 consult with staff about job scheduling and being on call; 

 attend to the needs (such as flexibility) of nurses with dependent children and relatives; 

 recognize nursing staff who have been long-standing employees; and 

 understand that registered nurses in advanced practice and remote settings in Canada 

have somewhat higher education than other rural nurses. Some of these nurses may leave 

to continue their education. 

 

Although this analysis focused on intent to leave rather than leaving behaviour (that is, 

retention), the predictors identified provide some guidance for developing policy to enhance 

sustainability of the nursing workforce in rural and remote Canada. The analysis of migration 

patterns from the survey adds a behavioural dimension to the sustainability issues.  

 

Migration 

In the context of health human resources planning, and especially in the examination of the 

supply and distribution of registered nurses in rural and remote Canada, migration patterns have 

not been examined as much as they might be. Little work has been done in this field, largely 

because of the difficulties of acquiring appropriate data. In this study, we examined migration 

patterns, particularly inter-provincial/territorial moves, using data from the Registered Nurses 

Database as well as from our own national survey. Some of the key findings from these analyses 

are listed below. 
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 Both numerically and proportionally, few foreign-educated registered nurses work in 

rural and remote Canada; it is unlikely that recruiting nurses from overseas would 

substantially decrease nursing shortages in these parts of the country. 

 For Canadian-educated nurses, most registered nurses practise in the province in which 

they were first educated; if they do migrate it is most likely that they will move to an 

immediately neighbouring province or to a province with a large population, notably to 

Ontario, Alberta, or British Columbia. 

 Newfoundland and Labrador is the province least likely to attract registered nurses from 

other provinces. 

 British Columbia relies heavily on other provinces, as 40.3 percent of the rural registered 

nurse workforce there is made up of nurses whose initial nursing education was received 

elsewhere in Canada. 

 Continuing beyond the east to west flow, the territories are the most dependent areas of 

Canada in terms of the need to attract nurses who were educated in other jurisdictions; 98 

percent of the Canadian-educated rural registered nurses working in the territories 

received their nursing education from a provincial nursing program. 

 Overall, 11.8 percent of nurses working in rural and remote areas of Canada migrated 

from one province/territory to another at some time since their initial nursing education. 

 This overall proportion masks the considerable variation that exists for sub-provincial 

units. 

 As registered nurses increase their levels of education, in both nursing and non-nursing 

areas, there is an increased probability that they will migrate, first for the purpose of 

schooling and then for work. 

 Once registered nurses move, it is less likely that they will return. 

 

As a result of their very careful, detailed analyses of the age cohorts of Canada’s registered 

nurses, O’Brien-Pallas et al. predict that with a typical retirement age of 65 years, “Canada is 

projected to lose 29,746 registered nurses aged 50 or older to retirement or death by 2006, a total 

equivalent to 13 percent of the nursing workforce in 2001.” 25 With overall migration rates 
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within Canada in the 10 to 30 percent range or more, mobility may be even more important than 

retirement with respect to the loss of nursing care providers. This is particularly so in the small 

and more vulnerable rural communities of some areas of Canada. These communities are losing 

people who are not only healthcare providers but also direct contributors to the social and 

economic well-being and therefore the sustainability of those communities. 

 

Additional Resources 

The Nature of Nursing Practice in Rural and Remote Canada study web site is at 

http://ruralnursing.unbc.ca. Reports and presentations arising from the study are posted there, 

some of them in downloadable PDF format. The web site contains a list of study publications as 

well as links to other relevant sites. 

 

Further Research 

As this study has created such rich, multi-faceted data, this report only touches on a portion of 

the emerging results. Analyses are ongoing, as is a series of knowledge translation endeavours 

with decision makers across Canada. Further work that draws on the study data is under way or 

planned in the following areas: 

 nurse practitioners in rural and remote Canada; 

 scope of nursing practice and advanced practice roles in rural and remote communities; 

 the development of a rural lens to inform policy, management, and practice decisions; 

 clinical leadership and management; 

 “There’s only me:” the sole registered nurse in rural and remote communities;  

 perinatal nursing practice in rural and remote communities; 

 appropriate education for rural and remote practice; and 

 nurses’ experience of violence in rural and remote workplaces. 
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Additionally, further work is under way in articulating the practice of nurses in the various 

practice areas and in the various regions of the country. This work will be focused in response to 

the concerns and priorities of national and regional decision makers.  

 

The study has also revealed the need for further work in several areas, including: 

 interdisciplinary models of care that respect and reflect the variation of communities, 

practice settings, and roles in rural and remote Canada; 

 the integration of advanced practice nurses in rural and remote communities; 

 the inter-relationship between nursing practice and the health of rural or remote 

communities; 

 the incorporation of findings into educational program planning, policy-making, and 

health service delivery; and 

 the practice, support, and educational needs of foreign-educated nurses in rural and 

remote communities. 
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