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Abstract

Rural and remote Australia suffers a severe, chrsimbrtage of a diverse range of
health professionals. This is of major concernalbise the people living in rural and
remote Australia have worse health in several healtcome areas than their
metropolitan peers. Australian and overseas studies reported that health
professionals who grew up in a rural or remote areamore likely than those from urban
environments to return to work in a rural arearaftaduation. Career development
theories indicate that children begin to shapeddd®ut careers in early childhood, and
emphasise the importance of career exposure, ingugtcupational role models, in
shaping career choice. However, the severe chefruidage of health professionals in
rural and remote Australia means there is alswarsechronic shortage of health
professional role models to which children in thaseas can aspire. According to career
development theories, career education shouldlstagtbefore high school if it is to
make up for the absence of visible occupationa& nabdels. Any health career
information in rural and remote Australia has famlisn mid to late high school students.
Career information provided to mid to late highaahstudents is also too late for many
students and their families to overcome the edoial;j cultural, social, family and
financial barriers between them and participatiotertiary education for a health

professional career at a distant university.

This project explored the health professional aareéth a small number of
predominantly primary students living in rural amegnote Australia and studying by
distance education, as well as their teachersnf{zaesmd governesses. Issues around the
knowledge, perceptions and aspirations of studanegation to these careers, before and
after health professional career education, wengr@eto this research. The aims were to
contribute to long-term solutions to the severdthgaofessional shortage in rural and
remote areas, and to widen the career choiceesétstudents. No previous documented
research in Australia had explored the health gsiémal careers with primary students

or with distance education students living remately

This project drew broadly on an action researcimé&aork, fundamental to which
was a suite of activities aimed at informing thedsints about health professional careers.
The research component involved initial qualitativerviews with parent, teacher,
governess and student volunteers from two schdalstance education. The action
component occurred over one school year and indabwty one school, which serviced
an area greater than 500,000 square kilometresadtien component was negotiated

with the school community, and explored a diveesege of health careers. Follow-up
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interviews with volunteers from this school occdred the end of the year. Observations,
informal communications and curriculum review coetpd the data collection.

These students had little opportunity to learn alpoofessional careers, including
the health professional careers, either in thely diges or from the school. In contrast,
they had rich opportunities to learn about workamgthe land. With few exceptions,
students on initial interview showed very limitediokvledge and few positive perceptions
of, or aspirations towards, health professionatees. This contrasted with their
knowledge, perceptions and aspirations in relaticthese careers on follow-up by year’s

end.

Interviews with parents, teachers and governesseslad factors contributing to
the initial limited knowledge, perceptions and easfions of these students in relation to
health professional careers which suggested asigeunature to the health professional
shortage. This generation’s students may haveegrddficulty imagining themselves as
health professionals than previous generationss& kudents, in general, have far less
opportunity to become health professionals thamdrk on the land in the beef cattle
industry. They also have far less opportunity tdip@ate in tertiary education than
many students living in university cities.

This study explored how health professional cairfermation can be disseminated
to rural and remote students—in this case, studiintg in highly inaccessible areas,
and serviced by distance education—as part of gtkication. The study also reports on
participants’ overall positive response to the paogto which they were exposed. The
data tentatively suggests that programs to addnesshortage of health professionals in
rural and remote Australia should include carefplgnned integration of health
professional career information in the school cuitim from an early age. The data also
recognises the complexity of the shortage of healtfiessionals in rural and remote
Australia reported in previous studies. Finallysttesearch highlights the self-
perpetuating nature of the shortage of health psid@als in rural and remote Australia,
and the need for wide, sweeping changes to achiémeg-term stable health workforce

in these areas.

Vi
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Chapter 1: Introduction

This thesis addresses the problem, well documentedlicy and scholarly
literature, of the severe, chronic shortage ofvardie range of health professionals in
rural and remote Australia (Australian InstituteHsfalth and Welfare, 1998, 2008a,
2011a; Cooke, 1968; National Health Workforce Tastd, 2009b; Productivity
Commission Canberra, Jan 2006). Ongoing reseacthetion are urgently required to
find sustainable solutions, because people livintpése areas have worse health
outcomes according to several measures than tetiopolitan peers (AIHW, 2006,
2008a(Australian Institute of Health and Welfar@]12d). One potential strategy,
identified in this literature involves recruiting&lth professionals from Australian rural
and remote communities themselves (Henry, 2009eha2003; McGrail, 2011; Murray,
2006; Strasser, 1992). This thesis addresses #s#hfmrole of education in such a
strategy. Specifically, it explores issues assediatith the knowledge, perceptions and
aspirations of distance-education school studéntgylin rural and remote Australia in
relation to the health professional careers, ttwkedge and perceptions of their parents
and teachers about these careers, and their éspérédr the students and how these

might be shaped by education.

Problem statement

Many strategies have been implemented to addresshtbrtage of health
professionals in rural and remote Australia. Desfiese efforts, in 2010 the shortage
was said to have reached a crisis over the predecade (McGrail, Humphreys, Scott,
Joyce, & Kalb, 2010). In 2012 the Rural Health Stag Committee of the Australian
Health Ministers’ Advisory Council reported thatovkforce supply has reached a critical
level in many rural and remote communities’ ((Aabtm Health Ministers' Advisory
Council's Rural Health Standing Committee, 20139), while the relatively poor health
of people living in these areas continues to biessue (Australian Institute of Health and
Welfare, 2008a). In addition, some of the strategiged to address the shortage have led
to new problems. For example, the extensive usaarft-term locum staff (Wakerman,
Curry, & McEldowney, 2012) causes frequent intetiams to the continuity of patient
care; the complexity of interchanges between pitiand health professionals means that

some information is lost between members of a ptatj health workforce.

Two main bodies of research underpin this thesist &re studies that explore the
importance of recruiting health professionals framal areas. For many years Australian
and overseas studies have reported that healtegsiohals who grew up in a rural area

are more likely than colleagues raised in the tatseturn to work in a rural area after
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graduation ((Henry, Edwards, & Crotty, 2009); HQyE894; Hughes et al.,
2005;(Humphreys, Prideaux, Beilby, & Glasgow, 2008yen & Wilkinson, 2003;
McGrail, Humphreys, & Joyce, 2011; National Ruraatth Association, 2005a);
(Rogers, Searle, & Creed, 2010)Strasser, 1992;ifgitk et al., 2000). This suggests that
school students living in rural and remote areéer diie greatest hope for a stable health
professional workforce in these areas for the tutthiowever, the severe shortage of
health professionals in rural and remote Austnaléans that very few health professional
role models are available to motivate these stwdentonsider careers in health.
Furthermore, students from rural and remote Austiave been and continue to be
under-represented in tertiary education, includinast health professional courses
(Alston & Kent, 2003; Bradley, Noonan, Nugent, &8s, 2008; Human Rights and
Equal Opportunity Commission, 2000b). Even morerying, in the five years to 2007
tertiary education access, participation and ssces for people from regional and
remote parts of Australia worsened (Bradley et24l08). Furthermore, while the total
number of domestic students enrolled in tertianyoadion rose by 29 per cent from 2001
to 2011, the number of students from remote ardbbyf 7 per cent (Department of
Industry, Innovation, Science, Research and Tegrialucation, 2011). This means that
few students from rural and remote Australia gdambecome health professionals.

Second, there is a growing body of literature,lidaig two major reviews of
research on career development in childhood, wéigiports the conceptualisation of
childhood as an integral part of an individualfediong career development
(Gottfredson, 1981, 2002, 2004; Hartung, Porfeliy&ndracek, 2005; Mary McMahon
& Rixon, 2007; Watson & McMahon, 2005; Watson, MdMa, Foxcroft, & Els, 2010).
This research also indicates that the more resttistudents’ exposure is to careers, the
more restricted will be the pool of career optifnasn which they can choose. However,
limited career education is provided to Austrak&mdents before the secondary school
years (Marks, Fleming, Long, & McMillan, 2000; Waits& McMahon, 2005), despite
the strength of the arguments justifying early eaetlucation (Australian Council for
Educational Research, 2010; Gottfredson, 1981, &200204; Hartung et al., 2005; S.
Johnston, 1994; M McMabhon, Carrol, & Gillies, 200Mary McMahon & Rixon, 2007;
Schulthesiss, Palma, & Manzi, 2005; Watson & McMaH005). It is relevant to this
thesis that current health career education aitgimgcruit students from rural and
remote Australia appears to be mainly directedidtll@a and late high school students
(Alexander & Fraser, 2001; Durey, McNamara & Lars@®03; Fraser, Alexander,
Simpkins & Temperley, 2003; Heaney, 1998; Hindma2§l06; National Rural Health
Students’ Network, 2012b). Career education stutirthe mid or late high school years
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is too late to optimally influence occupationaliesfions, academic motivation and
subject selection for most students (ACER, 2010fuia et al., 2005; Heaney, 1998;
Johnston, 1994; Quaglia, 1996; Watson & McMaho®520It may also be too late for
students and their families living in rural and mgenareas to prepare for the additional
financial, cultural, emotional, social and familysts of attending university hundreds of
kilometres away, compared with costs for studentsfamilies living in university cities
(Alloway et al., 2004; Cripps, 2011; Dunbabin & littv2003; Durey et al., 2003).

In contrast, the United Kingdom and the United &dtave already initiated
programs to encourage exploration of health carfeens school entry through to the
final year of schooling in order to address shasagf under-represented groups,
including rural students, in health career cou(siiton & Lewis, 2004; NRHA, 2006).

Furthermore, although there is widespread commuamitypolitical interest in the
shortage of health professionals in rural and renfaistralia, there appears to be no
parallel in available research. For instance, &ariiet search of the A+ Education
database from 2000 to 2009 conducted on 19 Noveg@i& with the search terms
‘health’, ‘medical’, ‘career’ and ‘education’, indendently and in combinations,
searching all fields (e.qg. title, abstract, whagt} failed to identifyany articles on health
professional career education for primary studenfsustralia, let alone in rural
Australia. When this search was repeated in 204 Zitldings were the same.

The project

This project explored facilitators and inhibitonsgathways between (predominantly
primary) school students living in rural and remaAtestralia and studying by distance
education, and health professional careers. Thedbmons of the project were:

«  to provide these students with information aldoedlth professional careers, so that
when they make a career choice they have somematan to help them decide
whether such a career matches their interests egutsn

* to contribute, in a small way, to building sustgile solutions to improve the

shortage of health professionals in rural and reraistralia.

Methodology

Study population. The study involved two government schools ofatise
education—Schools of the Air—whose student popatetivere comprised almost
entirely of students living remotely, rather thamdents being home-schooled. Most of
the students and their families lived on remoteaigigaproperties, mainly beef cattle

stations.
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These student populations were chosen for fiveoreas

It was considered likely that the students wdwdde a bond with rural and remote
areas, given a childhood in the bush, parents ddwvotthe lifestyle and, frequently,
a long historical family connection with rural Ateta. (It is general knowledge that
many people who live on rural properties would meansider living permanently
in the city.)

In Queensland, Health Careers in the Bushlance comprising representatives
from the health and education sectors, and fronfigpahd private organisations
(Health Careers in the Bush Alliance, 2009) runsksioops for secondary students
from regional, rural and remote areas which arermétion and recruitment drives
for the health professional careers (Hindmarsh6208t the time this project
started these workshops had been running for eneydars, ando distance
education student had ever attended (N. Hindmarsigect officer, Health Careers
in the Bush program, personal communication, 2606).

These students have reasonably homogenoudigagy most living on cattle
stations in outback Australia.

Extensive research indicates that parents authées influence students’ career
choices (Alloway et al., 2004; Hartung et al., 20RBasawneh, 2010; McMahon et
al., 2001; McMahon & Rixon, 2007; Vondracek, 20@datson & McMahon, 2005).
Career education at the primary level may be aalitime to involve these parents.
Remote students have a close association withpleimts during their primary
years, when they are educated at home, often bairggpt by their mother. In
contrast, the parents have relatively little diiegblvement in their children’s
secondary education; most students relocate tstardlisecondary school hundreds
of kilometers from home, often as boarders.

Further, most health careers require tertiarycation. Parental support at this
point seems even more crucial for students livingural and remote Australia than
for city students, because of the greater costdved in attending university.
Career information provided to these students dutie primary years would also
be given to parents, who would thus be likely tovgin their own knowledge of
tertiary education and careers and therefore hertadtle to offer informed support
for their offspring.

2

| discuss this further in the next chapter, idatg follow-up of the program’s database in

2012.
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5. These students, their parents and their teatlasesnot previously informed the
literature on potential solutions to the severatsige of health professionals in rural

and remote Australia.

Project design.The design of the project was drawn broadly fronaetion
research framework (Burns, 2000; Kemmis & McTagge®88). Thus the project had
both research and action components which shouteibeeptualised as part of the action
research spiral. These components are separatieid thesis to assist with clarity and
because the pilot study was only involved withrgearch component while the main
school was involved in both. The research compoimotved:
e semi-structured qualitative interviews with paseieachers, governesses and
students of the two schools of distance educationral and remote Australia
e oObservations
¢ informal communications

e areview of the set curriculum.
By necessity, interviews were conducted by telephon

The action component consisted of educational iiesy which included:
e motivational and informative guest speakers

. hands-on activities.

The activities were created and improved usingstiereflectiveplan, act, observe
reflectspiral recommended by Kemmis & McTaggart (1988).

The interviews with the first school were used ada study to test the language
appropriateness and suitability of the interviewstions, and to gauge whether the
participants thought the project was worthwhile tiis school two teachers, two parents,
one governess and five students each participatascne-on-one qualitative interview.

The pilot school was not involved in the action gament, due to limited resources.

The main project took place with the second schbdistance education, whose
students were dispersed over an area in excesdfaf illion square kilometres. The
project involved qualitative interviews carried duatth before and after the action
component. The original plan—to involve only primpatudents in the main study—was
widened to accommodate secondary students follopamgnt and teacher requests. The
activities that made up the action component tdakepthroughout the 2008 school year;
they were created in consultation with the schoohimunity, and improved after
reflection and additional feedback. Parents, teaclgovernesses and students (around
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160 primary and 20 secondary) were invited to pigiite in all activitied.Of these, 22
students, nine teachers, 12 parents and two gasaa@rovided informed written
consent to participate in the interviews after infation sheets and consent forms had
been emailed to families and made available afaceto-face school gathering, in
keeping with the terms of approval for this projgisen by the James Cook University
Ethics Committee. Three verbal replies were reckafeer the actions had started but
were not accepted, because the intention was ¢ordigte a baseline before the actions
took place. The data from one student, one teafttone parent were not included as
they left the school before completing both intews.

Different learning styles were accommodated usingréety of educational

activities chosen to inform the school communitgutthealth professional careers. These

educational activitieswhich made up the action component, included:

* initiating a guest speaker series entitlild | become a health professional?

e organising activity days with the theme ‘Our bifalbody: Love it or lose it’ held
in various buildings (including town halls and ther area of a country race track) in
six locations within the main school catchment area

»  providing age-appropriate library books relatedhéalth professional careers, the
human body and iliness

e  creating a place on the school internet Blacktba#e for the project

» displaying brochures of the many health carearses in the school foyer and at
two town libraries in the school catchment area &bhool display also had a model
hospital with model patients)

e visiting the closest Royal Flying Doctor base

* weaving information about health professionakeas into each interview

e presenting, on request, information to the Parant Citizens’ Association and to a
branch of the Isolated Children’s Parents’ Assdmiat

e placing information in the school newsletter astiool magazine.

Interview transcripts were analysed for:

2 All school members might potentially have papated in something in the project because,
for example, the activity days were part of thericutum, while morning notices over the air,
emails and mailouts were available to all the sthoo

3 The educational activities have been outlinggaipers drawn from this research (Gorton,
2008b, 2009a, 2009b, 2011, 2012) and presentéx shte you remotely interested?' Rural
and Remote Health Conference, 15-17 March 2008 nMisa, Australia and the World
Congress of Internal Medicine, 20-5 March 2010,bdalne, Australia.
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«  knowledge (e.g. of different health professiosg)ilarities and differences in
relation to this knowledge, evidence of changerafidedge, and emergent themes
(e.g. a relationship between exposure and know)edge

e perceptions of, and aspirations to, occupatiorieealth, and factors influencing

these.

The students’ responses were treated as evidenheiofinderstanding of the world
and their experience of it, rather than their ofbjecgrasp of social reality or their factual

knowledge'

The set curriculum materials which formed an ind¢gart of the school’s teaching
were explored to provide data on any health pradass career information they
contained, because | conceived that the currictiiachthe potential to make up for the
environmental shortfall of information about theatile professions for these students.

My place in this research

My own lived experience played a crucial role irsttesearch in at least 3 ways. First my
roles as a medical practitioner, community memiper@arent in Outback Australia made
me acutely aware, well beyond the findings of #earch literature, of the seriousness
of the health issues for rural and remote Austnalid his drove me to undertake the
project and motivated me to use a practical fooushfe project. Finally as home tutor for
my own children | learnt to appreciate the impartafe the education provided by
School of the Air had in the lives of outback faesl This shaped the design and my
conduct of the study so there were direct potebgakfits for the school communities.

4 The information in this section has been pulklisim articles drawn from this project (Gorton,
2011, 2012).
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Note
There are three points | wish to make beforeusisiog the project further.

. This thesis does not set out to criticise pagiresent health professionals in
rural and remote Australia, many of whom have wdreslessly to provide
health care to residents, but rather to contribmtstainable ways to
increase the health workforce in these areas.

. The curriculum was explored looking for inforriaatt related to health
professional careers. The intention was not técisé the distance education
curriculum, which fulfilled wide, sweeping objectis.

. Most of the children involved in the study lived rural properties. My aim
was not to draw those children who had a passiothéagricultural industries
away from their agricultural career aspirationsdognised, however, that
while not all the children could ‘come home to warkthe farm’, they might
still aspire to live in a rural or remote areacimhing them about careers in
the health professions widens their options angiges those who might be
unable to return to the farm with another care¢ioopvailable in these areas.
| also recognised that an off-farm income couldvjate considerable financial
benefit for those on the farm, because of the vabibty of agricultural

industries to seasons, market fluctuations andggsam legislation.

Limitations

This project involved predominantly primary-levélidents living in rural and
remote Australia, and enrolled at two schools sfatice education. Given more
resources, it would have been worthwhile to hateriiewed more students, teachers,
parents and governesses, and to have involvedsbbtols in the health professional

career educational activities.

The review of the curriculum materials was an ind&dout time-consuming, part of
the study. The curriculum materials included attigheets, mathematics and LAC books
produced by the education department, audiotapksidaotapes, and resource books.
The accuracy of the quantitative review of the vese books, in contrast to the other
materials, was limited, because the resource baeks not uniform in font, format or
page size. Nevertheless, an overall understanditige @vailability and nature of the
information about health professionals and the hub@ly in the resource books was
achieved.
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Terminology
There is some terminology which warrants explamatiere.

There are numerous definitions of the teural (Alloway, Gilbert, Gilbert &
Muspratt, 2004), with ‘no perfect rural definititimat meets all purposes’ (Hart, Larson &
Lishner, 2005, p.1154). In Australia, as in otheurgtries, ‘there is considerable
confusion as to exactly what rural means and whegd populations reside’ (Hart et al.,
2005, p.1149). This thesis negotiates the territ@tyveen rural health and rural
education terminology, and uses the teanal for all of Australia except the capital
cities and Townsville, the Gold Coast, the New 8dlfales Central Coast, Newcastle,
Wollongong and Geelong. This definition has bedacted because it is the one used by
the Association of Australian Rural Nurses, the @iluof Remote Area Nurses
Association and the National Rural Health Alliameelefining rural and remote area
health services (Courtney, Edwards, Smith & Finteyy2002).

The definition of ‘a person living in a remote drgiwen in section 49 of the
Queensland Education (General Provisions) Act 2@80fsed in relation to the students
studying through distance education who are coreitlia this study. This definition is

given in full in the glossary.

| also discuss the concept of a ‘sustainable l@ngrrural and remote health
workforce’ or ‘sustainable health workforce in ruaad remote Australial.ong-termis
difficult to quantify, as there appears to be noagally agreed definition. When | refer to
long-termor permanentealthprofessionald am referring to people who intend to stay
in the community for an indefinite period ratheatHeave at the first opportunity, and
who are known to so intend. The expressions ‘sustéde long-term rural and remote
health workforce’ and ‘sustainable health workfoirteural and remote Australia’ refer
to a workforce sulfficient to fulfil the long-ternehlth service and research needs of the
people living in rural and remote Australia. Thisrkforce would be staffed by health
professionals who want to be there because of lihearof, or connection with, the
community and its culture, or their passion foaturealth and their drive to care for
these particular people. The literature suggestsstich a workforce is likely to be made
up mainly of people with rural or remote backgrosynas well as those with urban
backgrounds who have a genuine love for the budltancern for rural health
(Australian Medical Workforce Advisory Committee§NAWAC], 2005a; Hensel,
Shandling & Redelmeier, 2007; Murray & Wronski, B0®@layford, Larson &
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Wheatland, 2006; Sen Gupta, Hays & Murray, 2008n& outreach and telemedicine
services would still be required to provide specsfrecialist and subspecialist services,
and to contribute to the professional developméstadf. Such a workforce would
perpetuate itself, given working conditions condedi retention, and would provide
greater investment in patient care because leseynwould be spent on the higher pay
rates of agency and locum staff, and on the humsources, advertising, travel and
temporary accommodation costs involved in recrgitemporary staff to rural and
remote areas (Adler, Yu & Datta, 2009; Smith & Gr2§09; Wakerman, Curry &
McEldowney, 2012).

School of the Air

The institutional nam&chool of the Aineeds clarification. School of the Air

is defined by the online Crystal Reference Encyetha as

a two-way radio educational service for Australtaiidren living in isolated
areas; begun in South Australia in 1951 to suppieroerrespondence teaching
and reduce feelings of isolation. The Aussat stdlaunched in 1985) was
partly intended to improve the technical qualitytleé broadcasts (School of the
Air, 2005).

The ‘air’ lessons with teachers form only onet péithe students’ school day.
For most of the day students learn from set cuuiounaterials which they
complete under the guidance of their home tutoeyTrhay also participate in

infrequent face-to-face events provided by the stho

The two-way radio has now largely been replagethb telephone and, in
some districts, the internet as the means of conuation between teachers and

their widely dispersed students during air lessons.

| describe School of the Air in more detail wHarontextualise the research
in Chapter 3.

5 Telemedicingefers to the delivery of health services acrodst@ance using communication
methods such as videoconferencing and email (S&ni#nay, 2009, p.15).

10
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Findings

Before a student can aspire to a career, they kmast that such a career exists
(Gottfredson, 1981, 2002, 2004; Johnston, 1994 s@fe& McMahon, 2005; Watson et
al., 2010). From early childhood, the studentsia study had been exposed to a wealth
of experiences, information and role models assetiwith the agricultural industries
generally and, more specifically, the beef indudimycontrast, their exposure to
information about health professional careersgeiiih their daily lives or through their
formal education, was limited. Not surprisinglyesie students generally had little
knowledge of the diverse range of the health psifes before their participation in the
actions provided by this project. For many studekiiswledge of health professionals
was limited to an awareness of the existence abd®and nurses. This limited
knowledge applied to both boys and girls, and vea®eaiated with negative perceptions
of, and lack of aspiration towards, these cargdtBough the older students displayed
more knowledge of health occupations, they still aanarrow view of the range of
careers available in health. The only exceptiongwtudents who had extensive
exposure to health professionals through famihe#lk or injury, and/or a parent who was

a health professional.

After the educational activities most students ldigpd more knowledge of the
range of health professional careers. More imptigtathis increase in knowledge was
associated, in general, with a positive shift ircpptions of, and aspirations towards,
these occupations. What two teachers and two padestribed as the ‘eye-opening’
effect of the project on these students is epitechia the following Year 3 student’s
comments about health professional careers abtlesvfup interview:

People may not have thought that it would be thatdgor them, but when they
tried it, it's like, WOW!

This tentatively suggests that health professioasger education may have a
positive influence on these students’ knowledgecqutions and aspirations in relation to
careers in health. Ideally such education should:

e startearly

e beongoing, relevant and accessible

e employ multiple delivery methods

« include those involved in influencing studentateer choices (Gottfredson, 1981,
2002, 2004; Hartung et al., 2005; Watson & McMaz0)5).

11
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Inhibitors

Inhibitors blocking the knowledge, perceptions asgirations of these students in

relation to the health professional careers wenaddo be numerous:

« Not only did the severe shortage of health pmiéesls in rural and remote areas
mean there were few occupational role models, kistirg health professionals in
these areas were not always inspiring becausentbey often overworked and
stressed.

*  Some of the methods used to recruit staff inaémly diminishedthe presence of
role models the students could connect with; faneple, ‘fly-in-fly-out’ and other
short-term health professionals were not visible oodels out in the community.

e The extensive use of ‘outsiders’, such as overs@éned health professionals, was
perceived by some interviewees as interfering giitidents’ ability to see these
careers as available to locals like themselves.

e The relocation of School of the Air bases awayrfiocal Royal Flying Doctor
bases, and the change in nursing education froah taxspital-based training to
university education, hundreds of kilometres awagant that today’s distance
education students had even less exposure to klelmand information about
health careers than previous generations. Oldécipants expressed the belief that
hospital-based training of nurses should still haygace in the special
circumstances of rural and remote Australia, bexz#usad:

— provided an accessible health career for localestts, who went on to become
long-term nursing staff providing continuity of edior rural- and remote-living
patients

— supplied a small wage during hands-on training

— made a valuable social and economic contributidhe local community.

e Hospitals are the most common workplace of hgaitifiessionals. These students
perceived hospitals as busy, stressed and evenghdbome students also talked
about staff shortages, long waiting times and kahifacilities: ‘I think they need
help’.

e Over half the students had general or focusedfefor example, ‘I don't like
blood'—associated with hospitals, doctors’ surgerisedical equipment and health
professionals. Whether these emotions were moralanet in these students than
they would be in matched children living in metrbifam areas is not possible to
determine. Nor is it possible to determine whethey related to perceptions the
children had heard expressed about health senvicgesal and remote areas.
However, it is hard to imagine that these percegtiparticularly apprehensions and

12
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fears, would not negatively influence students m®ring a health professional
career.

Some of the students provided evidence that ¢idincean alleviate at least
some of these fears. An unexpected outcome fromrbgram was that students
discovered they could have health careers witheimgoexposed to elements that
provoked apprehension and anxiety. For examplestrteent who didn't like blood

indicated an interest in physiotherapy after thacational activities.

Facilitators

Facilitators for the knowledge, perceptions asgirations of these students
towards the health professional careers were foauibeé few. The overall positive view
study participants held of the Royal Flying DocBarvice and parents’ desire to see their
children financially secure in their adult life ddwact as facilitators. The practical and
caring experiences of their childhood may also pldgcilitating role.

Perceptions of parents and teachers

Parents’ and teachers’ perceptions of health psafeals and hospitals were
important because of their support role in shagpind realising students’ career

aspirations.

Although there were examples of positive experisnparents, overall, expressed
concern about the limited hospital services thaydwress to. Their concerns related to:
e physical aspects (‘our local hospital really doeed a major upgrade’)

e  the standard of care (‘we've had a lot of caskere the medical standard has not
been up to scratch’)

» the large workload of some health professiofitiiere is only one doctor doing a
huge area’)

e the lack of continuity of care resulting from thigort-term stay of most staff.

One parent who was also a health professionalateticthat local permanent staff
did not feel valued, partly because locum staffengaid at considerably higher rates than

permanent staff, although the permanent staff geal/stability and continuity of care.

Teachers were more positive, expressing a balameddre of positive and
negative perceptions about their closest hospital.

Both parents and teachers spoke about the diffisudtxperienced by health
professionals and patients when health professiomate recruited from other countries,

particularly countries where English was not thistflanguage. Both groups also spoke

13
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only about doctors and nurses when discussingthpadfessional staff, possibly
exemplifying the limited range of health professibrole models in rural and remote
areas. Finally, parents and teachers had posigraeptions of the Royal Flying Doctor

Service.

Parents wanted their children, first, to be happtheir chosen occupation; second,
to have financial security. The parents’ percegiohwhich occupations their offspring
would be happy doing appeared to influence whetreyr would encourage or discourage
the child’s pursuit of that occupation. For examplaen parents were asked about their
likely reaction if one of their children indicateddesire to be a health professional, one-
quarter expressed reservations because of atsibfitese jobs which parents believed
would directly or indirectly lead to unhappinesscbntrast, parents were open about
their family’s ‘love of the bush’. Possibly becauwsfehis, as well as the children’s
relatively abundant experiences and exposure ta&ingon the land, parents and
teachers perceived that most of them—especiallpdlys—would go on to work on the
land, just as their parents and other studentg®dfem had done. There was a sense of
natural progression. However, a proportion of taeepts wanted their children to
complete an apprenticeship, other training or aekefrst. Parents envisaged the
expertise acquired as something that the childoerdccontribute to the community and
that would provide them with some financial seguritsomething to fall back on'.
Teachers and parents thought that more studentswonsider health careers if there

was greater awareness of, and access to, thesgsare

Issues relating to access

A career in the health professions involves aagrteducation, which for these
students would mean relocating to a major centnglfeds of kilometres away. Such a
relocation involves social, emotional, culturahgncial and family costs (Alloway et al.,
2004; AIHW, 2011a; Cripps, 2011; Dunbabin & Levi&Q03; Durey et al., 2003).

Limited post-school options, apart from workingtbe land or in mining, were available.
These options, such as an apprenticeship with thesnor working on a property, were
visible and accessible, and did not involve all¢bsts associated with relocating for
university—"You know, they might have a more stramgnection back to the land. They
might think, you know, the mines are close’. Clgaibr these students access to a health
professional career course at university was lidnii@mpared with their access to an
occupation in the beef cattle or mining industries.

Furthermore, these students’ access to healthgsiofeal career courses at
university was limited compared with the accesdestis living in a university city had to
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health professional career courses (Alloway e2804; Australian Institute of Family
Studies, 2011; AIHW, 2011a; Bradley et al., 2008pf@s, 2011). This project’s
educational activities were able to positively ilgfhce students’, parents’ and teachers’
knowledge, perceptions and aspirations in reldticthe diverse range of health
professional careers, at least within the timefrafrie project itself, but could not
change students’ access to health professionatcenerses, which remained an
inhibitor. Financial support for tertiary educatisould alleviate the monetary costs, but
not the other costs. There are those for whom oinel lwith family, friends, home or
culture is so strong that relocating to univergtpot an option; yet if given the
opportunity to become health professionals theyhirtig likely to stay in the area as
sustainable long-term staff for that very reasdrese students needed exposure to
provide them with knowledge to foster positive ggtions of, and aspirations towards,
health careers, and they needed access to makea sathber possible.

Curriculum materials

The set distance education curriculum materialsigesl such limited information
about health careers that the teachers and hooreptartents perceived that students
received virtually no information about careersiirthe school. References to health
professionals were almost all to doctors and nurs@gorcing the limited view
participants had about the variety of these cayesithere was little information about
the diverse fields in which doctors and nursesaaudrk. Furthermore, a number of
portrayals gave negative images of doctors, forgre, the doctor in Henry Lawson’s
1892 storyThe drover’s wife‘The last two children were born in the bush—aorigle
her husband was bringing a drunken doctor, by faccattend to her'. In addition, none
of the information about health professionals wasented to the students as ‘this is a
career you could consider doing’, or ‘have you @bered health as a career option?’ One
small section on planning to become a chef, auestiaur, a fashion designer or a
musical instrument maker was the only referenamteer planning in the set curriculum
materials of Years 3 to 7 inclusive. There wereydwner, lost opportunities, where health
professional career information could have beearjparated into the learning materials

with little extra work on the part of teachers, ftators or students.

Summary

Rural communities are short of many different carel2 models. Health
professionals, teachers and veterinarians are afemples. This study explored one
group of careers with these rural- and remote-gj\poimary students—careers in

health—and identified an associated shift in knolgks perceptions and aspirations in
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relation to these careers for almost all the sttedefter health professional career
education. It is reasonable to suggest that witltlveught-out, ongoing positive
exposure from early childhood, perceptions of, aspirations towards, these careers
could be improved. One framework for achieving eaerlucation programs is available
in the Australian blueprint for career developméMinisterial Council for Employment,
Education, Training and Youth Affairs [MCEETYA], @0).

The data from this study, and from the literaterphasise the need for other
changes before sufficient numbers of students fumal and remote Australia can
progress to becoming health professionals in amdlremote areas, and thus both
improve health services and provide health profesdirole models for these areas in the
future. These changes include access to primargarohdary education, as well as
health professional career courses, that compdtbghat available to students living in
university cities. More action is also requirechtidress the recurrent workplace issues
that precipitate the loss of health professiondis are otherwise prepared to work

permanently in rural and remote Australia.

Finally, the shortage of health professionals nalrand remote Australia, and the
poorer health of the people living in these arpasvides an urgent imperative for

ongoing research and action.

Thesis structure

In Chapter 2 | discuss the severe chronic sho&dealth professionals in rural
and remote Australia, referring to previous redeaimed at understanding and
addressing the issue. Strategies which have bdén place nationally and
internationally and the place of students fromIraral remote areas in solutions to the
health professional shortage are reviewed hereeCdevelopment theories are explored
generally and specifically in relation to thesedstots and the perceptions and aspirations
they might hold in relation to health careers. Gbafd contextualizes the research and
discusses the project design in detail. Next Chapexplores the sources for learning
that students growing up in rural and remote Alistraight encounter as a basis for
including health professions among the careersittigit consider pursuing. Part of
Chapter 4 is the review of the state governmeristadce education set curriculum
materials for Years 3 through to 7 inclusive. Faflag on from this Chapter 5 examines
the students' knowledge of the health professiefsre and after the project's
educational activities and the facilitators andbitbrs of this knowledge. Parents’ and
teachers’ knowledge of health professional cansemtso reviewed here. Then Chapter 6
looks at the students' perceptions and aspiratomards the health professions, and
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issues related to this, before and after the etunztactivities used to inform the school
community about these careers. Knowing the impbrtaa parents and teachers play in
children’s career choices, in Chapter 6 | alsoiene\parents’ and teachers’ perceptions of
students’ career aspirations, and parents’ aspirafior their children. Chapter 7 draws
the project to a close with suggestions for tharfuto widen student career choices and
to improve the severe shortage of health profeafsdn rural and remote areas of

Australia where the people have poorer health thein metropolitan peers.
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Chapter 2: A review of the literature
Rural and remote Australia has a severe chronidade of many types of health
professionals (AIHW, 2008a, 2011b; Department odltkeand Ageing [DHA], 2008a).
This issue is a national concern (AIHW, 2011b; Kem& Cameron, 2006), because the
people who live in these areas have worse headtittieir metropolitan peers (AIHW,
2004, 2006, 2008a, 2008b, 2011b; Baade, YouldearyC&ardiner & Chambers, 2011;
Jamieson, Armfield & Roberts-Thomson, 2006).

This chapter begins with a discussion about thetape of health professionals in
rural and remote Australia. Next, strategies toresisithe shortage are reviewed to
demonstrate why further research and action areawgd. | then present one of the main
research findings underpinning this study: thatthgarofessionals with a rural or remote
background are more likely to work in rural and céenareas than colleagues raised in
the city. This draws in a discussion of the litaratabout students living in rural and
remote Australia and health careers—their intarestese careers, their enrolment in
health career courses, and the barriers to healfegsional careers that they face. Next |
review the literature on health career promotiosttments living in rural and remote
Australia as a recruitment strategy to overcomeesofithe barriers. | then discuss
theories of career development. | am interestélisnarea because it points the way to an
understanding of some of the barriers between stadie rural and remote Australia and
health professional careers, and thus to the couakgation of this project. Before
concluding, | look at parallels and lessons todaerit from health workforce issues in
Canada, the United States and the United Kingdoousing first on problems that are
similar to those of rural and remote Australiagtation to the shortage of health
professionals and the under-representation of stadem these areas in health
professionals career courses, then on solutiorsingbese countries which may be
applicable to rural and remote Australians.

The chapter closes by highlighting the gap in tteedture which forms the focus of
this thesis: issues relating to the knowledge, gm@ions and aspirations primary school
students living in rural and remote Australia ahdlging by distance education have in
relation to health professional careers, beforeadtst exposure to health professional

career educational activities.

The shortage of health professionals in rural andemote Australia

Rural and remote Australia needs many more healtfegsionals to care for the
sick and injured living in these areas (Rural He&8tanding Committee, 2012; AIHW,
2011b; AMWAC, 2005a; Bureau of Transport & RegioRabnomics, 2006; Kamien &

18



A REVIEW OF THE LITERATURE

Cameron, 2006; National Health Workforce Taskfo@)9; Pesce, 2011; Sheldon et al.,
2008). The shortage—which is well known throughtustralia—negatively influences
the lives of people living in these areas, whayéneral, have worse health than their
metropolitan peers (AIHW, 2006, 2008a, 2008b, 201Tke higher death rates and
poorer health outcomes of people living in rurad aamote areas is most marked for
Indigenous people (Australian Indigenous Health\et 2012; Esler, 2011; Jamieson et
al., 2006; Johnston, Lea & Carapetis, 2009; Kirkteral., 2010; O’'Grady & Chang,
2010; O’'Grady et al., 2010; Reiner, 2010). | wilalss Indigenous health later in this
chapter. Many studies have been undertaken, any pagers have been written, in
attempts to understand this complex problem (AIF204,0, 2011b, 2011c; Courtney et
al., 2002; Dunbabin & Levitt, 2003; Hensel et 20p7; Mills, 1997; National Health
Workforce Taskforce, 2009; O’Callaghan, McAllis&Wilson, 2005; Orpin & Gabriel,
2005; Peachey & McBain-Rigg, 2011; Playford et2006; Productivity Commission,
2006; Scott, 2009; Sen Gupta et al., 2007; Strag86p; Veitch, Underhill & Hays,
2006; Wright et al., 2006).

Addressing the shortage

A large number of potential solutions to the shgetaf health professionals in rural
and remote Australia have been put in place (Aelled., 2009; Alexander & Fraser,
2001; Couper & Worley, 2010; Drake, 2010; Frasexle2003; Ho & Maddern, 2011;
Moran, Sue, Birden, Fisher & Hancock, 2009; Poratdh, Disher & Cousins, 2009;
Schoo, Stagnitti, Mercer & Dunbar, 2005; Scott, 20Bmith & Gray, 2009; Van Der
Weyden & Chew, 2004; Wakerman et al., 2009; WraoriZB03). These can be broadly
classified ashort-termandlong-termstrategies. In exploring these strategies in the
following paragraphs | have mainly drawn examptesifmedicine, partly because the
shortage of doctors has been particularly problemnand partly because these examples
illustrate both the strengths and the weaknessteedfifferent strategies. My focus on
the shortage of medical professionals specifiaadly be taken to illustrate the broader
problem of the shortage of health professional&ggly, and should not be seen as
detracting from the important role other healthfessionals play in rural and remote
health, nor from the importance of steps beingridkeaddress shortages of these

workers.

Short-term strategies to address the shortagesotdis in rural and remote
Australia generally aim to recruit and retain destivtom somewhere else to these areas.

These strategies have included the Rural and Re@®rteral Practice Program (DHA,
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2008b; Dunbabin & Levitt, 2003), rural retentiorypeents and the active recruitment of
overseas-trained doctors.

The Rural and Remote General Practice Programgedviunding to rural
workforce agencies in each state and the Northerritdry for a range of activities and
support to improve the rate of recruitment of gahpractitioners to work in rural and
remote areas, and their retention (DHA, 2008b; Btepent of Regional Australia,
Regional Development and Local Government, 2016¢ Rural Retention Program
provided incentive payments to long-serving generattitioners in rural and remote
communities that might otherwise experience sigaitt difficulties in retaining general
practitioners (DHA, 2008c). In 2010 this programsweansitioned into the ‘general
practitioners component’ under the new GeneraltRea&ural Incentives Program
(DHA, 2010; Medicare Australia, 2011). Programseoruit overseas-trained health
professionals have resulted in the employment pfagpmately 5500 overseas-trained
doctors per year on temporary visas, and 500 margme permanent visas (Byrne, 2007a).
In 2006, 25 per cent of the Australian medical iorke were overseas-trained doctors,
compared to about 19 per cent ten years previgBstductivity Commission, 2006).
This figure had increased to one third overall B& (DHA, 2008a), with international
medical graduates constituting 40 per cent of tinal igeneral practitioner workforce in
2008-09 (Rural Health Workforce Australia, 2011).

Long-term strategies (which have an inherent lag tbefore they can produce
results, or responses to them can be assessagljértargeting students at school or in
post-secondary health professional courses. Ratasework and rural clinical
placements have been introduced during undergradtiadies to promote rural practice
to undergraduate health professional students (@eyet al., 2002; Henry et al., 2009;
Worley, Prideaux, Strasser, Silagy & Magarey, 200@son et al., 2009). For example,
all Australian medical schools now offer some ra@iponents (Wronski, 2003). To
facilitate the integration of rural components intwlergraduate medical courses and to
promote postgraduate studies and research onheaéth issues, 11 university
departments of rural health, 14 rural clinical slea@nd the first medical schools in
regional centres have been established (Abbotf;200nbabin & Levitt, 2003; Gregory,
Armstrong & Van Der Weyden, 2007).

Other strategies to promote work in rural areasedical students have included
John Flynn scholarships, bonded medical placestentigher education contribution
scheme (HECS) reimbursement scheme. John Flyniesships, introduced in 1997,
provide financial support for medical studentspgersd two weeks each year in the same
rural centre for four years (Australian CollegeRafral and Remote Medicine, 2012;
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Dunbabin & Levitt, 2003). The bonded medical plasgiseme provides medical school
places to students in exchange for six years afgragluation service in areas of
workforce shortage (DHA, 2012a; Lawson, Chew & \lzer Weyden, 2004). The
2000-01 federal budget announced the HECS reimimersescheme as part of the
‘Regional health strategy: More doctors better ises/ program. The scheme offers
reimbursement of HECS medical fees for years ofisetto those who undertake
training or provide medical services in designatedl and remote areas of Australia
(DHA, 2007, 2010, 2012b).

Strategies to increase the number of rural studsrteying health professional
career courses have also been put in place. Headler promotion and training
workshops are available to some rural secondadests (Durey et al., 2003; National
Rural Health Students’ Network, 2012c). There ane rural entry schemes to a number
of health professional career courses, with targ#fright et al., 2006). For instance, in
the last decade the Commonwealth Rural Undergraditaering Committee set a target
for medical schools of 25 per cent of students witlairal background (Dunbabin &
Levitt, 2003). Scholarships for students with ruratkgrounds have also been
established. For example, rural Australia medicalangraduate scholarships,
commenced in 2000, are allocated to 100-120 staadmtral origin each year. Initially
this was in return for a commitment to practiseural and regional areas for at least
seven years after post-graduate generalist oradjgdraining (Dunbabin & Levitt,

2003), but the scheme is currently not bonded ¢WatiRural Health Alliance, 2012).

Why ongoing research and action are needed

Ongoing research and action are essential to etheshortage of health
professionals in rural and remote Australia, fowanber of reasons.

First, as already mentioned, rural and remote Aliatrs have poorer health than
their metropolitan peers in several health outcameas (AIHW, 2006, 2008a, 2011c;
Baade et al., 2011; Clark et al., 2007; Jamies@h €2006). This is explored in the next

section.

Second, the marked discrepancy in health careadiidy between major centres
and rural/remote areas raises questions of sagate (AIHW, 2008a, 2008b, 2011b;
Bureau of Transport and Regional Economics, 2006A2008a; AMWAC, 2005b;
Jong, Vale & Armstrong, 2005; Nuss, 2007; Rural lte@tanding Committee, 2012;
Underhill, Goldstein & Grogan, 2006). For exam@astralians in rural areas have
higher levels of need than metropolitan Australitmnsllied health services, yet they

receive half the level of service provision frortieal health professionals such as
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physiotherapists, podiatrists, occupational theta@nd social workers (Schoo et al.,
2005). As another example, the Northern Territaay the highest per capita alcohol
consumption in Australia, but does not have a priact specialist in addiction medicine
(Conigrave, 2010, p.6).

Third, the shortage ‘has reached crisis proportoves the last decade’ (McGrall,
Humphreys, Scott, Joyce & Kalb, 2010, p.94), wita health workforce supply at ‘a
critical level in many rural and remote communitig&ural Health Standing Committee,
2012, p.39).

Fourth, there have been issues with some of thtegies that have been putin
place to address the shortage (Birrell, 2004; BhadaHospital Commission of Inquiry,
2005; Byrne, 2007a; Cooper & Ralph, 2007; Courtetegi, 2002; Docherty, 2002;
Gorman, 2010; McGrath, 2004; Mitchell, 2007; Moon2907; Orpin & Gabriel, 2005).
Some of these issues are discussed in the follopanagraphs to highlight the need to
continue the search for new solutions.

Neither the HECS reimbursement scheme nor the lomgelical places scheme
has been successful in attracting the anticipatieabers of students. In 2007, for
example, half the allocated funds for the HECS beireement scheme were not utilised
(Mooney, 2007). Furthermore, the Australian MedBaldents Association remains
fundamentally opposed to the idea of bonding sttedeithout financial incentive
(Mitchell, 2007).

Responses to the use of rural coursework and atteathments during
undergraduate years as a recruitment strategyvzaiesl (Courtney et al., 2002; Henry et
al., 2009; Wilson et al., 2009). For example, a®8tudy of first and final year students
in medicine, nursing and pharmacy at the Universityasmania reported that

none of those who recalled undertaking rural comosk felt that it had influenced
them towards a rural career and over two-thirdstielt this exposure had actually

influenced them away from such a career. (Orpinabi&l, 2005, p.2)

In the study, three students reported that undiegakrural placement influenced
them towards a rural/remote career, while 35 regoloeing influenced away from such a
career (Orpin & Gabriel, 2004, p.2). A later study239 health science students at the
same university concluded that a rural placemettierundergraduate health science
programs had a ‘predominantly positive influencestudents’ intention to work in a
rural community post-graduation’ (Doulton, Routl@yPeek, 2008). In another study,
one in six medical students reported experiencipgtantially harmful incident during

remote placement (Patel, Underwood, Nguyen & Viga2®11). Although this was not
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part of the study, it is possible to imagine thattsan experience could deter a student
from considering a career in rural or remote megici

In contrast, a Western Australian study of 42%®dllealth and nursing students
reported that a short, voluntary, high-quality fyplacement increased the chance of
future rural employment for these students (Plal/faarson & Wheatland, 2006).
Similarly, a Queensland study of medical studegg®rted that rural undergraduate
training increased the chance of new graduatessitgaon-urban internships, although
the long-term effect on the rural medical workforemained unknown (Eley & Baker,
2007).

The active recruitment of large numbers of overdeased health professionals to
rural and remote areas of Australia has had ndtahinternational consequences.
Many overseas-trained health professionals conme émuntries in much greater need of
health professionals than Australia (Cooper & RaRfiD7; Wilson et al., 2009), making
such recruitment ethically questionable. Recruitngrseas-trained health professionals
is possibly also unsustainable for their countoiesrigin and is potentially damaging to
Australia’s relationship with these countries; asf&sor Des Gorman (2010), executive
chairman of Health Workforce New Zealand, put it:

Our [New Zealand’s] nexus with Australia is probkgio and primarily serves
Australia’s interests. The level of emigration ofttbrs and nurses to Australia is

unsustainable for us. (p.7)

The main outcome from the World Rural Health Coarfee in 2002 was an
initiative to ‘curb the “poaching” of health-careofessionals by developed nations’
(Docherty, 2002, p.10). The conference created a

code of practice to encourage all countries to rirest own workforce needs and
discourage recruitment and other activities thatacbarm another country’s health-

care system. (Docherty, 2002, p.10)

Despite this code of practice, five years latehat2007 national conference of the
Australian Medical Association (AMA), Professor Reloodie, from Melbourne’s
Nossal Institute of Global Health, was quoted uyghme AMA to explore how Australia
can be self-sufficient with doctor resources: ‘ottise we give aid with one hand, and
with our need for doctors we take away with theedt{Byrne, 2007b). Then in 2011 Dr
Andrew Pesce, president of the AMA, in his speddh@World Medical Association
Symposium, questioned the right of wealthy cousttieaddress their own workforce
shortages with recruitment policies that worsenkfayce and skills shortages in

developing countries (Pesce, 2011, p.10). It sdmtiscommonsensical and logical that
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wealthy countries such as Australia should be primduenough of their own health
professionals without needing to recruit healthfgssionals from less fortunate countries
(Sheldon et al., 2008).

In Australia, while many overseas-trained healtbfggsionals have provided
dedicated health care of a high standard to thérdliem public (Harding, Parajuli,
Johnston & Pilotto, 2010; Rural Health Workforcesfralia, 2011), there have also been
problems. Overseas-trained health professionas, fdmilies and the rural/remote
families they serve often have to cope with cultaral language differences, as well as
differences in health service expectations. Inmegears an increasing proportion of
overseas-trained doctors have come from non-Westning backgrounds where ‘the
standards and relevance of knowledge and skiksigiralian patient needs are uncertain’
(Birrell, 2004, p.639). In the United States anel tnited Kingdom, an overseas-trained
doctor ‘must pass a test of English, medical kndgeand clinical skills before being
allowed to practice’ (Birrell, 2004, p.635), folled, in Canada and the United States, by a
requirement to work in a probationary residencyitps (Birrell, 2004). In Australia, the
requirement to pass an English test has only besituted in recent years, and, ‘with few
exceptions, overseas-trained doctors are permittpdactise without having to pass a test
of medical knowledge and clinical skills’ (BirreR004 p.639). For Australian-trained
doctors the mandatory training and assessmentreghtai practice in Australia is long and
complex (McGrath, 2004). The markedly variable lggokind, training, and
communication and clinical skills of overseas-tegiroctors, in combination with the
absence of standardised assessment proceduredg@vesported to put a strain on the
Australian healthcare system, especially in outetropolitan and rural hospitals as well as
in general practice (McGrath, 2004). Both the ptigéto compromise patient safety
(McGrath, 2004) and an increased supervisory bufdational Health Workforce
Taskforce, 2009) have been reported in associatittnusing overseas-trained health
professionals to fill vacancies. There is now sidfit evidence to show that Australia’s
IMG (International Medical Graduates) assessmedtsaipport processes are in need of an
overhaul (Rural Health Workforce Australia, 2011,().

Extensive media coverage of the Bundaberg ‘Dr Deatbe (Bundaberg Hospital
Commission of Inquiry, 2005; Van Der Weyden, 20@B)d the alleged link between a
very small number of overseas-trained doctors arrdrism, generated widespread
anxiety (Byrne, 2007a; Cook, 2007; Thomas & Hos#nb@a07; Wilson, 2007), despite
assurances to the public and health professiogalsebAMA (Cartmill, 2007). The
Bundaberg Hospital Commission of Inquiry’s repartjocument that was freely

available to the public, stated that
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several cases ... have come to the attention of tinen@ission of Inquiry, involving
registrants who have obtained [medical] registrafio Australia] through the
concealment of their disciplinary histories in atparts of the world. (Bundaberg

Hospital Commission of Inquiry, 2005, pp.7-8)

The actions of one surgeon at the Bundaberg Hosaitd the inquiry that followed,
inevitably led to immeasurable personal costs t@pts, their families, their friends and
other health staff. In addition, in 2005 the inguiras estimated to have cost the
Australian public six million dollars (Morton, 20p3y 2010 the figure had risen to 16
million dollars (Channel Seven, 2010). This mortag, benefit of hindsight suggests,
might have been better spent some years earligiding more opportunities for

Australian school students to become health priofieaks.

Although the recruitment of overseas-trained heaitfiessionals ‘must not be seen
as a long-term solution to our doctor shortage’n(\2e&er Weyden & Chew, 2004), instead
being intended to offer a ‘short-term reprieve’ (RuHealth Workforce Australia, 2011),
there is evidence that the shortage of doctoraustrlian country areas and the use of
foreign doctors ‘held captive by regional registmtin these communities (Cooke,
1968, p.17) spans over 40 years. Furthermore,ss pedease by the Australian Doctors
Trained Overseas Association in 2010 acknowledgad'© TDs [overseas-trained
doctors] have been used to shore up rural/rematithicare chasms’, and ‘it hasn't even
worked. Regional healthcare is worse now thanet éas been’ (Australian Doctors
Trained Overseas Association, 2010). What may gisiap both patients and overseas-
trained health professionals is that even overedis/ago recruitment of overseas-trained
doctors was considered ‘politically expedient ...tlhu not always satisfactory’ (Cooke,
1968, p.17).

While overseas-trained health professionals mayaanore likely than Australian-
trained practitioners to have a history of profesal misconduct, their past records from
overseas are harder to obtain and validate. Pelsittvcase-control study of doctors
about whom patients had complained to the Victdealth Services Commission
between January 2000 and 31 December 2009 repmrézgeas trained doctors had
lower odds of being complaint-prone than thosen&diin Australia (Bismark, Spittal &
Studdert, 2011). Thus while there is antedoctalewte and some research that points to
successful deployment of overseas-trained heattfegsionals to rural areas the research
and literature, including a media statement by Aalistn Doctors Trained Overseas
Association , suggests that it does not providecaessful sustainable solution to the
shortage of health professionals in rural and rendaistralia.
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Attracting nurses from elsewhere to address arestsartages has also been
recognised as a panacea rather than a solutionaiy@@00).

The extensive use of short-term employment modegsdvide health professionals
in rural and remote Australia has also not beehawit problems. High staff turnover not
only interferes with the continuity of care of s on an individual basis (British
Broadcasting Commission, 1998; Coleman, Spurliragk&w & Hayman, 2011;
Wakerman et al., 2012); it also interferes withmteining systems of patient
management and therefore the best outcome fonpaa@d communities (Nel & Pashen,
2003, p.2). For example, in a sustainable chroisiease management project in remote
Australia, high staff turnover was repeatedly iffead as one inhibitor to the program’s
sustainability (Wakerman et al., 2005). Even intfalgan capital cities, with nursing
agency staff, for example, there have been diffiesiimatching the skills of available
health professionals to the requirements of vagasitions, and concerns about the
limited continuing professional development of agestaff generally (Peerson, Aitken,
Manias, Parker & Wong, 2002). In rural and remotssttalia, with a smaller pool of
health professionals willing to work in these araad more limited opportunities to
access continuing professional development, thed#gms are exacerbated.
Furthermore, it is highly likely that the reportiedt potential for rural and remote
communities associated with fly-in-fly-out employmienodels in other industries, such
as mining (ACIL Tasman, 2009; Rockhampton Regi@wlncil, 2011), also applies to
the health sector, although there appears to Ipeiblished Australian research on the

subject which looks beyond the effect on patien¢ ca

Australian medical schools, despite community negtsy continue to produce
health professionals not prepared to work in raral remote areas. For example, an
evaluation of the four criteria used by one medécéiool to select medical students
found that none of the criteria was significanthg@ciated with choosing medical
students who had a positive attitude towards workinunderserved communities
(Quinlivan, Lam, Wan & Petersen, 2010, p.247). althh the study only involved one
medical school, the same selection tools—a weightade point average on primary
degree, Graduate Australian Medical School Admissibest (GAMSAT), interview
score and portfolio score—are also used by othstralian medical schools (Lawson et
al., 2004; Quinlivan et al., 2010).

International students studying at medical schtiotsughout the country represent
20 per cent of medical students in Australia (DI28Q8b). These international students
have recently been recognised as making a sulataatitribution to the Australian
medical workforce, because many stay on and woAustralia instead of returning to
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their country of origin (Hawthorne & Hamilton, 2010.262). However, while these
international medical students may contribute &ttital medical workforce, they cannot
be seen as substantial contributors to the ruadttheiorkforce as most prefer ‘city rather
than regional or rural training locations’ afteaduation (Hawthorne & Hamilton, 2010,
p.262).

Not all Australian medical schools, despite recomdations from the Bradley
review (Bradley et al., 2008), appear concernedigbosuring that medical degrees are
accessible to all Australians (Pitney, 2011; Rah&homson, Kirchner & Wong, 2010;
Van Der Weyden, 2007), including students from Iraral remote Australia. | phoned
each medical school in the state in which | livartly to ensure that my research was not
duplicating what the medical schools were alreaaipgito open the pathway between
their courses and rural and remote school studeantspartly to obtain information about
positions for these students. It was very diffitalbbtain any information, but at one
medical school which did give information there ebetween 150 and 200 places set
aside in each year level for international studdmis less than one quarter of this number
for students from rural and remote Australia. Thenber of students from rural and
remote areas as a percentage of the total numisémadnts would appear to be far less
than the 25 per cent target referred to on pagé2ather medical school reported no
places for rural and remote students. It is posgibimagine that the enrolment of
considerable numbers of international medical sitglposes some of the same ethical
dilemmas as the recruitment of large numbers ofseas-trained health professionals
because, as noted in the previous paragraph, niayys to work in Australia, leaving
their home countries without many of their brigbtipmg adults to care for their sick. At
the same time, Australian students who are pregaredrk in rural and remote areas
may be unable to obtain places at the medical $shGoven also that medical graduates
progress through a number of years of further itngiwhile working as junior doctors,
the situation puts further pressure on the heghitesn’'s capacity to provide sufficient
post-graduate training to all doctors (Brazil, Gi&lade & Brown, 2011, p.165).

The University of Melbourne has recently remodeltsdnedical course to a full-
fee-paying masters degree (Cresswell, 2011; Refbbdsison et al., 2010). This
remodelling circumvents the federal governmentis ba domestic full-fee-paying places
for undergraduate programs introduced in 2009 (N&ts2011, p.12; Roberts-Thomson
et al., 2010). Such remodelling is likely to wodainst solving the severe health
professional shortage in rural and remote Australianaking medicine a career pathway
available to students from all socioeconomic baskgds (Van Der Weyden, 2007). The

cost, around $220,000 for the four-year prograne¢€well, 2011, p.10), eliminates most
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students from rural and remote areas—who mustfimddhe money for additional costs
such as relocation, accommodation and meals. Cageesgerience indicates that such
fees eliminate most students from all socioecona@rocips except the wealthiest (Van
Der Weyden, 2007). Despite the target of 25 pet ekmedical students from a rural or
remote background (see page 21) (Dunbabin & LeX@3), and concerns expressed by
the Australian Medical Students’ Association arngl MMA (Cresswell, 2011; Roberts-
Thomson et al., 2010) about the negative effectihigersity of Melbourne’s

remodelling of its medical course will have on snts and on the existing
maldistribution of the medical workforce, it is dreted that other medical schools may
follow the University of Melbourne’s lead.

Physician assistants (Ho & Maddern, 2011; Hook@t(2 have recently been
trialled in Australia as another strategy to adslifesalth workforce shortages. However,
in the United States, where physician assistanesged in 1965 (Ho & Maddern, 2011,
p.257), only 16 per cent practice in non-metropalitounties (NRHA, 2008). This
suggests that, if introduced in Australia, physicgsistants will add to the health

workforce maldistribution, because most are likelprefer to work in cities.

Physician assistants’ roles include treating imssand assisting in surgery (Ho &
Maddern, 2011). While it is not recorded in thefeoence proceedings, delegates at the
‘Are you remotely interested?’ Rural and Remotelthe@onference 2008 verbally
expressed a concern that introducing physiciarst@sgs to Australia would reduce
opportunities for procedural experience for medatatients and doctors-in-training in
situations where there are already too many warndiigarn hands-on from a limited
number of patients. Procedural experience and ggpeare essential for a medical
practitioner wishing to provide safe care in riamatl remote locations (Wilson et al.,
2009). Further, there is growing awareness thatasy as 60 per cent of Australians lack
basic health literacy skills (Australian Bureaustétistics [ABS], 2008b; Nutbeam, 2009;
Saunders & Peerson, 2010). This means that mantyalass find navigating a complex,
rapidly changing and often impersonal health systemeasingly difficult, and are
thwarted in their search for the right care, atrigbt time, in the right place, from the
right person (Jackson, Nicholson & McAteer, 201@84). To introduce another
classification in what is already a complex andaticehealth service landscape could
lead to further patient confusion and dissatisfarcti

Indigenous issues

People living in rural and remote Australia haveneo health than their
metropolitan peers (AIHW, 2004, 2006, 2008a, 20204,2; Baade et al., 2011;
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Jamieson et al., 2006). As noted earlier, thisies i@ason why it is essential to continue
research and action to address the severe shofthgalth professionals in these areas.
In this section | focus on the health of Indigendustralians, not to detract from the
health needs of all rural and remote Australiansplecause of their significant health
problems and to support the need for ongoing rekehinclude in this discussion
relevant points about the education and employmgtitese Australians which cannot be
ignored when considering health issues in ruralrantbte Australia, and opportunities
for future improvement.

Australian Indigenous people have poorer health ttem-Indigenous Australians.
Indigenous health problems culminate in up to dar difference in life expectancy
between Aboriginal and Torres Strait Islander Aal&ins and the rest of the Australian
population (Australian Indigenous HealthinfoNet 20AIHW, 2010; Capolingua, 2007;
Roxon, 2007). On a number of measures, the Auatréidigenous population also has
poorer health than Indigenous populations in otleeloped countries. On some
measures their health is even worse than thatdigémous populations living in
developing countries (O’Grady & Chang, 2010, p.4@hHe following statistics illustrate
this. In 2001-04, 13 per cent of Australian Indigesnewborns had a low birth weight.
This rate was twice that for non-Indigenous Augrahewborns (6%) (Leeds et al.,
2007, p.43). It is also higher than that for Indiges people living in the developed
countries of Canada (5.4%), New Zealand (7.3%)thadJnited States (6.6%) (Sayers &
Boyle, 2010, p.475), and similar to those repoftedhe developing populations of
Angola (12%), Guatemala (13%) and Uganda (12%)t@drNations Children’s Fund &
World Health Organization, 2004). Around 80 pertegnAustralian Indigenous children
have otitis media by 12 months of age, a prevalémaieis among the highest in the
world (Kirkham et al., 2010, p.569). Twenty per tehindigenous children have
tympanic membrane perforation, a rate exceedingtiheshold of 4 per cent that the
World Health Organization considers a massive puigialth problem requiring
immediate action’ (Kirkham et al., 2010, p.569)e%h health discrepancies are urgently
important, and are the health reasons behind tisgralian government's ‘Closing the

gaps’ program.

The connection to this study is that Indigenousppee-who have poor health by
national and international standards—make up 4&@et of the total population in ‘very
remote’ areas, and 16 per cent of the total pojulan ‘remote’ areas of Australia (ABS,
2008a, p.3). Indigenous adults living in centrakfalia, for example, experience
bloodstream infections, associated with a high ofstteath, at rates that are among the
highest reported in the world (Einsiedel & Woodm2®10, p.567). For hospitalised
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Northern Territory Indigenous children, the ratésevere pneumonia are also among the
highest in the world (O’'Grady et al., 2010, p.598),is the incidence of rheumatic fever
among Indigenous people living in remote AustrefitHw, 2010; Brown, McDonald &
Calma, 2007; Carapetis, Wolff & Currie, 1996).

For Indigenous Australians living in rural and rém@éustralia, education,
employment and health problems interact in a corgal intimate manner. Far fewer
Indigenous rural young people complete high sctamhpared to their non-Indigenous
peers (ABS, 2011a, 2011c; AIHW, 2010; HREOC, 200€i®y are considerably under-
represented in higher education (ABS, 2011b; Bradtel., 2008, p.32), and young
Indigenous adults have great difficulty finding dayment (Alston & Kent, 2003;
AIHW, 2010). The health benefits of work are nowli@own (Australasian Faculty of
Occupational and Environmental Medicine, 2010mbmy Indigenous communities, at
the same time as Indigenous adults are unabladcefinployment, there are perpetual

problems staffing the Indigenous health centrédnertiospital.

The United Kingdom recognises the value of havirgdomposition of the health
workforce mirror the social groups in the commun@pnsequently, as | will discuss
later in this chapter, students from minority greupthat country have been actively
educated, supported and recruited to the healflegsional careers from as early as
primary school level (Angel & Johnson, 2000). Sarly, in New Zealand many Maori
recommend the ‘by Maori, for Maori and with Macaipproach to answer some aspects
of their service delivery conundrum (Buchanan & &téin, 2010, p.472). Furthermore,
Dr Della Yarnold, Indigenous academic facilitatéttee Northern Territory Medical
Program, has indicated that an Aboriginal doctor ltave a broad positive influence on
the community and on individuals; for example, wlsking Indigenous patients to
modify lifestyle factors, an Indigenous doctor gan this into context (Yarnold, 2010).
In rural and remote settings a barrier to acceds#adth services is language and culture,
especially for Aboriginal and Torres Strait Islangeople (Rural Health Standing
Committee, 2012). Increasing the number of Indigsretudents who can go on to
become health professionals for their communitiesld/appear to have potential
benefits for both them and their communities.

Worldwide there is an association between healtheglucation, with higher levels
of formal education associated with better healthfiston, Lea & Carapetis, 2009). In
Australia, a disproportionate number of Aborigistldents fail to complete secondary
school (ABS, 2011c; HREOC, 2000b; Johnston eRlY). Although some Australian
Indigenous students may consider the possibility béalth career in primary or
secondary school (Drysdale, Faulkner & Chester@62p.12), one study involving
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Indigenous students from Victoria and New Southé¥dbund that the students knew
little about health careers (Kelly et al., 2009)ahother study, only 26 out of 144 career
advisers surveyed demonstrated the knowledges skill understanding necessary to

support and advise such students (Chesters 208D).

After secondary school, other factors also inhibitversity study for Aboriginal
students. These include:
» the isolating experience of leaving a close-kmitl community
« lack of Indigenous staff at the university
e limited support
e culturally inappropriate teaching

« the influence of past experiences on motivatkipgen, Ward & Warren, 2006).

While many rural and remote areas are charactebigedoss of their young people
due to migration to the city (Alston & Kent, 20@3alsey, 2009; Larson, 2006),
Indigenous youth are more likely to remain in tl'mmunities than are their non-
Indigenous peers (Larson, 2006). These factorgiboie to poor recruitment and
retention figures for Indigenous students in teytgtudies, including the health
professional courses (Bradley et al., 2008). Fangde, the University of Newcastle has
a special entry pathway for Aboriginal candidatethe Bachelor of Medicine
curriculum. Despite a stated intensive support @nogfor these students and an
emphasis on Indigenous health, of 57 students sethotver a 14-year period, 18 had
withdrawn or been excluded and only 18 had gradu@earvey, Rolfe & Pearson, 2000).
Only 0.7 per cent of undergraduate students whpteted a health-related course in
2004 were of Aboriginal and Torres Strait Islandegin (AIHW, 2007, p.1026).
Furthermore by 2006, when this project startedeti@d been no meaningful increase in
the numbers of Australian Indigenous medical sttgifar some years (Drysdale et al.,
2006, p.12). Health career promotion, as well asmanity support and liaison with the
university, have been identified as some of thedssieeding to be addressed in other
studies (Rural Health Standing Committee, 2012 pKipet al., 2006) to improve the
ability of Indigenous students to participate anti@ve success in these tertiary studies.

For Indigenous Australians, ‘there is now littleuhd that schooling is an integral
part of the attempt to improve health outcomes’ $AR011a; Brewster, 2010, p.457).
This project uses ‘schooling’ as the platform updrich to improve the health outcomes,
the breadth of occupational opportunities, andstigply of health professionals for the

people in rural and remote Australia.
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Old research through different eyes:
The literature and the reality

To recapitulate: so far | have outlined the urgered to improve the shortage of
health professionals in rural and remote Austiadieause of the poorer health of the
people who live in these areas. Much research andus actions have been undertaken,
but more are required, because there is still aape of a diverse range of health
professionals in these areas—reported to have edamisis point in the last decade
(McGrall et al., 2010)—and because there have peariems with some of the solutions
put in place. Furthermore, there is nogiabal shortage of health professionals (Sheldon
et al., 2008), which intensifies the need to findal solutions for the shortage of health
professionals in rural and remote Australia, andaiasider the real world views of the
people who live there (Braithwaite, Skinner & Doe2@11, p.261). In addition, the
Australian Health Ministers’ Advisory Council's RaltHealth Standing Committee

recently concluded that

to address the complexities of rural and remotétthéds necessary to plan and
design health services and health policy specific@r rural by rural’ rather than
trying to adapt and apply a metropolitan healtke caodel. (Rural Health Standing
Committee, 2012, p.45)

A number of Australian and overseas studies repatta health professional who
grew up in a rural area is more likely to returmirk in a rural area after graduation
(Dunbabin & Levitt, 2003; Henry et al., 2009; Helnseal., 2007; Hoyal, 1994; Hughes
et al., 2005; Laven & Wilkinson, 2003; McGrall ét, 2011; Murray & Wronski, 2006;
Orpin & Gabriel, 2005; Playford et al., 2006; Raget al., 2010; Sen Gupta et al., 2007;
Strasser, 1992; Wilkinson et al., 2000). The figginf these studies, which span around
two decades, are the basis for encouraging modests: from rural and remote Australia
into the health professional careers as one strategddress the shortage of health

professionals in those areas.

There are many potential benefits to recruitingruand remote-living students to
health professional careers, with the goal of peattyhealth professionals who will
work in these areas. Such recruitment could bepefients, rural and remote
communities, other health professionals and theestis. The most important benefit,
given sufficient numbers (and working conditions@iraging staff retention), would be
better access to health services for patients.ifhisn is likely to provide opportunities
to improve the relatively poor health of the pedpléhese areas. It could also give

patients confidence about the training, knowledg#l, levels and transparency of
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conduct records of the health professionals sem¥iam, in contrast to the current
situation which is dependant on global recruitment.

Opening up pathways between rural and remote steideid rural and remote health
professional careers is, given sufficient numbléesly to alleviate the current pressure
on other health professionals (mostly raised incthye and mostly very early in their
careers) to do country relieving locums. City-rdibealth professionals and their
families normally decide where to live and worktbe basis of their career, social and
educational aspirations; and usually this is naéside a metropolitan area (Armstrong,
Gillespie, Leeder, Rubin & Russell, 2007). Howewedth the severe shortage of health
professionals in rural and remote areas of Austrétiere are expectations that they will
do locums or compulsory ‘stints’ in the country (8éin et al., 2009). As | indicated
earlier (pages 22-23), research has shown thatfewéealth professional students this
can be a frightening, challenging and overwhelngrgerience (Couper & Worley, 2010;
Hays et al., 1995; Patel et al., 2011; Peachey &ailt-Rigg, 2011). For example, Hays
et al. (1995) noted a ‘genuine fear of many citiged medical students that life away
from the large coastal cities would be unbearaklbile others have reported that
medical students on rural placement find the ismtafrom their peers and other support

structures more significant than they had antieiggdCouper & Worley, 2010, p.35).

Opening up pathways between school students ihandaremote Australia and
health professional careers in these areas wosiidvatien the career choices of the
students. A health career provides a secure positithe rural and remote workforce,
with a comfortable income. Unlike the many agriatdf occupations in rural and remote
areas, an occupation in health is not susceptblestither and market fluctuations.
Students would have the opportunity to gain penssaigsfaction from serving the
community, and to belong to professions which aneegally well-respected. Nursing, for
example, topped the Roy Morghmage of professiorsurvey for the 18th year in a row

in 2012 (Morgan & Levine, 2012) as the most hoaest ethical profession.

If students from rural and remote areas were torgtm become competent,
permanent health professionals in these areasythill bring other benefits to their
communities. The economic decline in rural and remustralia compared to the
economic growth in metropolitan areas has alre@adynbnentioned. Currently a large
proportion of the health workforce in rural and emareas are short-term staff
(including relievers, locums and agency staff). 8ese of the short-term nature of their
stay these staff, in general, do not contributanenucally to the town in which they are
based—most of the salary they earn goes with theenwthey leave. In the United States
it is recognised that ‘in rural communities, hegltbfession jobs are significant

33



THE SHORTAGE OF HEALTH PROFESSIONALS IN RURAL ANDEMOTE AUSTRALIA

economic drivers and recruiting rural youth to bearofessional careers is a long-term
economic investment’ (NRHA, 2006, p.5). Temporagglth professionals are also less
likely to be able to contribute to the (official enofficial) voluntary workforces that exist
in most country communities. These workforces idelaommittees, clubs and church
groups, such as the Country Women'’s Associatioreraand Citizens Associations,
Rotary Clubs and Rural Fire Brigades. Their rolaétping to hold rural and remote
communities together, especially in times of ailgoyernment services and of adversity,
is well-known in rural and remote Australia. In t@st, a permanent health professional
would have more opportunity, and the long-term catment to the community, to
contribute to the voluntary workforces of the ditrHaving an increased number of
permanent residents with tertiary education qualtfons also has the potential to ‘impact
on the social capital and educational profile &f tegion’ (Grey, 2006).

Despite these potential benefits, few students fnaral and remote Australia have
the opportunity to become health professionalsiialrand remote areas (Australian
College of Health Services Executives, n.d.). Mmyecerning, their numbers could
decline further. For example, Heaney’s (1998) swid®205 secondary students living in
rural and remote New South Wales found a relatil@lylevel of interest in health
careers, including medicine, nursing and alliedthe@.2). Almost all health careers
require tertiary education. Students from rural eerdote areas of Australia have
restricted access to tertiary education (Alston & 2003; HREOC, 2000b). In 2001 it
was known that in Western Australia, for exampledsnts from rural and remote areas
were under-represented in health related coursasiarsity (Durey, McNamara &
Coffin, 2001). Despite these warnings signs, thalmer of students from rural and
remote Australia accessing and participating itigser education fell further in the five
years to 2007, with these students remaining ureg@esented in medicine and the
paramedical sciences (Bradley et al., 2008). Alghotinere have been some
improvements since the Bradley Report, the numbstudlents from remote Australia in
tertiary education in 2011, for example, was laésstin 2001 (Department of Industry,

Innovation, Science, Research and Tertiary Educa?011).

Rural areas often experience an exodus of theingy@eople in search of work or
education simultaneously with a local skills shgetgdAlston & Kent, 2003; Halsey,
2009; McMahon & Rixon, 2007). The skills shortageludes the shortage of health
professionals, which in rural and remote areassigmificant problem with dire
consequences. According to Bruner (1996), educdancomplex pursuit of fitting a
culture to the needs of its members and of fittiagnembers and their ways of knowing

to the needs of the culture’ (p.43). An integraapg@roach that incorporates the education,
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health and employment issues of rural and reme@samay be an important strategy for
producing positive enduring outcomes for thesesafealsey, 2009). With this in mind,
in the following paragraphs | build on discussiagnthe previous section by providing a
general overview of barriers in the pathway betwaedents living in rural and remote
Australia and health professional careers. Thiswee begins with a glimpse of these
students’ formal education, starting from earlydimod where the foundations are first

laid to make participation in tertiary educatiorany years later, possible.

The standard and quality of education availabktidents in rural and remote
Australia has been of concern for some time (Allpwaal., 2004; Alston & Kent, 2003;
Halsey, 2009; HREOC, 2000a, 2000b; James et &9;1@arks et al., 2000). Such
concern was the catalyst for the formation of gwdted Children’s Parents’ Association
in 1971. Now with branches throughout rural andatAustralia, this volunteer
organisation continues to work for equality of eatimnal opportunities for children in
these areas (Mitchell, 2011). In February 199%hman Rights and Equal Opportunity
Commission (HREOC) initiated a National InquirydriRural and Remote Education
(HREOC, 2000b), also in response to concerns ahewtducation available to students
in rural and remote Australia. Nevertheless, nieary later in 2009, the need to close the
education gap for regional and rural Australia &gain raised in the federal House of
Representatives by the Member for Lyne, Mr Rob Gh&t (Commonwealth of
Australia, House of Representatives, 2009, p.5189).

In 2012, people living in rural areas are stilladigantaged in their access to
educational and employment opportunities, whictuin restricts their opportunities for
good health compared to people living in metropalitentres (AIHW, 2012).

Factors shaping the standard and availability ataton in rural and remote areas

have included:

« difficulties recruiting and retaining quality t&dng staff

« little professional development for teachers

« lack of teaching resources

e narrow curriculum choices

e lack of competition

e asometimes negative attitude in the communityatds education (Alloway et al.,
2004; Halsey, 2009; HREOC, 2000b).

In recent years, the relatively poor availabilibdareliability of modern technology
in rural and remote Australia compared to metrdganlareas (including the internet,

which is provided at a slower speed but a conslidgigreater cost), has added to the
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inequality (Alston & Kent, 2003; Nutt, 2011). In 20, over a decade after the 1999
HREOC inquiry Professor Alan Hayes, the director of the Australizstitute of Family
Studies, noted that

distance can still be a tyranny and this is reflédh the fact that children in major
cities tend to do better in terms of their phys@yelopment and learning
outcomes, compared to children growing up in regii@md remote areas.
(Australian Institute of Family Studies, 2011

Rural school students make up approximately omd tfiall school students, but
only 17 per cent of tertiary students (HREOC, 2Q08mmilarly, around 10 per cent of
those aged between 17 and 20 years from remoteafiastommenced university or
TAFE in 2001 compared to almost 40 per cent ofétfosm major cities (AIHW, 2006,
p.242). While access to tertiary studies is impngvior urban students, it is, as |
mentioned on page 34, actually declining for rarad remote students (Alston & Kent,
2003; AIHW, 2011a; Bradley et al., 2008; Departmarindustry, Innovation, Science,
Research and Tertiary Education, 2011). Alstonkaet (2003) argue that

globalization and the power differential it creatase had a significant social and
economic impact on rural and remote areas of Alistrarecent times. Major cities
have benefited from the focus on the knowledgeéaseduction that global

capitalism demands, drawing in capital, peoplerasdurces. (p.6)

The reverse has occurred in rural areas, withsadbpopulation, services and job
opportunities. As a flow-on effect, the barrierate by the relatively high costs for a
rural student to attend tertiary studies affectgoofunity, and has become too high for
many rural students and their families (Alston &iKe2003; AIHW, 2011a). HECS fees,
textbooks and daily travel are costs borne byeatlary students. For rural or remote
students, the distance between home and the yecatre means that extra financial
costs are incurred. These costs include:

e accommodation away from home

* meals away from home

e travel to and from home (which must occur a fames every year to maintain some
reasonable contact with family)

* long-distance phone calls.

These extra costs for rural and remote familieetmen estimated to be $15,000 to
$20,000 per child per year (Cripps, 2011). Head®@8) found that the majority of these

6 While this study included participants from reéenand very remote Australia, the numbers
were too few to be included in the statistical ggial (Baxter, Hayes & Gray, 2011).
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secondary students from rural and remote areaswal@aware of these extra costs, their
family’s financial situation and the financial strahat their going to university would
place on their family, and that, as a consequanaey compromised their aspirations

and opted for a different direction after complgtsecondary school.

The financial cost of tertiary study, and limiteghpary and secondary educational
opportunities, are only two of the barriers betwagal and remote students and tertiary
study. Alloway et al. (2004) recorded a dauntingd diverse list of obstacles that
interfere with Australian rural youths achievingithcareer aspirations. The list included:
« limited material resources
-  few occupational role models
«  experiences of a vulnerable economy
e personal and emotional issues and anxietiesgrfsbm having to move away for

tertiary studies or work

e the powerful sense of loss of family and frietiust follows.

For many young people, a sense of loyalty to tb@inmunity and family
‘undermines their choices and ultimately the broadevice they may be able to offer the
community through training in one of the healthegais’ (Durey et al., 2003).

The severe shortage of a diverse range of healfegsionals in rural and remote
Australia means there is also a severe shortageatth professional role models for
students in these areas. For the health careerapthber of occupational role models
available to students living in rural and remotes#alia is, unintentionally, even smaller
than the number of health professionals servinig deenmunity. Fly-in-fly-out, drive-in-
drive-out, and short-term health professionalsnatevisible role models in rural and
remote communities. Alloway et al. (2004) foundttiee ‘lack of occupational models in
rural communities meant that students had feweg@sdrom which to draw in
envisioning what they might become’ (p.249). Thisdinforced by what students asked
in Heaney's (1998) study of 2205 secondary studantsral New South Wales, referred

to on page 34: ‘How do you know what to do if yavén't had the chance to find out?’
(p-29).

Some researchers have focused on the barriersdresgbool students living in
rural and remote Australia and health career tgrtaurses. Many of these barriers, such
as limited occupational role models, limited prignand secondary educational
opportunities, and the costs and social dislocativalved with relocating to university,
overlap with the barriers between these studemtgeatiary education in general, as

discussed in earlier paragraphs. In addition, tleeaeprofessed lack of academic ability,
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and cultural assumptions about gender and occunaatioles, in rural and remote
communities (Dunbabin & Levitt, 2003; Durey et 2003, p.147).

The noticeable gender difference in aspiratiortstidary education and to health
careers warrants discussion. Considerably mors fgoin rural and remote Australia
aspire to tertiary studies and to health careens tlo boys (Alloway et al., 2004; Alston
& Kent, 2003; Durey et al., 2001; Heaney, 1998; $4iis, Gorman, Lawrence & Burton,
2012). Although sensitive to economic downturnjaagl and rural areas can provide
apprenticeship opportunities where there are féagrotvork opportunities. Most are in
traditionally male-dominated industries such astthdes, which may explain lower
female participation (AIHW, 2011a, p.118). The aatidns of rural females for tertiary
studies reflect not only the attractiveness ofdéueers they offer, but also the paucity of
other local work opportunities and, for some, arée® leave the macho culture of the
small town (Alston & Kent, 2003). Male students a@cialised to a strongly masculinist
and anti-urban culture’ (Durey et al., 2001, pI3)ey perceive that they have more local
employment opportunities, usually involving outdeasrk, such as an apprenticeship,
farming or mining. As the health professional ceséevolve indoor work they are seen
as part of the traditional space of women—to themb¢that in some rural and remote
areas, young males who do enter health professgingdicule from the local
community (Durey et al., 2001). This occupatiorex stereotyping is reinforced by the
role models who are available in the community. &ample, in Heaney's (1998) survey
22.1 per cent of mothers were engaged in health bat only 7.2 per cent of fathers. A
recent interview with two university students frannural community in Queensland, the
first in their families to attend university, indies that, at least in their community, the

pattern still exists:

As soon as the boys are at school they're likeiaiht to go to the mines’. With the
girls uni’s something the majority strive for, bwith the boys it's more like, ‘Oh,
let’s just get into the mines or do an apprentiggsiihat divide is pretty obvious.
(Milsome, 2012)

The literature suggests that communities convegetghions and messages to their
youth, Indigenous and non-Indigenous, male and ligrahout what is and is not a
suitable career choice (Durey et al., 2001; Walkeg).

Health career promotion

Health career promotion to students living in ramadl remote Australia is one
strategy to increase the aspiration of these staderthe health professionals careers.

This strategy is based on previous research fisdsugh as that ‘many rural students
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have little family or community support to continwéth school and little help
comprehending the possibilities and opportunitiesiided by higher education’
(Alloway et al., 2004). Furthermore, students pizextthat one reason few took up
studies in the health careers ‘was that they simglye not well informed about what

health careers were available to them’ (Heaney31829).

A small body of literature has looked at healtreeaipromotion to students
attending high school in rural and remote Austréliexander & Fraser, 2001; Durey et
al., 2003; Fraser et al., 2003; Heaney, 1998). sy of careers advisers in north-west
New South Wales demonstrated the potential of healteer promotion. In this study,
after the introduction of a rural high school casdét, a health promotional resource
developed by the Rural Doctors Network of New Sdlftiles, the number of students
from the school attending a week-long health carerkshop in Sydney rose from
seven to 38 (Alexander & Fraser, 2001). This imgplleat rural students may be a well-
documented but relatively untapped resource inderhfuture rural health professionals,

”

such that ‘increasing local capacity to “grow yown workforce” ’ is one of the
strategies proposed for ‘recruiting the right workg’ in the 201National Strategic
Framework for Rural and Remote Hea{fRural Health Standing Committee, 2012,

p.40).

The literature also suggests that there is no atdigkd approach to promoting
health careers to students in rural and remoteralist There does, however, appear to
be potential to improve health career promotiosdiaool students. For example, in the
study referred to in the previous paragraph, orstguof the careers advisers rated their
knowledge of allied health careers as poor, andiftheated their knowledge of
medicine as poor (Alexander & Fraser, 2001). Anositedy involving two of the same
researchers found that health career promotioelladepended on the attitude of the
careers adviser at the school, as well as the@ratbrkload (Fraser et al., 2003). Some
careers advisers in rural schools also taught fipuoother subjects (Fraser et al., 2003).
The majority of these careers advisors reportetthiey did not have a directory of local
health professionals or undergraduate health catedents who were willing to be
involved in health career promotion to the highasdtstudents, nor did they have access
to resources such as a rural high school careefBriiser et al., 2003). Additionally,
when high school teachers from 15 high schoolsiial and remote areas of New South
Wales were surveyed about health careers, onlychaidered careers advisers as being

significant in influencing student career choiddsgney, 1998).

Not long before this project began, the NationaldRtlealth Students’ Network
was formed. By 2012 this organisatjevhich ‘provides a voice for [university] students
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who are passionate about improving health outcdorasiral and remote Australians’
(National Rural Health Students’ Network, 201Zs&¢d grown into anultidisciplinary
health student network, comprising 29 Rural He@libs located at universities around
Australia. The Rural High School Visits Program has become argmalepart of the Rural
Health Clubs’ operations. These volunteer visitgshmade it possible for many rural
students to learn about the diverse range of heatters for the first time. However,
there is no rural primary school visits programctkermore, no visits to schools of
distance education students are recorded on tlamisegion’s website, and between 2009
and 2012 the closest rural school visited was 5i@dletres away from the main school
of this study (National Rural Health Students’ Netky 2012a, 2012b, 2012c).

In Queensland, the Health Careers in the Bush Bnogras created around 15 years
ago to facilitate rural and remote students engettie health professional careers. This is
an alliance of the Rural Health Training Units, Melsa Centre for Rural and Remote
Health, the Royal Flying Doctor Service, Educatiureensland, the Queensland
Aboriginal and Islander Council, and QueenslandltHa&orkforce units. Each year the
program hosts three five-to-seven-day workshopsifgin school students throughout the
state who already have an interest in a healtrecéréndmarsh, 2006). These workshops
are recruitment and information drives, and ard rethree different regional centres.
Long-term follow-up indicates that of the students attend a workshop, 90 per cent go
on to become health professionals (N. Hindmarstjept officer, Health Careers in the
Bush Program, personal communication, 2006). [r62@Men this project commenced,
no distant education student had ever attendedfthese workshops. This last point
was influential in the selection of the sampletafients from rural and remote Australia

for this study.

A subsequent review of the database for Healthe®siia the Bush workshops up to
2012 found only one secondary level School of threstudent recorded to have attended
a workshop (T. Zischke, Cunningham Centre, Toowammplersonal communication,
2012). This student attended as a direct resuhisfproject.

Two points need to be made here:

«  To reiterate: secondary students were not thmegusi focus of this study.

e The database records only a student’s currewioscand therefore did not permit
identification of students who had learnt througgiahce education during their
primary years. For example, a second student wtdban a School of the Air
pupil throughout her primary schooling—eight yeaettended a workshop as a
consequence of her family being involved in thigjgct. Because she was at
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boarding school at the time of her attendanceyasenot recorded in the database
as a distance education student.

It could be argued that providing career informatio rural and remote students is a

greater priority than providing it to metropolitatudents, to help overcome some of the

barriers discussed above.

Late high school, however, is often too late fodsints to explore health

professional careers, for a number of reasons:

Subject choices and career aspirations are gperttient. Decisions about subject
choices, even at the end of Year 8, can affectahge of career options available
on leaving school (Johnston, 1994). In Years 10arid 12, ‘students usually have
to make important decisions about subject chotecaswill have direct and indirect
impacts on their post school work and study optinalker, Alloway, Dalley-

Trim & Patterson, 2006). The students need to ahd@sar 11 and 12 subjects
appropriate for the university course they aspirmtorder to gain entry to that
course (Alexander & Fraser, 2001; Fraser et ab320~or some subjects, a sound
background gained in earlier years is necessaagh@eve the standard of results in
Year 11 and 12 required to be accepted into theezhaniversity course. This can
be more difficult for rural and remote studentsiegi the concerns about more
limited educational opportunities in those areadissussed on pages 35-36
(Australian Institute of Family Studies, 2011; AIH\8011a; HREOC, 2000b).
Students need to have thought about a careerecpdbr to undertaking work
experience, which usually occurs in Year 10 (Hed98). As one rural student
put it, “You have to decide what you want to devatk experience but you haven’t
had any information so you end up going where ytat knows someone and that's
not what you even think you want to do’ (Heaney98,9.29).

Addressing career issues only at this late sgwres the influence of student
aspirations on their motivation to learn througimary and secondary education.
Quaglia (1996) likened student aspirations to ¢ihat was responsible for holding
the educational process together. With high schetehtion rates lower in rural and
remote areas (AIHW, 2011a; HREOC, 2000b, p.119),vamious studies
suggesting that students who drop out of schoafjatl6 have psychologically
disengaged from school as early as grade 3 (Mc@rhicWhirter, McWhirter and
McWhirter cited in Schulthesiss et al., 2005, p)246ere are good reasons for early
career exploration to open up the aspirations aatilvation of these students. In
Heaney's (1998) study the students believed that/'heed greater exposure to

careers advice and that it should come earlidneir school life’ (p.29).
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e It fails to appreciate the time rural studentd #reir families may need to undertake
successful emotional, practical and financial pratian for the transition from a
rural location to a metropolitan tertiary educati®he goal should not be just to get
the students to university, but also to see themmpdete their health professional
courses and become health professionals. Succegssvodve considerable
preparation and adjustment.

«  Previous studies, as mentioned earlier, havdigigld a low level of interest in the
health professional careers among secondary stutiéng in rural and remote
Australia (Durey et al., 2001; Heaney, 1998, p.2).

e Career development starts long before mid orHagh school (Care, Deans &
Brown, 2007; Gottfredson, 2002, 2004; Hartung et24l05; Hertig & Blackhurst,
2000; Lent, Brown & Hackett, 2000; Schulthesisalet2005; Watson & McMahon,
2005), and continues over the course of life (Abgvet al., 2004). This point
indicates the role of career development theoriasiderstanding the low level of
interest that high school students in rural andoterdustralia have in the health
professional careers, and in informing strategie®hcouraging a far greater
interest in these careers.

Career development theory

There is a growing body of literature, includingotwajor reviews of research into
career development in childhood, to support theeptualisation of childhood as an
important and integral part of an individual's ldag career development (Hartung et al.,
2005; Schulthesiss et al., 2005; Watson & McMal2®®5). According to Linda
Gottfredson, career aspirations begin in the pscfears and are an integral aspect of
children’s developing self-identity and perceptiofigender roles and social values
(Care et al., 2007; Gottfredson, 1981, 2002, 26f&vig, 2001). Her theory divides the
development of occupational aspiration into foagss:

e Atstage 1, usually three to five years of adgi@deen are orientated to size and
power, and have a positive view of all occupatitivey know of.

* Instage 2, usually six to eight years, childsestcupational aspirations are selected
from a range according to gender stereotype, andabtively reject occupations
they perceive as being associated with the oppssiéCare et al., 2007;
Gottfredson, 1981, 2002, 2004; Helwig, 2001).

*  Stage 3 usually occurs between the ages of midd.a. In this stage children are
tuned into the social values of their everydaydiwth family, peers and their
community, and they use this in their occupati@sglirations. Once again they
actively reject occupations that are not regardedcaeptable in terms of gender or
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social class. Occupations perceived to require nmbedligence or other skills a
child believes they lack may also be eliminatedbmpromise. What remains at
this stage is a zone of acceptable possibilitiesrtdrom the total list of occupations
the child is aware of.

«  During stage 4, which begins at approximatelyédrs, internal factors such as
interests and personal needs play a predominanthere, adolescents consciously
engage in a search through what occupations reim#ieir social space to find
those that will be personally fulfilling (Gottfreals, 2004; Helwig, 2001).

When the lives of students living in rural and réenAustralia are placed into the
context of Gottfredson’s theory of career developini is possible to argue that many
health professional careers are likely to be elatdd as early as stage 1. This is because
the students may not know that some or any of thesepations exist, because the
severe shortage of health professionals in rurramote Australia means there is an
absence of these role models from their socialdv@ubsequent rejection of the health
professional careers could occur in stage 2 dtigetgtrong gender stereotyping of the
health careers by male students as an indoor giofesand in stage 3 because these
careers lie outside the social values of their pebeir family and their everyday lives in

their community.

Gottfredson’s is only one theory of career develeptbut among career theorists
‘it is generally acknowledged that it is duringldhiood that crucial career related
concepts and attitudes are first formed’ (Schulfisest al., 2005 , p.247). Like
Gottfredson, Johnston (1994) reports that the mesticted a student’s exposure to
careers, the more restricted will be the pool eéeaoptions for the student to choose
from. In keeping with this, it is widely argued tlibcareer advice is to bring about any
change, then it must be started early (ACER, 28kdahon & Rixon, 2007; Oppliger,
Oppliger, Raber & Warrington, 2007; Proctor, 200f&tson & McMahon, 2005), and it
must be undertaken in a way that allows the stsdenperceive the careers as part of
their social world and appropriate for their gender

Some research suggests that carefully thoughtaoeec information beginning in
early childhood has the potential to improve schieténtion rates, student motivation in
school, and participation and retention rates itiatiey education courses and in the
workforce. For example, when Johnson (2000) inéeveid 194 sixth grade and 179 ninth
grade, primarily white, middle-class, suburban stuid in the Long Island district of New
York, 87 per cent had no understanding, or vetig litnderstanding, of the type of work
involved in their chosen career. The same studgddhat the students could not
perceive the connectedness between school and Wwéskows, Johnson argues, that if
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career information is provided from an early agelshts are more likely to understand
the relevance of school to adult life, and makeeninformed career choices, which
should have a positive effect on retention throsigidly and in employment. Similarly, a
survey of 55,000 students from 55 tertiary insiitos in Australia by the Australian
Council for Educational Research (ACER) found #@aper cent of first year tertiary
students first considered university study whil@iimary school (ACER, 2010).
According to ACER’s Director of Higher Educationdearch, the results indicate that
measures to encourage university study aimed airgd@gh school students may be
misdirected, as argued on pages 41-43. He emptidbsaeed to look at ways to raise
awareness of university study from an early agermmmder-represented social groups
(ACER, 2010).

Despite the strength of the argument for earlyeraadvice, current health career
promotion to students in rural and remote Austra&already noted, is limited, and
appears to be mainly directed at middle and lagh bchool students. There was also no
evidence of health career promotion to primarylleedents in rural and remote
Australia in the literature when this project conmoed. Furthermore, although there is
widespread community and political interest in shertage of health professionals in
rural and remote Australia, a search conducted ap 80 2012 using the A+ Education
data base, from 2000 to 2012, with the search téreadth’, ‘medical’, ‘career’, and
‘education’, independently and in combinationsyskiag all available fields (e.g. ‘title’,
‘abstract’, ‘whole text’), failed to identifgny articles on health professional career

education to primary students in Australia, lenalén rural Australia.

Undocumented instances may have been occurring;eatainly after the action
phase of this project isolated non-peer reviewerid@ntations of visits to primary
schools by health practitioners and medical schtments were available (Australian
Medical Association Queensland, 2006; O’Connell, 2Q_IME Network, n.d.). In most
cases the visits were not to rural or remote a@abtheir aim was primarily to
encourage healthy lifestyles and to build rappatth Wealth professionals rather than to
inform students about the health careers as captiens. The LIME networkran a
careers day for students ‘heading for high schodheir school visits (LIME Network,
n.d.), but did not appear to include younger sttalévevertheless, a recent study in

7 The LIME [Leaders in Indigenous Medical Educalibletwork is a Medical Deans Australia
and New Zealand project. It seeks to be a dynaetiwerk dedicated to ensuring the quality
and effectiveness of teaching and learning abaligémous health in medical education, as
well as best practice in the recruitment and retardf Indigenous medical students (LIME
Network, n.d.).
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South Australia using a mixed method research ddgigluding a Year 10 university

experience, but not with younger children) conctlitteat

findings suggest that partnering with primary aedamdary schools, hospitals,
community organisations and a rural health schoalpromising strategy to
effectively meet the educational needs of registiadents and communities.
(Penman, 2010, p.28)

Together, these bodies of research point stromgllye importance of deliberate
education focusing on health professional caradisegorimary level to make up for
environmental shortfalls, to stimulate studentstiragion to learn, to widen career
opportunities and to address the societal issue-sttheage of health professionals in

rural and remote Australia.

Lessons to be learnt from other countries

There are noteworthy parallels between aspectsedfie¢alth workforce distribution
and socioeconomic background of the health workfimcAustralia and those in other
countries. In this section | outline research asthtopics from Canada, the United States

and the United Kingdom.

Canada and the United States

A chronic shortage of almost all types of healtbfessionals is a problem in rural
areas of other countries, including the Unitedestaind Canada (Bly, 2006; NHHA,
2005, 2006; Rosenblatt, Andrilla, Curtin & Hart,@®). In Canada, for example, less than
19 per cent of family doctors practise in ruralaarevhere almost a third of the Canadian
population lives (Bly, 2006). This is similar toetgituation in rural and remote Australia,
where, in 1998, 15.6 per cent of medical practéisrwere caring for 28.7 per cent of the
population (AMWAC, 2000), with a further accentaatiof this imbalance over recent
years (National Health Workforce Taskforce, 2009).

The health professionals most likely to practicéhmrural areas of America are
those with a rural background, a pattern echodtlstralia (NRHA, 2005). For example,
‘the correlation between medical school admiss@siral born students and graduation

of rural physicians of all types is +0.92" (NRHAQ@5, p.1).

Many of the barriers in the pathway between stuglentural and remote Australia
and the health professional careers discussedgas -8 also exist in the United
States. For example, the educational, social arahéial support necessary to enter a
health career is often weak or missing in rural merdote areas of America (NRHA,

2006, p.1), as in Australia. The two countries alsare factors underlying these
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inhibitors, such as problems attracting and retgimgjuality teachers and administrators in
rural schools (Hardre, 2009; NRHA, 2006, p.2).

In the United States, the National Rural Healtho&sation (NRHA) recommends
practices and policies that result in more rurahlsiudents entering the health
professional careers (NRHA, 2005, 2006). The aasioai published a series of policy
papers on what they termed the ‘rural health carpigreline’. Their policy paper
Kindergarten to 12th grade educatigdRHA, 2006) contains a comprehensive list of
recommendations for addressing the barriers betstgients living in rural areas of the
United States and health professional careersrddwnmendations include health career
information and recruitment efforts to begin inreéntary and middle schools, and
directed to students, families, teachers and camarsellors (NRHA, 2006, p.2);
Gottfredson’s theory of career development (Gaton, 1981) and Wahl and
Blackhurst's research (2000) on factors influendhmgyoccupational and educational
aspirations of children and adolescents are guotdte rationale for this approachhe
association also recommends a wide range of pragramppeal to different ages, and to
increase both knowledge of the variety of healtieers and awareness that these careers
are available at various levels of education (NRB@Q6; University of Louisville
School of Medicine Office for Minority and Rural fafrs, 2001). Even before this, in
1995, programs sponsored and delivered by AreatiEdlucation Centres introduced
health careers to over 300,000 students rangiagénfrom kindergarten to college level

(National Area Health Education Centers OrganiratR906).

The United Kingdom

The situation in Australia, where students wittatiand remote backgrounds are
under-represented in most health career coursaesl@@ret al., 2008; Durey et al., 2001;
Heaney, 1998), and the health of rural and remeisralians is, in general, worse than
that of those who live in metropolitan areas (AIH2006, 2008a, 2011c; Clark et al.,
2007; Durie, 2011; Gregory et al., 2007) also ladarities to the situation in the United
Kingdom. There, as in Australia, the social growbsch are over-represented in the
patient population are under-represented in thiéthearkforce, most notably the
medical profession (Angel & Johnson, 2000). Thepdrity is also reflected in courses
preparing students for the health professionsekample, lower socioeconomic groups
and certain ethnic groups remain under-representettdical schools in the United
Kingdom (Greenhalgh, Seyan & Boynton, 2004; Se@meenhalgh & Dorling, 2004).

Indeed, Hilton and Lewis (2004) reported a ‘60GHdifference between the most over-
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represented (Asians from social class |) and ungi@resented (blacks from social class
V)" groups (p.1508).

Widening participation—that is, encouraging studdnim diverse backgrounds
into higher education—has come to be seen as ticpbliriority in the United Kingdom
(Seyan et al., 2004). This arose through a recognitf the value of having the
distribution of the health workforce mirror the tiiisution of social groups in the
community (Angel & Johnson, 2000). The United KingdCouncil of Heads of Medical
Schools has endorsed the principle that the imékeedical schools should reflect the
ethnic and socioeconomic mix of the general pomraand generous ‘widening
participation’ payments have been provided for arsities to recruit from under-
represented postcodes (Greenhalgh et al., 20084 1).1A standardised admissions ratio
has been developed as one tool for measuring tfigseences, and for evaluating the
response to ‘widening participation’ programs (éfilt& Lewis, 2004; Seyan et al.,
2004).

Studies by Greenhalgh and colleagues (Greenhalglh €004) and by Hilton and
Lewis (2004) have documented strategies, analysddrlying factors those strategies
might need to take into consideration, and sugdgsi@aciples that should underpin
future strategies for widening participation. Tllsy report that a wide range of
activities is involved, and evolving, in the WidegiParticipation programs. The St
George Medical School in London alone runs ovetthiifferent projects. These include
facilitation and progression work, such as a prelioiee summer school for 16-year-old
students from under-represented backgrounds whooaidering applying for medical
school (Greenhalgh et al., 2006), and an extendmtiaal degree program offered by the
Kings College, London for non-traditional studefntsm local schools (Hilton & Lewis,
2004).

Other Widening Participation programs work to rdtse aspirations of school
students from under-represented groups in heatders One example is the interactive
CD calledTaste of medicinealso available on the internet (www.tasteofmegiciom),
which is used by individuals and groups such assels of school childrefiaste of
medicineis produced by the St George Hospital Medical thod aims to challenge
stereotypes, encourage students to pursue theintdn and raise awareness of the
diversity of the health care positions. St Georgspital also runs ‘Experiments
Roadshows’ (www.sghms.ac.uk/Courses/wp/index.htfiijah & Lewis, 2004), and
primary school visits. Both are visits to schodiattfit in with the school schedule. For
example, the Experiments Roadshow sessions fiitégson or double lesson time for
Year 8-11 students, and aim to put science andhhesle teaching into context. They

47



THE SHORTAGE OF HEALTH PROFESSIONALS IN RURAL ANDEMOTE AUSTRALIA

are interactive and have different versions, famegle prosthetics, or nursing (K. Lewis,
Widening Participation Officer, St George Hosph&dical School, personal
communication, November 7, 2006). The primary sthigits have a similar approach,
but are adapted for primary school children. Théversity of Wales College of
Medicine runs a ‘step-up’ program, as part of widgrparticipation, that reaches out to
rural Wales to raise the aspirations of studer@s (@wvw.f-a-c-e.org.uk/seminars.htm),
and the University of Sheffield runs the Sheffisl@utreach and Access to Medicine
Scheme program.

In a study of 14- to16-year-old United Kingdom stnts who were academically
capable and interested in science, from a divensger of social and cultural
backgrounds, Greenhalgh et al. (2004) sought tatiigefactors that might affect
participation, such as:

e  students’ perceptions of medical school
e motivation to apply

« confidence to complete the course

e expectations of a medical career

«  perceived sources of support and information.

They found that ethnicity and gender produced fédfemnces in perceptions, but
there were striking differences by socioeconomatust The findings reaffirmed the idea
that recruitment and retention in higher educatedtects students’ personal identity,
motivation and social capital (contacts, influerersonal support), and the cultural
framing of career choices. Consequently, the asthayued that policies aimed at
widening participation in medical education shogiddfurther than the knowledge deficit
model and ‘address the complex social and culemaironment within which individual
life choices are embedded’ (Greenhalgh et al., 2004641). For example, the authors
recommended that self-esteem, personal identitycartain aspects of working class
culture that oppose traditional academic aspiratenmd values should be acknowledged
and addressed.

More generally, Hilton and Lewis (2004) recommendetiatives to widen
participation using imaginative and unconventicagroaches to inspire aspirations,
understandings and attitudes. Further, an editoriabidening participation in theritish
Medical Journa] referring to the St George Hospital Medical Sé¢hwograms,
emphasised that ‘all these projects recognisentipeitance of working with as young a
cohort of potential applicants as possible’ (Hil&.ewis, 2004, p.1508), which reflects
the view held in the United States. Hilton and Le{@004) report that once a student is
‘disenfranchised’ in the educational system, litthgpact can be achieved.
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The United Kingdom research also noted that fenabelssome ethnic groups are
no longer under-represent@@reenhalgh et al., 2004; Seyan et al., 2004), estgyy that
initiatives to address imbalances can be succe&gialimportant point here is that
interventions in operation in other countries swdgeth the possibility of successful
interventions in Australia, and the need for furtfesearch to explore what interventions

might work in the context of rural and remote Aaktr.

Summary

There is a shortage of a diverse range of heattfegsionals in rural and remote
Australia. This requires continued attention, beeawral and remote Australians have
poorer health than their metropolitan peers in sE\eealth outcome areas, and poorer
access to services. Much research has been urelereald numerous potential solutions
have been put in place, to address this shortagieriunately there have been problems
with some of the solutions, and the shortage haently been described as reaching a
crisis. The development of a global shortage ofthgaofessionals (Sheldon et al.,
2008), resulting in other countries being depletEdealth staff, increases the need to
research how it would be possible for rural aregsrdéduce much of their own health
workforce. In 2012 the Australian Health Ministefglvisory Council’s Rural Health
Standing Committee advised that ‘to address theptmxities of rural and remote health
it is necessary to plan and design health ser@ndshealth policy specifically “for rural
by rural” ’(p.45).

National and international studies show that athgabfessional who grew up in a
rural or remote area is more likely to work in satiarea than a colleague who grew up in
the city. Despite this research, and the potehg&akfits to patients, community, other
health professionals and the students themseb@$etv students from rural and remote
Australia go on to become health professionalssayepme the shortage. Furthermore,
most health careers involve tertiary education. Breglley report (Bradley et al., 2008)
highlighted that students from regional and renaoéas are still seriously under-
represented in higher education, with the participerates from both geographical
classifications falling further in the five yeas2008 (p.31). Of particular interest to this
study is that these students remain under-repeémthe medical and paramedical
sciences. There is evidence that the tyranny ¢dudée still has a negative influence on
educational outcomes and opportunities for studeors rural and remote Australia
when compared to students from major cities (Alismrdnstitute of Family Studies,

2011; AIHW, 2011a; Department of Industry, Innowati Science, Research and Tertiary
Education, 2011).
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The career aspirations, expectations and perceptbsecondary students in rural
and remote Australia have been studied in genemaistand specifically in relation to the
health professional careers. Overall there has bédew level of interest among rural
secondary student in the health careers. Manydsatetween rural and remote students
and health professional careers have been idehtfieese barriers include:

e limited educational opportunities

e community attitudes

e lack of health professional role models

e occupational sex stereotyping

« low perceptions of academic ability

e restricted access to health career information

< the financial, personal, social, family and cradicosts associated with relocating to

a distant university.

There is no evidence of previous research studyiadtnowledge, perceptions and
aspirations of primary students living in rural aethote Australia in regard to the health

professional careers.

In rural and remote Australia health career proamolias been initiated and studied.
However, the studies indicate that such initiatiaestargeted predominantly at mid to
late secondary students and are piecemeal, vairyimqgality and quantity according to
location. There is also evidence to suggest theetistudents need career information
earlier to positively influence their motivationschool, as well as subject selection and
work experience choices. Students from rural antbte Australia and their families may
also need years to successfully prepare for this essociated with the student relocating
to a distant university. In addition, career depetent studies indicate that health career

promotion in late high school alone is too latshape most students’ career choices.

Career development theories indicate that childtart to develop ideas about
careers in early childhood—Ilong before the micate high school years. A variety of
programs in both the United Kingdom and the Uniates actively promote health
professional careers from a very early age (kingieeg) through to Year 12 to address
the shortage of under-represented groups, includirad students, in the health
professional career courses. There appeared to deaumented evidence of health
career promotion to rural primary school childrerAustralia prior to commencing this

study.

This study aimed to fill the gap indicated by titerature. It sought to investigate

the knowledge, perceptions and aspirations prirsagents living in rural and remote
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Australia, and those instrumental in their caremmigion-making, have in relation to the
health professional careers. Further, it soughtutestigate whether exposure to
educational activities to provide information abbeslth professional careers could
influence the students’ knowledge and perceptidnara their aspirations towards,

health professional careers. In the next chapdexcuss the project design.
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Chapter 3: Project design

The design for this project was broadly influenbgdprinciples of action research,
with the intention of exploring students’ knowledgerceptions and aspirations, and the
ways they have been shagebhis recursive process involved information shaand
consultation, interviews, and educational actigiti€hildren, parents, teachers and
governesses took part in interviews and educatiactalities, both conducted at a
distance except for one part of the educationalities that was undertaken face-to-face.
The main study was preceded by a pilot study williffarent school of distance
education, to gauge interest, elicit community suppollect initial input and trial the

proposed interview approach.

In keeping with the intent to explore individualdwedge, perceptions and
aspirations, this study adopted a qualitative aggioAs | explained in Chapters 1 and 2,
the foundations of career choice are developetiildimod, so | focused mainly on
primary school children. Responding to concernstified in the literature review with
recruiting Australian rural and remote studente thie health professions, | chose to
examine two distance education schools whose eerdfwere almost entirely made up
of geographically isolated students. The pilot gtweis conducted at one school of
distance education, which | will refer to as gt schoo) while the main study was
undertaken at a different school of distance edaivhich | will refer to as thenain
school In adopting and implementing this approach | iath influenced and assisted by
my membership of the main school community.

This chapter shows in detail each aspect of thigidesd implementation of the
study. | begin the chapter with a broad overvieungfresearch design, followed by a
discussion of the steps taken during the inititdrimation and consultation stages with
the school communities. | then discuss the formdliaformal support received to allow
the project to proceed. After that | contextuattse research, detail the participants and
discuss the design of the questions in the quigkitétterviews. | outline the nature and
purpose of the educational activities, and disedssthe set distance education
curriculum materials were reviewed, before conaigduith the critical considerations

involved in implementing the project.

8 The methodology has been outlined in publicatiinasvn from this research (Gorton, 2011;
Gorton, 2012) and presented at the ‘Are you remaeérested?’ Rural and Remote Health
Conference, 15-17 August 2008, Mount Isa, Austiatid the World Congress of Internal
Medicine, 20-5 March 2010, Melbourne, Australia.
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Research design

The broad design of the project reflected sevarasicierations. The design
involved, at its core, initial information-shariagd community feedback followed by
two rounds of qualitative interviews either sideacfuite of activities designed to provide
information about, and to promote interest in,lkalth professions. From action
research, it drew an understanding that reseatehded to influence a community and
its values and practices must involve the communityn the ground up. From the
general literature on qualitative research, it dilegvunderstanding that semi-structured
qualitative interviews are the best way to explheeknowledge, perceptions and
dispositions of people on a matter of interest (Bu2000). Furthermore, qualitative
research offers a sound approach to take in awellahew area of research
(Liamputtong, 2009). This research was interesidtié knowledge, perceptions and

dispositions the distance education students haebjard to the health professions.

The overall research and design involved:
» close, recurrent consultation with members ofstti@ol community
e development of educational materials

. interviews.

Part of the justification for using this approadmes from the literature on action
research. Action research is a practical problelvirgpapproach to research (Burns,
2000). As the rural/remote health professionaltsigeris a practical problem, in a social
situation (rural Australia), action research metllody was the logical choice for this
project. Furthermore, an earlier study of caresisas in north-west New South Wales
and their promotion of the health professional eeeoncluded that an exploratory
action research approach may elucidate ‘additidoedlly specific and effective health

career promotional strategies’ (Alexander & Fragef1, p.148).

Thecollaboration participationandcooperationcomponents of this project, and of
action research, enriched the project. For exanagléhe researcher | could only bring to
the project my perspective; however, by collabagtvith teachers, parents, governesses
and isolated students, | achieved a greater ddpthd®rstanding. These components also
ensured that participants gained new knowledgeBriser (1996) has pointed out,
acquired knowledge, as opposed to didactically sepd<nowledge, is the most useful.
Bruner also argued that

if you treat people, young kids included, as resjiaa, contributing parties to the
group, as having a job to do, they will grow inte-some better than others,
obviously, but all benefit (p.77).
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Actionswere planned after reflection on the data drawmfinformants, in keeping
with standard action plan strategies. These actaptored health professional careers
with the students, teachers, governesses and paireat manner appropriate for distance

education.

My other core research strategy was to conthtietviews The literature suggests
that qualitative research is needed ‘to hear miteaced voices’, and ‘when there is a
need to understand the contexts or settings thgtgptrucial role in the lives of the
research participants’ (Liamputtong, 2009, p.hi previous research is available that
explores health professional careers with primaurglents living in rural and remote
Australia, or with distance education studentstif@rmore, the pathway between these
students and health professions is influenced étidents’ everyday lives. In addition,
qualitative research allows exploration of issuesfparticipants’ perspectives
(Liamputtong, 2009, p.xiii). With these considemat in mind | chose semi-structured
qualitative interviews, positioned before and after educational activities, to collect this
study’s main data. | designed the questions salteanhterviews had both research and
education components, so that participants wowsld gain information simply from

participating in the interview.

Other data were also collected during the mainystiidis data included:

e responses to initial presentations about theeptdp parent, governess, student and
staff groups within the school community

e subsequent informal communications from membetseoschool community.

These communications involved feedback on the pr@je a whole, or elements of
it. They were recorded anonymously, and only whth permission of the school

members.
| also kept a journal throughout the year of theaational activities with the school.

Finally, | reviewed the state education departngesdt primary curriculum papers
for distance education students, looking specifidar the exposure primary distance
education students had to information about théttheeaofessions in the set curriculum

papers.

The pilot study aimed only to provide informatidooait the project, to test and
refine the qualitative questions, and to gaugeata/ance of the study for a rural and
remote community. It involved only one set of gtaive interviews. The main study
involved initial interviews and consultation, folled by action-research cycles of
planning, acting, observing and reflecting in rielato the educational activities. The

main study ended with follow-up interviews.
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| also considered two other possible research agpes to collecting data for this
study. Aquantitativeapproach, such as a multiple choice mailed sugquegtionnaire,
would have offered operational advantages, sut¢imasand financial economy. Such an
approach may have also provided statistical dadecarrelations. However, there were
disadvantages to using quantitative methodologyhisrstudy. For example, a mailed
survey often only offers preset response optiohéclmwould have limited the depth of
the study and, therefore, the wealth of knowledgje # be gleaned from it. Providing
space to allow short answer responses might haledad the depth of information
gathered. However, | discounted using a writternesprequiring short answer responses
because of the nature of the task. My judgmentthatsproviding data in a
conversational interview was less onerous for #réigpants than providing written
answers. While it may sound stereotypical, my olzgt@n as a bush person myself is
that spoken text is preferred over written texpapulations like the one | was
researching. A written survey constitutes ‘officeri, while a qualitative interview
conversation only asks participants to do what thegvery day—talk. Furthermore,
many participants were primary students, so théingacomprehending and writing
tasks involved in doing a written questionnaire rhaye skewed and limited responses.

An ethnographicstudy was also considered. Such an approach viawiel
attempted to capture the social reality of theagise education school community being
studied, because an ethnographic study is concevitiedienerating and developing
theory on the basis of a close description of amanity’s life. The ethnographic
approach is not a homogenous technique, but ing@weariety of methods of data
collection. A frequently employed technique invawbserving what it is like to be part
of the scene—the physical setting, the activitied the interactions of the people
concerned. The participants in this study, howewerge scattered over a geographical
area greater than half a million square kilomet@igen this context, direct observation
of each participant in their world, within theirdnadary fence, was not practical. Other
techniques used in ethnographic research, howswei, as listening to participants,
observing students and parents at the activity,days telephone interviews were

employed in this study.

Initial information and consultation

First of all, my broad strategy was to let all thembers of the school community
know about the study, to elicit their interest angport. At both schools, communication
began with the school principals and worked outwaindough the school communities.

At the pilot school, the school community was imfied of the project through a staff
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member. Information about the project was disteduterbally, and by written
information sheets. At the main study school, binfed each broad group within the

school myself.

Within the main school community, these broad gsoegnsisted of the staff, the
parents, the governesses and the students. To @mdmah of these groups as welcome
participants to the study, | presented an intradndb the project to each group and to
the school as a whole. However, partly becauskeohuige distances that separate
individuals belonging to this school, partly becao$the dependence on technology and
travel, and partly because participation by anyvddal family in any particular school
activity is contingent on many factors outside $hkool’s influence, there was still no
guarantee that every member of the school heandt #ihe project before it was

implemented.

At the pilot school, written information sheets awhsent forms were distributed by
a staff member who actively informed potential jggrants about the project. The staff
member was given this task by the principal witrowh had been communicating.
Participants indicated their willingness to be ilweadl in the study by returning signed

consent forms.

Communications with the main school also began thighschool principal. In 2007,
around 12 months before initiating the main sclpwoject, | floated the idea with the
school principal to gauge the practicalities of iempentation in the distance education
setting, the likely response from the school comityuand the school’s previous
experience with research projects. | continuednitéently to report on the progress of
the development stage, asked questions as they andssought permission for each of
the subsequent steps throughout the project. lvesys conscious that the project

needed to fit in with an already busy school tirhkta

At the main school, in contrast to the pilot schdgrresented verbal information
about the project separately at telephone meetihtfe governesses’ group, the Parents’
and Citizens’ Association and the School Counalsb presented an outline to school
families over the phone at morning notices. Findllyid two face-to-face presentations,

because communicating by phone denies audiencessatcnon-verbal cues.

The first face-to-face presentation was to the scsff. The second was to the
home tutors at the first face-to-face gatherinthefwhole school for the year. These
verbal presentations were reinforced by informasibeets, consent forms and Power-
Point slides. In presenting the project, | feltigbtl to ensure that my approach was not to

confront or go against the existing values anderaaspirations of community members
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for their children, but merely to demonstrate thab in health was a worthwhile pursuit,
and would make it possible for the student to retarwork in a rural area.

Despite all this, for the reasons outlined abowtillicould not be sure that every
member of the school community knew about the ptdjefore it began.

Formal and informal support

From the start, the project was conceived as catentbuld be responsive to the
needs of the communities concerned. tiydus operandumwas to be respectful of the
school communities. With this commitment, the stddy/not proceed until approval was
gained from these communities. | sought to endwdest and most responsive
communications with as many members of the comnasnits possible.

In addition, there were formal approval requirersehtipplied for and received
approvals from the relevant state education deantfrand the James Cook University
Ethics Committee. Further, | applied for and reediapproval to work with children
under theCommission for Children and Young People and QBildrdian Act 2000
(Qld). Finally, I sought and secured advice and appriveat an Indigenous adviser to

ensure that the project was culturally approprieteny Indigenous participants.

Figure 1 on page 58 shows a timeline for the agttwase of the project with the
main school.

Separate formal approvals were secured for thé aild main studies. The James
Cook University Ethics Committee (approval numb@6i0), the education department
and the school principal provided formal approwalthe pilot study. Each adult
participant also provided written consent. The per@rovided written consent for their
children. Participants also provided verbal appraugen | phoned to book an interview
time with them.

For the main study | applied for and secured apgdrivem the James Cook
University Ethics Committee (approval number H2888)l the education department to
conduct qualitative interviews with students, péseteachers and governesses, as well as
educational activities related to the health prsifatal careers. All potential participants
were provided with an information sheet. Only thag® returned signed consent forms

were interviewed.

In addition to formal institutional support, infoatnsupport for the project came in a

number of ways.

9 The name of the state has been omitted to heilptaimaparticipant confidentiality.

57



8S

108l0id jooyds urew Joj auldwin 800z T 94nbi4

Mar 8: Application to Education Dept submitted

Educ. Dept Verbal approval received from central research dept and school principal

enhrovl Written approval received from school principal

i i Mar 5: Application to Ethics Committee submitted and approved
Ethics committee approval

May 1: Amended application to ethics committee (to include past and present students of main school) approved

Approval as culturally appropriate for  Approved, verbally then in writing, by an indigenous adviser employed by the university
indigenous students

Consultation with schoal principal

Jan Feb March April May June July Aug Sept Oct Nov Dec

Consult-

Consultation with school community ation with o : : _— L § Follow-up

Initial interviews Educational activities, including interviews X )

’ . school interviews

Apr 17: Presentation to phone meeting of )
. community
governesses' group

22: Presentation over morning notices to school |Initia| interviews

familtes All phone interviews due to geographic dispersal of participants

23: Presentation at phone meeting of student council Commencement delayed awaiting:

24: Face-to-face presentation to staff +  Ethics Committee approval of amended application
27: Article submitted to Govies Gazette « replacement of faulty voice recorder
28: Information sheets and consent forms posted and emailed to families ¢ Education Dept. approval to do student interviews one-aon-one

ncing eneakar nhanac with cinanvicing adult in the hacksrannd

YITVHLSNVY TVNOI2HANY 1vVdNd NI STYNOISS3I40dd HLTVAH 40 I9VLIHOHS IHL



PROJECT DESIGN

There was, in my view, genuine support from scheteff for my initial face-to-face
presentation to them. Even though this present&tiok place on the afternoon before a
long weekend, when teachers were likely to be keget away, there was minimal
evidence of distraction, and positive evidencergfagiement. My sense of this was that

the teachers viewed the concept of the projeanasiitant.

Informal support also took the form of spontanecarsversations, phone calls and
emails from parents. One parent, for instance, wa® unable to return the forms by
email or fax, indicated in broad terms that she seakeen to participate that she was
prepared to bring the forms over three hundredhélives when she next visited the
school (parent email April 2008). Another paremognised the value of the study simply

in addressing the limitations of her child’s knodde:

I would like my children to be involved so that yheave a knowledge of who these
people are. When one of my children had to repgeatad to see an occupational
therapist and a physiotherapist and she thougiitvileee doctors. (Parent phone call
April 2008)

Another parent more explicitly related the projecher children’s career aspirations

and planning:

| would so dearly love something like this for Carsdra [older child, previously
enrolled with School of the Air, now doing secondschool at boarding school]
whose interest in a medical or associated carexevdrded but not wavered, as yet!

Belinda, at this stage, has her sights set onfighealth professidfi, but | can see
value for her from participating in this study &alning about planning a career

path.

| also may glean some knowledge which may assiss&alra. | haven't discussed
this with Belinda. | thought first to ask you whethmy interpretation of the benefits
is correct and whether having ‘interlopers’ on lobaould hinder your study?
(Parent email April 2008)

There was a sense that this mother believed thegbmmay have a number of
benefits for her family. For example, she thougletproject may provide general and
specific career guidance for her children. As a&pawho left school after Year 10, she
also thought the project would provide insightshomw she could support her children’s

aspirations to tertiary education. While she regsgphthat this might stretch the project

10 This student’s career aspiration has been dwiidel to preserve the anonymity of the family.
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beyond its intended boundaries, she strongly hagedhdicated by her use of the word
‘love’, that it could accommodate their needs.

Another parent also began with a general expressisapport for the project: ‘I am
so grateful that you are undertaking somethindpisfinagnitude and offering us the

opportunity to participate’ (parent email April 28)0

Like Cassandra and Belinda’s mother, she alsoegtlis directly to her own
children’s career development needs and her owa togleetter support them. She also
placed these needs into the context in which tived) acknowledging a shortage of
information about these careers but at the sanmdinhesperate need to fill these

positions in the community:

Itis an issue that | have been anxious aboutdeesl years as Hamish showed an
inclination towards a medical calling—but | didkitow where or how to really
provide him with any guidance on this, other thapaint out and discuss our visits
to a GP [general practitioner] or the RFDS [Royglrig Doctor Service]. He began
to lose interest in that direction, and | wholehedly feel that it is due to a lack of
information about various medical professions ahdtthey entail that | could find,
probably mostly a downfall on my part for not trgimore diligently to access
something. Hamish is still listing medicine as agible career choice, but it is now
below Paleontology (I know, | know, the world nees®ther dinosaur man like a
hole in the head—and we are crying out for all sypemedical people out here in
rural areas). As you said, it is difficult for ailchto know what they are passionate
about as a career, but some children do have a fomo an early age and by
providing them with information and examples pegheye can assist them in being
confident in those choices. After all a child isywenlikely to decide they want to
work towards becoming an accountant (or any prafayst 16 if they have no idea
what an accountant does and there are 1000s objdglikere that we don’t know
exist. | would be extremely interested in partitipgin this project if | am able and
I think that Hamish, Ben, and Anthony would appaéeithe opportunity as well—
Hamish is still in primary school by the way—heagiade 7—so that might make a
difference to whether or not he is allowed to g#rtate—I believe you mentioned

that it was aimed at primary school children. (Raeenail April 2008)

Who was recruited

As noted already, for both the pilot and main ssdl recruited predominantly
primary school students living in rural and remAtestralia and studying by distance

education, their parents and their teachers, imutugovernesses. | recruited from rural
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and remote areas because, as the literature sbbildsen from these areas are the key to
improving the supply of health professionals farsh areas. Of all those recruited to
health professions, those recruited from ruralr@mdote communities are the ones most
likely to return to, and remain in, these commuasif AMWAC, 2005a; Hawthorne &
Hamilton, 2010; Hensel et al., 2007; Quinlivanlet2010; Strasser, 1992; Wilkinson et
al., 2000).

| recruited children from this age group partly dese, as | explained in Chapter 2,
there is general agreement among career thedvatsdreer development begins from a
very early age (Gottfredson, 2004; Helwig, 2001 Mation et al., 2001; Schulthesiss et
al., 2005; Watson & McMahon, 2005), and this appéaibe the ideal time to start
exploring and informing students about careerse@ord reason for recruiting from this
age group is the need for long-term planning toc@w®e some of the practical
difficulties these families face when their childrenter tertiary education. Finally, by the
time these students are in secondary school they deenerally moved away from their

families and rural areas to boarding school, andtioarding schools are in cities.

At the request of some parents and teachers listidrecruit a small number of
secondary student participants. As an exampleasietihequests, one parent asked:

When we receive the information sheets and corfeamt can we share these with
children who are not in our school, so they capdre of this too? (Parent request

over morning notices April 2008)

Another asked Children who are past students of School of the it are now at
boarding school, can they participate too?’ (paregtiest over morning notices April
2008).

As a result of these and similar requests and sulese feedback, including a
request from the principal, the original focuslud project was extended from primary
distance education students only to include thblingls who were past and present

students of this school.

| also recruited parents, teachers and governdssgsneral terms, parents
(McMahon et al., 2001) and teachers are knownftodnce students’ career choices
(Alloway et al., 2004; Hartung et al., 2005; KhasaWw, 2010; McMahon & Rixon, 2007;
Vondracek, 2001; Watson & McMahon, 2005). Apprengthe significance of the
parents in this study means understanding the digsashtheir children’s lives. These
students have a close association with their pauduning their primary years when they
are educated at home on their properties, ofteghteay their mother. In contrast, their

parents have relatively little direct involvemerithwtheir secondary education, as most

61



THE SHORTAGE OF HEALTH PROFESSIONALS IN RURAL ANDEGIONAL AUSTRALIA

students relocate to a secondary school hundrddiofetres from home, and live as

boarders at their school, in a hostel or at a pgivasidence. Thus two further reasons for

beginning career education for this group of stisldaring the primary school years are:

e  toinclude their parents who, as mentioned, mortant influencers of final career
choice

* to allow students to consider careers and pgossibke career choices while they

are living in their rural and remote settings.

For these students, a career choice made in segosutol would be a career

choice made while attending a school in the citieroas a boarder.

Furthermore, most health careers require tertidagcation. The financial,
emotional, social and cultural costs for a ruratlsht to enter and complete a university
course are much greater than for a city studenb@aly et al., 2004; Cripps, 2011;
Heaney, 1998). Parental support is generally evare icrucial than for city students.
Career information provided to these students dutie primary years will also inform
their parents. This allows parents to grow in tiegin knowledge, not only of careers but
also of tertiary education, and they can betteitippsthemselves to offer enlightened and
practical support to their offspring.

All parents influence their children’s career clesicHowever, these parents
possibly have greater influence than parents liuintdpe city. They determine the breadth
and depth of their children’s involvement in thisirmal primary education on a
continuing basis, because this education take® piahome. Geographic isolation means

the parents also provide most of the informal etlocahat occurs outside school hours.

Career education in regional and rural Australiamosls is still developing, and is
rarely part of primary school education (McMahorR&on, 2007). In addition, these
students have few occupational role models in in@ryday social worlds. Consequently
much of the students’ career education, particuiartheir primary years, also comes
from their parents. The additional costs associafutertiary education for these
students compared to students living in a univesty means they are more likely to
require family support to make aspirations to éeytieducation a reality.

Parents were also interviewed for other reasonseXample, their dialogue painted
a detailed picture of the ethnographic settinghesf group of families, partly by providing
demographic data and partly by their qualitativepmse to questions related to careers,
their children, their children’s schooling and opational role models. Parents who are
also home tutors spend most of every day with tttaldren, and are likely to have an in-
depth understanding of each of their children feoparent’s perspective.
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I chose to work with schools of distance educatwith predominantly remote

student enrolments, for six main reasons.

1.

The nature of enrolments in these schools is that it includes almost exclusively
children and families identified as my preferredtiogpants—students living
remotely, and thus most likely to return to thetbafier any professional training.
Distance education school communities have retipusly informed the literature
exploring associations between students from amdlremote Australia and the
health professions.

| considered that, in general, this group oflsis may have qualities and
experiences that could be assets in the healthphaad; for example, a work ethic
and sense of responsibility fostered from an eagly through caring experiences,
although predominantly with animals.

In addition to the benefits of having studentsf rural and remote areas
progressing to become health professionals in thesss, there were other possible
benefits for their families. For example, a praatichealth professional has a stable
income not susceptible to the vagaries of the vegathd market fluctuations.
These students share substantial aspects oetreiyday life, and thus provide a
relatively unified group of informants.

This form of schooling maximises parents’ imahent, as discussed above,
increasing the likelihood of parental involvementhie study’s educational

activities.

Contextualising the research

The pilot school and the main school had a numbggatures in common:

Both were schools of distance education with pneidiantly geographically isolated
enrolments, as opposed to home-schooling enrolments

Most of the students of both schools lived oregrg properties, mainly beef but
also sheep, in rural and remote areas of Australia.

Both schools used the same set curriculum métdaoratheir students.

The schools differed in their geographical locagiand in the organisation of their

telephone lessons and provision of face-to-face.dBlye main school community is

described below, but there are many parallels thighpilot school.

11 ‘Home-schooling’ is used here to refer to stusevho reside in a town or city but study their

compulsory education curriculum at home rather ttgend a conventional school.
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The distance education community

Families enrolled with the main school were spreasl an area greater than half a
million square kilometres in outback Australia. &tats enrolled at the school came from
115 families, mostly involved in the beef indusiggnerally as employees on grazing
properties, or as graziers.

During the 10 years prior to the study there haghtsn increase in mining activity
in some areas which had markedly improved employinethose areas, but had also
made it more difficult for properties to recruitdaretain staff due to the higher financial
rewards offered by the mining companies.

One thing all the families on the properties haddmmon was distance. Two
effects of distance most directly relevant to #tigly were access to schooling, and
access to health care. The families lived toorfamnfa conventional school for the
children to be able to attend every day. As a tethé children derived their formal
education either by learning through distance etitutar by boarding away from home
and attending a conventional school. At the prinsatyool level most families chose to
use distance education—School of the Air. Thiscfféow the family takes in the
schooling (e.g. how the students learn, who at hismesponsible for being their tutor,
where on the property the schooling occurs, hovwst®oling fits in with
family/property life and vice versa), and how tisb®ol delivers the education. When the

students reach high school most leave the distnidioarding school.

The second direct effect of distance relevant iogtudy is access to health care; in
particular, access to health professionals. Treasdies have reduced exposure to health
professionals: first because they live a long wayfeven their closest town, and second
because in general there is a shortage of healfbgsionals in these towns. This also
means that these families have limited accessatihhprofessional role models.

Distance has other effects as well. For examplagiins geographical isolation. For
the children, this means that they see and exprriatot of property life but little of
things like playing with the other children in thelass. So on the one hand these
children often learn station life skills—such asnaging animals, driving vehicles, riding
motor bikes, mustering, and the pleasures of tifeat-from an early age, but on the
other hand they only see some of their classmatesost, twice a year. They don’'t have
the coincidental exposure to a range of careemmaolgels that children living in the city

have in their lives. This means that the input ftbeir school—phone lessons, mail

12 ‘Grazier' is used to refer to an owner or pamer of a large property on which beef cattle or
sheep are raised (Moore, 2002).
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bags, electronic communication, phone calls, pdimbaterial, set curriculum papers—is
from an outside world. This input offers an impattapportunity to receive information

and an education about the outside world.

Geographical isolation also means that distanc#seiiorder of hundreds of
kilometres have to be routinely travelled to attemBusiness, personal and social
appointments, as well as medical appointments eimolo$ events that people in town
may take for granted. It even affects how, whenwhedre food is purchased and stored
for the family. There is no possibility of ‘poppimpwn to the shop’. Distance affects
how the families live, work and learn, and how tiseg their world and the world outside

the boundary fence of their property.

Another feature of living that these families shiarthe influence of the market,
changing government legislation, and the weathgparticular, rainfall. A good season
which produces financial rewards for hard work jeyawhich lies somewhere between a
flood—which washes down fences, drowns stock, fooduses and cuts roads—and a
drought—which starves stock, and increases workl@ad expenses because of the need
to hand-feed animals. Most of the families in 68ool community were in drought at
the time of the study. The year after the actioasghof the study the district was flooded.

Most families who participated in this study owr@dnanaged a property, working
as a team to care for the animals, the environntiemfpeople and the finances. Other
families, with occupations such as fencing, mustedr yard-building contracting, were
fewer in number, and generally moved from one prtyde another with their work.
Although there is a stereotypical view of countfg bs a quiet, slow-paced lifestyle,
most of these parents were busy, with wide-rangésgonsibilities. Of relevance to this
study is the fact that where the mother is homar tsite must fit in this additional five-
day full-time job each week during the school tevhile also working on the property.
‘Home tutor’ is the name given to the person, ugubk children’s mother or a

governess, who teaches the children on the praperty

Parents in the city have different challenges. €heko know the struggle that can
occur between parent and child to get homework d¢ete will understand the
challenges involved for a parent, usually a motbera remote cattle station trying to

teach her children, not just supervise their hontewo

Governesses

Some families had a governess—a ‘govie’—to teaelctiildren on the property.

These children followed the same curriculum matefia their year level as the children
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whose mother was the home tutor; that is, the stre®f the program for the children
was the same. In general the families paid the g@ss’s wages, although some families
employed by larger agricultural companies were jged with a governess as part of

their employment package.

No formal training was required to be a governksgractice, most had no formal
teaching or governessing training. No governessingse was available in the state,
although an attempt to get such a course off thergt had been made in one centre.
Most of the governesses working for families atriien school had only just completed
school themselves. Each year there were also otweoagovernesses who had completed
teacher training and were using the governessilegaa means of gaining employment
and teaching experience until they obtained a ¢tkeshing position. One governess was
doing her teacher training part-time externally le/ishe did her governessing. Overall,
only a small number of the governesses had eidaeher training or previous

governessing experience.

Most of these governesses were young women, agdwiiee from many areas of
Australia, predominantly from other states. Theickgrounds reflected both rural and
metropolitan living. They became aware of the posiby a variety of means, mostly
through the governessaustralia.com.au websitelegsdrequently by word of mouth or
from ‘positions vacant’ advertisements in newspapéth a country focus, such @ike
Land

The length of time governesses stayed with a fawagihed greatly. There were
stories of those who had lasted one night, or &wEee shock of the isolation, an
unbearable longing for family and friends and hoame] a stark, intolerable mismatch
between the governess’s anticipatory perceptiayowérnessing and reality, were
reasons cited for unexpectedly short stays. Somgterm members of this widely
dispersed community attributed short-term stays tomanticised expectation of rural
and remote life, an expectation that was reinfolmedlossy photographs in magazines
and television shows such lsicleod’s daughterbut not supported by reality. In
contrast, occasionally a governess stayed witlsaéinge family for years. Also, a couple
of the governesses had worked at a few differespiguties and for different families over

a period of time.

The role of the governesses varied. Some focuseeaahing the children, others
also attended to the care of the children out bésthours, some occasionally did other
jobs on the property when needed, including cookinghe men, mustering and

cleaning. Even within the school room there wagrgation of roles. For example, some
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governesses assumed complete responsibility fasdheoling of the students, including
listening to morning notices, completing forms dragting parents sign, organising

library books and supervising extracurricular dtitg such as Scouts. In these cases the
governess was much like a teacher, albeit withalsemmumber of pupils than a
classroom teacher would have. On other propeftegxample when there were three or
more students or a student with learning diffi@dfithe governess’s role might have been
to support the mother who was the principal hortertun these cases the governess’s
role was more like that of a teacher’s aide.

The school ran a ‘govies’ group’ to provide a suppetwork for these mostly
young, geographically dispersed and often lonegppeliving a long distance from their
own families and dislocated from their previousiabieetworks. The group met once a
fortnight by phone link-up. These meetings providddrum to talk over issues that had
occurred during the previous two weeks. Sometitegtoup meetings had guest
speakers who provided education and support tgdkies as required. Guest speakers
included a social worker and the school informat®shnology support teacher, who

helped to familiarise the governesses with the alcinternet Blackboard site and its uses.

Although the governess’s life as | have describbeday sound less than cheerful,
sometimes two governesses worked on adjoiningpsaand were able to link up
socially. More often, however, governessing wadlehging and frequently short-term,
with a resultant negative effect on the continaityhe children’s education.

The school routine and calendar

The daily routine for the whole school started wititices. Families phoned in to
the school at 8 am each weekday to listen to arcenants read out from the school
base by the principal or deputy principal. Thiski@tace in a manner similar to school
assembly in conventional schools, with the additbthe home tutors. At the end there
was an opportunity for questions and feedback fiemmilies. Attendance figures for

notices were highest on Mondays, progressivelyassing to be lowest on Fridays.

Students had one or two half-hour telephone lessairslessons—uwith their
teacher and widely dispersed classmates each daki.diass was limited to between six
and ten students to allow each student to actpaiticipate during the lesson. For the
rest of a typical school day, the students workedugh the set curriculum materials with
their home tutor.
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Students also had the option of joining some eutramlar activities that were
conducted over the telephone during the week. fample, ‘Scouts of the air’ had been

running for 30 years.

At the home level there were various factors thapgd attendance and levels of
engagement. For example, attendances at air letswatesd to drop off after lunch.
Because of distance, the whole school assemblestdaface only twice a year. Each
year each family also had the option of attending &dditional school gatherings with

other School of the Air families in their immediatistrict.

Communication between the school and its families

There were four main avenues of communication betvike school staff and the
families:
« telephone
. electronic
e traditional mail

« infrequent face-to-face gatherings.

The school’s telephone system was used for grdapttene connections such as
the air lessons. In addition, there were individedphone calls between members of the
school staff and families. Electronic communicatiespecially email, was growing in
use. At the time of the study communication usheydchool website on Blackboard was
not popular with families for a number of reasdnsluding the speed and cost of internet
available to them. At best, families living on peoties would expect to have a traditional
mail service twice a week. During the wet seasomdver, communication using
traditional mail could take several weeks. Finalhgre were infrequent face-to-face
school gatherings. These avenues of communicatéwa the mixed media by which the
school delivered the curriculum. For example, #tecsrriculum materials arrived by

traditional post to the families.

Curriculum

According to Lovat and Smith (1995), curriculunthig structured learning that
occurs in a school. These authors reported thdewbime see curriculum as covering
what normally occurs in a classroom, such as lepkors, programs and tests, others see
it in a broader sense as including any learningBgpce, whether academic or not,
involving every activity that takes place in andward the school.
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The set primary curriculum distance education materals

A significant part of these students’ learning wasved from the state’s set
primary curriculum distance education materialseSéhare the papers and the resources
(books, audiotapes, videotapes, etc.) which stedgtatlying distance education work
through. All students of the same year level wbrbtigh the same papers. These
materials are divided intanitsthat have language and mathematics components. Eac
unit has a theme, and is designed to be workeddihrover two weeks (except for the
Year 7 language units, which are each of three svdakation). There are 16 units in a
school year. The discrepancy between the numbseeks in a school year and the
number of weeks required to complete the 16 uiiitsva for days allocated to other
activities, such as state-wide testing, local adtucal shows, face-to-face school events,
and family obligations, including mustering. Witdthnological advances, these papers
were slowly becoming available on CD and over titernet. However, most of the
families at this school were determined to mainpsiper delivery because of the
unreliability of their internet connection, as wad the financial and practical costs of

having each of their children working on a compuatéday.

For Years 1 through to 3 each unit of the currioulmaterials consists of a
mathematics home tutor guideathematicsctivity sheetsmathematicghild’s book
LAC (language across the curriculuhgmetutor guide LAC activity sheetsLAC activity
bookandhandwritingbook In addition there is eesourcepackfor each unit which

usually contains books, audiotapes and, sometioneshures and videotapes.

For Years 4 through to 7, the materials for eadhaamsist of anathematics home
tutor guide mathematics student guideinstructionpaper, mathematicgissignment
book LAC hometutor guide LAC studentguideand/orinstructionpaper, LAC

assignmenbookandresourcepack

Students in Years 5 to 7 also studied a languaggr tlhan English. Additional
booklets were sent to students for this.
The place of the set curriculum materials in the stdy

The set curriculum materials were important to #tigly for several reasons.

First, these curriculum papers are the same foealbte students in the state, and
are very much the skeleton and most of the muddleea education. In contrast, the
content of the telephone lessons the studentswidlveheir teachers, the extra snippets
of information gained in each bush schoolroom, thedother activities provided by each
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school (both over the telephone and on face-to-éacasions) vary tremendously
between teachers, families and schools.

Second, these curriculum materials are widely uEkd.same curriculum papers
and resource packs are read by all students isetime year level, and by home tutors and
distance education teachers throughout the sthtes the papers are a common ground
for these students and all those who guide theic&tibn and career aspirations.

According to Lovat (2001):

Any agreed curriculum is a repository of the idead assumptions of a social group
about what is important to be learned, what shbelgassed on to the next
generation, and about where true knowledge resdliissa symbol of the beliefs and
values of that group. It follows then that the doanit agreed upon curriculum to be
found in the education system of any society atgimgn time provides a snapshot

of what is or was going on in that society at tivae. (pp.88—9)

The rural health professional shortage is a majoblpm facing rural and remote
Australia. Thus it is of interest to this studykimow if the curriculum papers reflect any

reference to the health professional shortage.

Finally, the curriculum papers are a link betwewese children and the outside
world. We know these students are geographicadhaied and that it is likely, in general,
that they have little exposure to the health pifesal careers. It is also known that some
have the potential to go on to become rural hgatfessionals. This study seeks to
discover what is already placed in the set cunticuinaterials to make up for the

shortfall of career information about the healtbfpssions in their environment.
Participants

Pilot study participants

Once permission to proceed had been obtained,lttesphool was asked to invite
the following to participate in the study:
*  two students from each of Years 4, 5, 6 and 7
e two parents from separate families
e two governesses, each with at least 12 month®ence
e two teachers, each with at least 12 months’ decst@ducation experience.

These potential participants were sent informasiogets and consent forms.
Consent forms from two teachers, two parents, avemess and six students were
returned to the school and then forwarded to nmnabatch. After this, each participant
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was phoned to discuss the purpose of the intersi@hto organise a suitable time to
conduct it. None of the students were from the skamély. One student could not be
contacted by phone for two months. The pilot stddta therefore comes from interviews

with the participants detailed in Table 1.

Table 1 Pilot study participants

Participant Male Female
Year 4 1 -
Year 5 1 1
Year 6 1 —
Year 7 1 -
parents 2
teachers 1 1
governesses — 1
TOTAL 5 5

All participants had at least four years’ expergmgth distance education, except
for one student and one teacher who had just ex@anhd three years’ experience

respectively.

See Appendix A for the outline of the semi-struetlimterview format for the pilot

study.

Main study participants

The main study invited all students, parents, teexchnd governesses of the second
school of distance education to participate in itgale interviews and educational
activities related to the health professions. Tifieriation in this thesis focuses on data
collected from 21 students (18 primary, three sdaoy), eight teachers, 10 parents, one
governess, one parent/governess and one pareh#teatt of whom also provided
written consent to participate in the initial amiidw-up interviews in addition to
participating in the educational activities (se®l€22). Consent forms were also received
from an additional student, teacher and parentwadre not included because they left
the school before the action phase of the projdembers of the school community, not
just those who volunteered to be interviewed, pigidited in the educational activities.
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Table 2 Main study participants

Participant Male Female
prep 2 —
Year 1 - 1
Year 2 2 3
Year 3 - 2
Year 4 1 -
Year 5 1 2
Year 6 1 1
Year 7 - 1
Year 7 boarder (past student) 1 -
secondary - 1
secondary boarders (past student - 2
parents (mothers) - 10
principal 1 -
teachers - 7
governesses — 1
parent/governess - 1
parent/teachéf — 1
TOTAL 9 33

* Year 7 boarder (past student): Pupil of SchodhefAir (SOTA) until 2008, at boarding
school at time of study. Family requested partidipa

T Secondary boarders (past students): Past SOTAspapboarding school at time of study.
Siblings still with SOTA, family requested partieigon.

1 Parents included president of the Parents’ aride@is’ Association.

*x Parent/governe§§:Mother employed as home tutor for another famitycompany property,
and was also home tutor for her own child.

t1 Parent/iteachéf: Parent living in the town of the main school bassj past experience of
teaching distance education (only parent not oropepty).

Fourteen families were involved in the study—10evemployed on properties (e.g.
company properties), three worked on their famifyreperty, one resided in town (this

information is derived partly from the interviewsdapartly from my living and working

13 The parent/governess and parent/teacher anpeplovith the other parents in subsequent
discussions. Thus 12 parents from the main schardtibuted to the data of this research.
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in the area). Indigenous and non-Indigenous ppéits were not distinguished from
each other.

The broad aims of the project were to contributell@viating the severe chronic
shortage of health professionals in rural and renfatstralia and to widen the career
opportunities for students living in these areaglie common good of rural and remote
communities. The focus of the study was on ruratitt cultural background, as a
defining feature of participants’ lives. All memiesf the school community, Indigenous
and non-Indigenous, were welcomed to participateaAenior health worker from a
remote Indigenous corporation interviewed on AB@igaemarked, ‘Whether you are
black, white or brindle out there it is about clagsthe gap’ (Gribbin, 2010).

Twenty-one students (eight male and 13 female)igealvdata for the main study by
participating in both the initial and follow-up ditative interviews (see Table 2). Parents
provided written consent for 22 students to paytité in the interviews. One prep student
left the school shortly after the initial intervieyhis data has not been included because
this study involved mapping shifts in knowledgesgeption and aspirations. Three
students (one Year 7, one Year 9 and one Year é&fg at boarding school at the time of
the study. They had previously been distance etucstudents for at least seven years.
One secondary student enrolled at the main schwohteered to participate in the

interviews.

Nine members of the teaching staff (eight femakk @me male) volunteered to be
interviewed. One of these volunteers left the stpdor to the interviews so she was not
included in the final list of eight teacher parpiznts. The eight teacher volunteers
represented just under one-third of the total temcktaff employed at the school. Male
teachers were under-represented—there were sixtesdbers at the school at the time,
but only one volunteered to be interviewed (sedelap The male teacher volunteer was
also the school principal at the time of the stuiche teachers averaged 14.4 years of
teaching experience (range 0.5 years to 30 yeand)averaged almost seven years of
experience teaching distance education (range€@s\yo 18 years). The teacher with
only half a year of graduate teaching experienceimeluded in the study given that,

before graduation, her third teaching practicum alas with this school.

In general, these teachers had teaching exper@mrea range of year levels (prep
to Year 10) at the school (see Table 3). The eimepd this was the new teacher, who
had only experienced prep and Year 6 teachingpaedther teacher who only had 18
months’ experience teaching distance educatioretry’8, 9 and 10. One of the teaching

staff interviewed was a reading teacher’s aide thdub been with the school for over a
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decade and was heavily engaged in direct teacimdgammunication with the students.
Another teacher taught special needs studentsgremto Year 9 in the year of the
study, but had previously been involved in the wheithool community with experience

as the teacher librarian and as a secondary teanftehad extracurricular involvement.

Table 3 Breadth of participating teachers’ teaching ebqrere

Total years of Years of teaching  Year levels taught

Teacher Sex ) ) , . ;
teaching distance education (distance education)

Beth Innings F 3 1.5 all’

Bree Norton F 15 11 All

Ester Campbel F 11 11 All

Karen Neal F 30 5 prep, 2

Louise Gordon F 30 7 prep, 9

Mary Gareth F 0.5 0.5 prep, 6

Nicky Sims F 5 15 8,9, 10

Ugen Neeves M 26 18 All

* Refers to the year levels that were being taughhad been taught, with distance education at
the time of the study
T All = prep through to Year 10

The school maintained an interest in past studemdgamilies and actively
encouraged them to visit the school, either astih®mol base or at a face-to-face day held
in their area. The teachers, especially the long-teachers, had an ongoing knowledge
of what many of their past students were doing. teaeher with a broad, long-term
insight into the career journeys of past studemts tle principal, who had been with the
school for almost two decades.

Of the parents who participated in this projectiseational activities, 13 also gave
their written consent to participating in intervietefore (initial interviews) and after
(follow-up interviews) the activities. One pareettlthe school shortly after the initial
interviews. Data from this parent are not includedause the project was interested in
mapping change. Therefore, 12 parents providedrirdgtion for this study. All the
parents interviewed were mothers, consistent wetiith and education being viewed by
rural men as indoor professions and existing monafartably within the traditional
space of women (Durey et al., 2001; Durey et &032. Eight of these parents were the
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sole home tutor for their children, while four skthis role with a governess at the time
of the study. One of the parents was employedeagdlierness on the company property
on which she lived. As the governess, she taught\Wwe child and also the station
manager’s children. As both a parent and a goveritkis participant was classified in

the parent list.

Most of the parents lived on cattle propertiegrativerage distance of 340
kilometres from the School of the Air base, andengither cattle station managers or
cattle station owners (see Table 4). Two of thep@rwho were cattle station
managers/owners also did part-time work as heatifegsionals. There were only two
parents who were not cattle station managers oemwit he first was the parent
governess referred to above. The second had differeumstances from the other
parents. For example, she lived in town, not omopgrty. This parent has been given the

pseudonym of Bernadette Lyon. Bernadette is desttiito more detail below.

Without exception, the properties of the statiomers in this study had been held
by their families for at least two generations. Théle station managers and owners

were involved with managing:

e the environment (e.g. caring for grasses, mampgater)

e cattle and other animals (e.g. welfare, purchsale, transport)

e people (e.g. recruitment, employees’ welfarespeal needs, occupational health
and safety, training, interpersonal issues)

« finances.

Almost all the mothers helped outdoors (musteriegging and yard work), but the
proportion of their time involved in outside workned. All were also involved in
cooking for their family, employees and businesitors to the property (e.g. truck
drivers, stock and station agents and governmerkexs), but again the proportion of
their time that this involved varied. Because ataiice many of the visitors also had to
stay overnight, and it was mostly the mother’s tolprepare accommodation for them.
One or two mothers on large properties had the dfedpstation cook to prepare food for
staff.

These parents provided information that helped wile bletailed pictures, albeit
from the perspective of adults, of the studentshapschool and social environments,
which, for the most part, were tightly intertwinedthe one environment, within the
boundary fence of the cattle property where thesdi They were able to provide
detailed knowledge of both their children and tleaation provided to their children
because many were also their children’s home tatosle which meant they had
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continuous and intimate involvement with their dréin and their children’s education.
The role of home tutor took the parents’ involveiniartheir children’s primary
education to a depth not experienced by most pacdrtthildren attending conventional

schools.

These parents brought to the study considerabtngarexperience in distance
education. The average number of years each dfzlparents had been with the school
was 6.5 (see Table 4).

The willingness of parents to be involved in thedstcontrasts with the experience
of others. For example, in Alloway et al.’s (20@#)dy on factors affecting student
aspirations and expectations in regional Australfee of the problems identified in
conducting the interviews was the difficulty in giaig parental input into the research.
Parental willingness to participate in this stuslyaflected throughout the project, and
may attest to parent’s response to an ‘insidetustattributed to me as a person living the
rural/remote life on a station. It also attestth®value they attributed to the study. In
retrospect, given the quiet and reserved natuneamfy bush people and their preference
for the individual approach, | would suggest ttigireater numbers were required they
could have been recruited by approaching paredisictually on a personal level.

The parent with the least experience in distanceaibn had been involved with
the school for two years; however, she had growimtpe district and had been a
distance education student herself. The parenttvéimost distance education
experience had started as a governess with thels2hgears before the study. She had
worked as a governess for three years, then h@eyadr break before starting as home
tutor for her own children, which she had been ddor 11 years. So, in total, she had 14
years’ experience as a home tutor on a remotegatiperty. Most of the parents were
the principal home tutor for their children, andlilthildren of at least two different year
levels to teach. Collectively, these parents haldien in all the year levels from prep to
Year 12 inclusiveParents exchanged knowledge, information and ressuhroughout
any school year. As a cohort, they had a close ledye of distance education, the set
curriculum materials, and what worked and what dighork for their family

educationally.
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Table 4: Parent participants

Years Distanceto  Year levels of
Parent Occupation family with and from school-age
the school  school (km) children*

cattle property
Brittany English managers; part-time 8 880 4,6,7
health professional

cattle property
Kathy Carter managers; part-time 2 800 1
health professional

cattle property

Beatrix York 3 860 3

managers
. cattle property

Elise Kallagher OWNers 5 250 2,5,6,8

lllis Torrens CEIHE PITEENT) 4 940 prep, 2
managers

Tia Innis cattle property 6 50 2,5
managers

SallyOrand  CAttle property 14 800 6,9 11
owners

Deane Ellis ~ C2le property 12 320 7,10, 11
manager

Zara Zip CEUlE elpETy 3 1100 prep, 2
managers

Xavier cattle property

Inglewood owners 8 400 45,7

: . 2 (also teaching
Bernice Nissan governess 3 1000
prep, 2)
Bernadette o her 10 10 3,10, 12
Lyon

* ‘Cattle property owners'’ is used here to refepdaoents who own the property where they
work, either on their own or with others (e.g. atfeamily members or silent partners). ‘Cattle
property managers’ manage a property owned by ganynor another family.

T Distance to and from school from the family’s hognees a true indication of the minimum
total distance families travelled to visit the schd@'he trip included a portion of unsealed road
in all cases except that of the one family whodiie town. Distance does not include travel
within the town of the school.

T Year levels given are those of the participantddeen in the year of the action phase of the
project. They do not indicate all the year levdlsvbich the parents had distance education
curriculum experience—in most cases, all year uplto and including the year level of their
eldest child, or Year 7 if their eldest child ldfstance education at the end of Year 7.
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One question that may be asked is whether the {sandto volunteered to be
interviewed differed from the total population afrpnts at the school. This question
remains unanswered, but it is possible that thergarolunteers do represent a biased
sample who are more interested than others inmmittieir children’s career
development, or more interested and concerned d@bewshortage of health professionals
in rural and remote Australia. A similar questiauld be posed about the teachers who
volunteered. However, this would not invalidate shedy—what are shown are the
barriers, impediments and limitations likely to Bpfor all the families.

One of the parents, Bernadette Lyon, had diffecgnumstances from the other
parents, which deserve special mention as thesanegtances may have contributed to
different perceptions. Bernadette had been a distaducation teacher for many years.
She had taken leave at the time of the study twbee tutor to her children at home. This
parent had, therefore, many recent years of expegias a distance education teacher but
only a couple of months’ experience as a home ttier children had previously been
students of conventional schools, and returnedtwentional schools subsequently. For
most of the other families distance education wasohly primary school education with
which they were familiar for their children. Bermdtk was also different from the other
parents in that she lived in town, and in particiehe town of the School of the Air
base, and had very different access to the mamo$blase and to services, including

education, health and internet.

Two governesses, both female, provided data fomtai@ study. Both had more
than 12 months’ governessing experience. Thedogerness has been included with the
parents because she was also a parent of a satdbatschool, and has been described in
Table 4. The second governess had four-and-a-batsyexperience governessing. Her
governessing experience had included prep, Yeéeds, 2, Year 3, Year 6, Year 9 and
Year 11. Her students had been both boys and ghis second governess’s responses

were included with those of the teachers.

Interview design

| chose semi-structured qualitative telephone uevs to collect data for this
study, for several reasons. As far as | could ddter there had been no previous
research in Australia exploring the health profassiwith students living in rural and
remote areas and studying by distance educationofexl earlier in this chapter,
qualitative research is particularly useful for kxmg areas in which there has been no
previous research (Burns, 2000; Liamputtong, 20@%, for collecting data from a
participants’ perspective. Qualitative researcb al®vides a greater depth of data than,
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for example, a quantitative survey. With the decisio employ qualitative methodology |
designed a general interview format which | used asaffold around which | continued
to ask probing questions, gently and politely, @sded, in response to participants’
replies to the scaffold questions. A structuredriview was not used because the
structure would not provide the depth of data th&rought to the surface by gentle
probing questions. The conversational nature efuews was, | assumed, less onerous

for participants than completing a written survey.

The conversational nature of the interviews alsderiaipossible to weave didactic
but interactive education about health professiotwsthe interviews, which | describe in
more detail on pages 82-3. Thus | incorporatedctinracomponent into the initial

interviews to start the journey to knowledge alibathealth professional careers.

The conversational nature of the qualitative intmmvalso laid the foundations for
rapport between participant and researcher.

Members of the school community were dispersed awggographical area greater
than 500,000 square kilometres; therefore, by rsityeshe interviews were conducted
over the telephone. With the permission of theigipgnts, interviews were audiotaped

and then transcribed verbatim.

The interview transcripts were analysed for emertfemes. | did not anticipate
that the students would be able to say with acgundnat they intended to do with their
lives in 10 or 20 years’ time. However, | beliehey were able to convey how they
understood the world, in reference to careers imeg@ and the health professions in
particular. | also believe they were able to tdlkat what they valued. To be more
specific, the study looked carefully at the meardng values these students attached to
health professional careers.

The main school study

For both the initial and follow-up interviews, |glgned three separate semi-
structured interview formats—one for the studeoits for the teachers and one for
the parents—each with research and educational @oemps (see Appendix B).
Although these interview formats were separateetivas considerable overlap in
topics. | was interested in establishing rapporyeaa all the interviews to allow the
participants to feel comfortable and to speak freEhe governess who was also a
parent was interviewed using the parent intervienngt. The other governess was

interviewed using the teacher interview format,zhese she had a teaching role on the
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property. The initial interview took around one howhile the follow-up interview

took around 25 minutes.

Initial interviews

Students | divided the initial interviews with studentganthree sections, which |

labelled aglemographicgeneralcareerandhealthprofessionatareers

In the demographic section | was interested in:
e the grade the students were in
«  how long they had been with distance education
«  how far they were from the School of the Air base
e what animals were on their property
e what they did outside school hours

e other aspects of their life on the property.

In the general career section | was interested in:
e the students’ perception of their parents’ jobs
e how long the students intended to continue wéthosl|
«  how they thought their school work might helprthim their adult life
« what job they might like to do in their adultdif
* what had made them interested in the kinds of tbby nominated
» their perception of what their parents would likem to do for a job

e any career information they had received.

Finally, in the health professional careers sedtioas interested in:
e the students’ knowledge and perception of thdth@aofessions
e their aspirations towards the health professions
e their perception of their local hospital and Beyal Flying Doctor Service
e theirideas on ways to inform their school comiuabout health professional

careers.

Parents The initial interviews with the parents were atbaided into three sections

which | similarly labelleddemographic, general careandhealth professional career

In the demographic section | asked the parentstiguesabout their family, their
work and their association with School of the &or example, a mental image of the
parents’ careers was created by asking the pakeow would you explain to outsiders
what you and your spouse do as occupations? Wiatiisob?’ Because of the role
these parents have in shaping their children’secaspirations during the primary years,

| was interested in their perceptions.
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In the general careers section | asked parentsigogsbout:

their perception of their children’s career aapins

their perception of what their children were lik& do for jobs in their adult life
what they would like their children to do for areer (if they were given a magic
wand)

where they thought their children obtained tleaireer information.

In the health professional career section | askedia

their knowledge of the health professions

their perception of student interest in the Heptbfessions

their suggestions to inform students at SchoshefAir about the health professions
their thoughts on the health professional shertag

their perception of the local hospital and the/&td-lying Doctor Service.

Teachers The initial interviews with the teachers wereoalisvided into three

sections labelledemographic, general careandhealth professional career

The demographic section focused on their genesightag experience and their

School of the Air teaching experience.

The general career section focused on:

their perceptions of the students’ career agpimat

the students’ likely career destinations

where the students at their school obtained tteger information from.

The final health professional career section hadstime question outline as this

section in the parents’ interview.

Follow-up interviews

The follow-up interviews with the students, teashand parents reflected on the

health professional educational activities that h@ein provided as part of the study after

the initial interviews.

Teachers and parentsThe follow-up interviews with teachers and paseagked

them:

what they perceived each group (students, pasntteachers) gained from the
study’s health professional educational activities

their perception of whether the educational @tis had any influence on the
students’ perceptions of, and interest in, thethgabfessions

their thoughts on how to inform these studentsuabealth professional careers in

the future.
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Students The follow-up interview with students asked thabout their thoughts
on:
e the educational activities
e their career aspirations
e their knowledge of the health professions

e their perception of and aspirations towards th&lth professions.

In analyzing the data from the two schools | attacbqual weight to the data from
both in so far as they related to mapping studetgathers’ and parents’ initial factual
knowledge, and attitudes since the questions wssengially the same in both and the
only changes were in the interest of clarity. Hogrein comparing students’ knowledge
of and attitudes to the health professions befoceadter the educational activities | drew
solely on data from the main school, since it weesdanly school involved in the

activities.

Educational component of the interview questions

The interviews were multifunctional, since | wagng both to extract data and to
give information. | extracted data by listening ayainering the thoughts of the
participants. At another level | was using thervigws to increase participants’
knowledge of health careers and related issueh,atithe role and importance of school
in career choices. This part of the interviews ddwé considered one of the educational
activities. With the students, for example, | diéstby first asking about their knowledge
of health professional careers, then providing tiatthl information about these careers,
after which | went on to ask the students what theyght of health careers. | provided
the additional information in a didactic but intetige manner to ensure | had engaged the
student and pitched the information at an apprtgtevel. By including informative
content after the questions determining studemisikedge of health careers, | aimed to
inform, but not affect the information they provitie response to subsequent questions.
These subsequent questions concerned their aBigetdponses not their factual
knowledge. Moreover, because this information wagly factual carefully trimmed of
any value judgement it could not affect or invaléthe answers in either subsequent first
round interview questions, or the answers to dffeajuestions in the second round of

interviews.

Parents and teachers were also provided with hpaifessional career information

at their interviews so they could continue the diisse about these careers in their homes
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and air lessons respectively. | wanted the paditipto gain something from every part
of this project, including the interviews.

Educational activities

Educational activities designed to inform membérhe main school about the
diverse range of health professions formed th@actdmponent of the project. These
activities took place during the 2008 school y&dey were created in consultation with
the school community, and continuously modifie@afeflection and additional
feedback from the school community. Parents anthera—who research has indicated
have a significant influence on students’ careeetigment (Alloway et al., 2004;
Hartung et al., 2005; McMahon et al., 2001; McMakoRixon, 2007; Vondracek, 2001,
Watson & McMahon, 2005)—governesses and all stsd@nbund 160 primary and 20
secondary) were invited to participate in all aitiéég. In other words, all members of the
school community, not just those who had voluntéoebe interviewed, were warmly
invited to be part of the educational activitiés.

In summary, these activities consisted of:

e introducing a guest speaker series

e running activity days

e providing age-appropriate library books abouthbalth professions, the human
body and iliness

e creating a place on the school internet Blackthsite

« displaying brochures about health professionaarauniversity courses in the
foyers of the school and two town libraries in sithool catchment area (the school
display also had a model hospital with model pasien

e visiting the closest Royal Flying Doctor base

e extending information through the school newsletind magazine

e discussing the project with the Parents’ andz€its’ Association (P & C) and one
branch of the Isolated Children’s Parents’ AssiaafICPA)

e asdiscussed above, weaving information intdrthiel and follow-up interviews.

The activities contributed to the research by alhmnexploration of the participants’
knowledge and perceptions of, and disposition tdgathe health professions, in
response to their growing exposure to informatiooui these professions. Further details

on the activities are provided on pages 85-9.

14 As noted in footnote 4 (page 6), the educatiactvities have been outlined in papers drawn
from this research (Gorton, 2008a, 2009a, 2001201
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The three boarding-school students who were irgemr@ had modified
involvement in the educational activities. For epdanthe information about the activity
days was relayed to them by their families bec#usg could not attend these days in
person. | recognised that they may not have themppity to see the brochures about
health professional career courses on displayeafoyers of the school and two town
libraries during their time at home on holidays.cbonpensate for this they were each

sent a pack with copies of all the different healthfessional career courses.

ResourcesSteps taken to distribute targeted educationaluress for the project, to
complement the suggestions of school community neesplsvere not always successful.
An extensive search revealed that relatively fegaging books were available that
explored health careers, health, hospitals or timeam body with primary- or secondary-
level students. | drew this conclusion only after:

e searching bookstores, book reviews in medicalials and book catalogues
«  enlisting the help of the school library stafflaanteacher working for a well-known
book distributor for schools

«  emailing Australian paediatricians (see box bglow

Email sent to all Australian paediatricians

Inspiration Required

| am doing a project which informs geographicalylated, distance education
students about health careers. Most of these dtutaxe little or no opportunity to
become familiar with or understand the health aareetherefore to aspire to such

a career. | am looking for the title, author/s andlisher, if known, of:

» Inspirational stories (novels, short storieg €iction or non-fiction) suitable for
any of the ages between 4 and 17 years, aboutfdhg bealth careers, the human
body or hospitals etc. Was there a story or faveuext that inspired you or your
children to a career in health?

* Games (card, board or electronic) that havesdtiheareer, human body or
hospital theme suitable for any of the ages betwleand 17 years.

* Websites these students could use to learn dbeuiealth careers, hospitals
or the human body (not all the students have adogbe internet but some do).

* Advice on where | could access such items.

Secondly if anyone has stethoscopes, white avaither suitable items, that
are no longer required, but appropriate for rofeypphey would be appreciated.
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They may be sent to: Sue Gorton, Reply Paid ........ stgme will be charged to
me). My email is: ..............c..ooeee.

Sue Gorton

This shortage of relevant educational resourcesipted me to write a play about
the health professions, with a rural setting (Gar008b). The play is a humorous tale
of a jackaroo who is thrown from his horse anddihémself in unfamiliar territory—a
hospital. At the hospital he encounters a widecsiele of health professionals, many of
whom he did not know existed. Not only would thayp$ content provide information,
but the process of learning the lines for perforogawould increase the chance that
children would absorb the information. The play wasted and made available to
school families.

While the school timetable did not allow the playbe performed by the students

themselves, a puppet version was performed for themembers of the Uniting Church.

Setting up a display of brochures on a wide varétyealth professional career
courses in the foyers of the school and two tobraties within the catchment area of the
school was one of the planned actions. | triedbtoee these brochures at a time when
our internet was not working. The unexpected hsréllencountered gave me an insight
into the difficulties faced by parents and theirdgints wishing to make course inquiries
without internet access. These hurdles includeddopgassed from one telephone
extension to another and leaving (often unanswearedsages on answering machines,
and a seeming reluctance to provide information tvetelephone or to send out
brochures. My attempts to locate resources to ptethe health professionals careers
reminded me of the study referred to on page 3@hich fewer than half of the careers
advisers in rural areas were able to locate effediealth career promotional activities
(Fraser et al., 2003).

The educational activities

The action component of the project consisted atational activities created to
inform members of the main study school about ttierde range of careers in health.
These activities were developed and tailored cantisly on the basis of discussions
with, and feedback from, the students, teacheremesses and parents, following ideas
drawn from action research (Kemmis & McTaggart,8)98 he success or failure of a
program designed to expose this school communiityfétsmation about the health

professional careers depended, | believed, onetaliy the information in a way that the
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community found most useful. So drawing broadlyaoraction research framework, |

actively sought suggestions and feedback frome¢hed community. In the first

interviews, the teachers, parents, governessestaddnts were asked what they thought

would be good ways to present this information. &ample, parents were asked:

If you were given the job of advising the educatiimpartment on how to introduce
and inform students at your children’s school allmalth careers, given the
distance education setting, what do you think wdagldyood ways of telling the

students about these careers?

There were four main considerations in the finalegal planning of the educational

activities. The activities must:

connect with a wide age spectrum (students frogp o Year 12, parents, teachers
and governesses), and both genders

be relevant to the target audience

be accessible (for example, at the time of thdystmany families did not have
reliable or fast internet service; using this asemns of delivering information about
the health professions was not going to be suagéassfeaching these families)

fit in with the school timetable for both thef§tand the families.

The educational activities were diverse, to allowthe variety of ways children

learn, and covered a wide range of health profeasicareers and related information

about the human body. They included:

an interactive guest speaker series, with a numiigealth professionals addressing
the possibility of becoming a health professional

informative brochures about post-school healte@acourses displayed in the
school foyer and two town libraries

a display of a model hospital

a page about the project on the school websitdyding links to other relevant
websites

a visit to the closest Royal Flying Doctor Seevitase

making available library books about the humadyband the diverse range of

health professional careers.

There were also face-to-face activity days for heass, students, parents and

governesses with the theme ‘Our beautiful body:e.inwr lose it’, incorporating

interactive sessions about the human body, a lesple play, a humorous hospital

puppet show, songs and dances related to the hinotsn and hands-on health and

medical related activities.
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Throughout the year verbal and written pieces dihg#he school community
about the health professions were placed into deh@mts. For example, as a follow-up
to my initial presentation to the P & C, | was atke do a further presentationata P & C
meeting and also a presentation at an ICPA medtings also asked to write a report for
the P & C. | considered these requests to be itatieaf interest generated through the
activities. A written piece was inserted into tie@ol newsletter for fourth term, and |
was allocated a page on the school magazine. ¥itladl initial and follow-up interviews
had information about careers in health woven tihém.

The guest speaker series

In theCould | become a health professiongl®est speaker series, a different health
professional would speak about their career oveptione each week, from their usual
workplace, to the school’s isolated families. Meagtsions had one speaker talking to the
school. The individual speakers included a registeurse, an occupational therapy
university student, a physiotherapist, an inspral quadriplegic farmer, a pharmacist,
the (then) governor of Queensland and patron ofQieensland Royal Flying Doctor
Service, a university study promotion spokesperand,doctors from four different
fields. Three sessions had more than one spealerfirst had a speech pathologist and
an audiologist; the second, a nurse educator addtinga school teacher and student
involved in vocational education and training iraltle services; and the third, members

of a mine rescue team.

Speakers were carefully selected to representdmitiers and to maximise rapport
with the families. In identifying possible guesktsgiers, a connection with rural Australia
and the experience of growing up in the countryenmeferred criteria. At least three of
the speakers had themselves been educated viaadistducation at primary school. The
quadriplegic farmer was invited because | beliesegsions exploring health careers
required patient input. | also believed that tréatteman was inspirational in what he had
achieved despite his quadriplegia. This was ofveglee, given the determination
required for students from rural and remote ared®tome health professionals.

All the health professionals approached to be gamsakers agreed, despite their
heavy workloads and even though there was no reratioe. This response most likely
indicated their support for the project. The heplthfessionals’ willingness may also
have reflected widespread concern about the stedflgealth professionals in rural and

remote Australia.

Steps were taken to maximise the educational bisriefbe derived from these

guest speaker sessions, some after reflectionemubéck from the first sessions. For
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example, it was decided that each speaker’s prtgamshould be foreshadowed by a
summary of the speaker’s profession and the patntt that profession, to be read out
over morning notices and emailed to each familhenweek prior to and on the morning
of the session. For each session, one Year 57&tdent was allocated to be

chairperson, and another to do a formal thankyeedp.

School activity days

The main school delivered education to its studengsnumber of ways, including
air lessons, the set curriculum papers and fadaet®-events. The school was responsible
for providing education to isolated families scagtbover an area greater than half a
million square kilometres. It arbitrarily dividedi$ area into six districts, and provided

one face-to-face activity day for each districtuard twice a year.

These days were usually held at a central poititérdistrict, mostly at a small town
hall or country race track. The families in thetidés and a selection of School of the Air
teachers travelled to the site for a day togefhiee.days were structured by the teachers
with a program that included school activities apdrt. The mothers catered
nutritionally for the days. The children loved thatays because they saw their friends
and their teachers who, along with their motheus,jmpa huge effort to make the days
special. The main school allocated the second rofiadtivity days for the year to this
project. These days were given the title ‘Our biéalutody: Love it or lose it'.

‘Our beautiful body: Love it or lose it’ activityays aimed to give students an
opportunity to learn about the human body, as agthe health professions. The days
included:

e aninteractive discussion about the human skedethgastrointestinal systems,
facilitated by props including Fragile Fred (theeffidly plastic skeleton) and Legless
Larry (the plastic gastrointestinal mannequin) eespely

e hospital role play

e anatomical songs and dances

e apuppet show about a jackaroo who is thrown fnisrhorse and finds himself in
hospital

 ateethtalk

e sport

« time set aside for each student to listen tarthwin heart with a stethoscope.

Steps were taken to assist students’ visual mewifathe day, to amplify the
experience in the hope of creating a lasting ingioes Before the students arrived, each

facility was decorated with a temporary ward, amatal charts and relevant library
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books. Staff took photos of the day for the stusleRbr example, photos of the students
taken during hospital role play and with Fragiledrand Legless Larry were popular. At
the end of the day, each student was also givemspalised colourful certificate
acknowledging their overall contribution to the dagd an area they excelled in. The

certificates repeated some of the vocabulary thdtiieen used during the day.

Reflecting on the collaboration and the ‘plan, actpbserve, reflect’ components of

action research

The action part of this project was like a gradualbening umbrella. My initial
collaboration was with the principal of the maimsal, subsequently expanding to take
in teachers, parents, governesses and studethis s¢hool. | gathered ideas for the
educational activities—the actions—first from théormal verbal and emailed feedback |
received in response to my presentations and wrgtbenmunications with each of the
school groups, and then from the interviews. Itijtibplanned the actions with the
principal, then with different members of the sdhmmmmunity. For example, the
activity days were negotiated with the principall aabsequently with the field team
teachers who were appointed to organise and rusctieol’'s face-to-face days for that
year. Setting up the internet site on the schdgibekboard was planned with the
information technology staff. Similarly, a pareoggested having an orthopaedic
surgeon as a guest speaker. She believed this Wwewdareer of interest and relevance
to the families because so many of the adultsinaegr words, ‘buggered knees'. As a
deliberate attempt to interest the boys, | chosale orthopaedic surgeon who had spent
his preschool years in the wider district and viessurgeon for a favourite football team.
Another parent suggested having the mine rescue asaguest speakers, also as an

attempt to interest the boys.

The next step was to ‘enact the plan and obsemeithmorked’ (Kemmis &
McTaggart, 1988, p.77). | kept a continuous jounfdhe project on my laptop, entering
my observations, relevant feedback from membetkeofchool community, and my own
reflections of activities. For instance, as we &fth activity day | typed up community
feedback, as well as my observations and reflestiaom that day, in the car travelling to
the next location. Other feedback and reflectioh&clvcame after further thought were
entered at a later date. As time went on, the itieswvere shaped in response to these
reflections in my pursuit of continuous improvemefthe project for participants.

In collaboration with the school community, | uskd self-reflective spirals giflan,
act, observeandreflectto improve the activities. My goal was to makenthihe best
possible for the context and point in time. Forragke, the guest speaker series initially
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did not have a time limit, but after parents repdnifficulty maintaining the
concentration of younger students each sessiorke@so a strict 30 minutes. Enlisting
the students to chair the sessions also evolvddtinie to maximise student engagement
and to give them ownership of each session. Asenaxample, at the end of each
activity day time was set aside for formal reflentivith the students, and informal
reflection with the adults. On the basis of thi-seflective spiral, improvements were

made to subsequent activity days.

Curriculum materials

The set distance education curriculum materialewarefully reviewed as the final
source of data collection for this study. Thesetlagecore materials used to provide
education to geographically isolated students igtadce education. The same materials
are used for all distance education students isdhge year level throughout the state,

and have a wide reach into the communities.

School curriculum also has an important place acléng students about the society
they live in, and their potential future placeliat society. In Australian rural and remote
areas, the shortage of health professionals igaer mancern. The shortage of these
professionals also means a shortage of role méalelkese careers. For all of these
reasons, | thought it was important to determinatitiformation was already in the
materials about health professionals and healtfegsmnal careers.

| found | needed to classify the information in thericulum materials relevant to
health professionals and health professional cawerording to the nature and quantity
of the information. To quantify the material, | iseged each representation in pages and
fractions of a page—for example, one unit of materiight contain 1.2 pages of relevant
information—because doing a word count of thesephpsed resources was
impractical. Relevant illustrations were counteshal with the text. All the curriculum
papers produced by the education department, sustudent guides, instruction papers
and activity books, were printed in a standard farthat allowed comparison. The
reading and text resources in each resource paekiveeder to compare because they
were printed in different fonts and on differertesi papers. Audiotape and videotape

sections containing relevant information were meain minutes and seconds.

| also analysed the curriculum material in termghefnature of the portrayal of
health professionals. In other words | examinedhtagerial to see ‘how’ health
professionals were portrayed because this couldeinfe students’ perception of these
careers. | categorized these portrayals as pogsitagative or neutral. Portrayals were

assessed as positive if they presented healthgsiofeals as competent, helpful,
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approachable, caring, ethical or knowledgeabletheg were assessed as negative if they
presented them as incompetent, uncaring, unprofeesbr unethical. Neutral portrayals
were those that were free of any affective impiaat| discuss my review of the

curriculum materials in detail in Chapter 4.

| wish to stress here that this study was basedl lmalief that the education
department is in a position to attenuate whathealth problem—the shortage of health
professionals in rural and remote Australia. Theiculum papers were reviewed to
examine whether health professionals and healtiegsmnal careers were already
represented in the school texts. The intentionweddo be critical of the writers of the
papers, but rather to see what material alreadstexkihat focused on health

professionals.

The curriculum materials | reviewed, except for slugliotapes and videotapes, were
all paper-based. The curriculum materials are oaotisly being updated, taking many
years before the material for each year levelllsdmver into the next edition, to serve
current students. During the time of this studygatal version of the curriculum

materials was introduced to the younger yearsjrsgawith the prep students.

Implementing the project

As discussed below, problems and limitations ofacfical and of an in-principle

kind impeded, but did not overshadow, the pilot Hrelmain study.

Practical limitations, problems and delays

Many of the practical limitations, problems andayesl overlapped, and were
common to both the pilot and the main study. Thesges included:
e the nature of mail delivery in remote areas inipgdhe return of consent forms
« loss of internet connections for weeks
* loss of telephone lines for days
e loss of power
« afaulty voice recorder.

My geographic isolation contributed to and exagggetrghe effect of these issues.
Each time | visited the university | was remindédhow much easier it must be to be an

on-campus student.

Both the pilot and main school had their own pitiimitations, problems and
delays. At the pilot school the workload of thengipal meant that months passed before
he was able to read and approve the applicatido the study. At the main school the

library books purchased for this project did nat@st to the school community as
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planned due to a shortage of library staff, renowabf the library and the workload
involved in the school’s reading program. The ditye slot available for the guest
speaker series was not optimal because it waslafteh, when attendances are lower,

and overlapped with other air lessons.

In-principle limitations, problems and delays

At the main school, parents’ and teachers’ suppas evident in their suggestions
that the project include children other than thiosthe primary target group. One set of
delays followed my decision to respond to and ipocaite these suggestions to widen the
range of participants. This entailed the submisaiweh processing of revised ethics and
education department approval applications to thelpast and present pupils of the
school. Commencement of the project was delayetifarthal approval for these

revisions was obtained.

The Guidelines for conducting research in educationosdisites(n.d.) had been
revised in the time between the pilot and mainystuthder the new guidelines the
students could not be interviewed individually.&ugh it has previously been
recognised that group interviews with studentsioggrove the flow of information
(Henderson, 2006), this was not the case for thiegkents being interviewed over the
telephone. Interviews were stalled while | madéher contact with the education
department seeking permission to interview theesttglindividually with the proviso
that a parent, or adult nominated by the parerds,able to listen in the background
using the speaker telephone the students useddot¢lephone lessons with the school.
This was approved. | believed any risk of the aslgitesence influencing the interview
responses was minimised by the students being tacced to this set-up—most of them
participate in their air lessons with an adultishg in the background, knowing that
responses are to be their own. | had also infonpaeticipants that | needed to know what
the students really thought and not what they thbag adult would like them to say or
what their supervising adult thought.

Summary

This project adopted a multidimensional approadh wipilot and main study at
separate schools of distance education in ruratemdte Australia. Qualitative
interviews and broadly based action research agatisuite of educational activities
about the health professions were the backbonadnahich the project was
constructed. This approach generated a substhotigl of research data—ranging from

parent, teacher and student interview data, infoom@munications and observations to
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curriculum material records—from which to explone knowledge, perceptions and
aspirations students held about the health prafeabktareers, and factors influencing

these
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Chapter 4: Sources for learning about careers

Career development theorists highlight the impartaof student knowledge of
available careers as a basis for enabling studemgen imagine those careers as
possibilities for themselves. This chapter explahessources for learning that students
growing up in rural and remote Australia might amti@r as a basis for including health
professions among the careers they might consiglsujng. It also notes other sources
for their learning which might fit them for careénsthe health professions in rural and
remote settings. First, it examines what sourcesthools provide for students to learn
about careers, especially health careers, whichahage their knowledge of and interest
in these careers. Second, it explores the waygstsiceveryday lives might produce
knowledge and learning opportunities of relevamcengir choice of career. Finally, it
considers other possible sources for learningrthight increase the likelihood of their
including health professions among the possibdlitieat inform the gradual development

of their career choices and plans.

| begin this chapter by analysing the key souroesefarning about health
professional careers within the set distance educatrriculum materials. | analyse
these materials first because of the central tadg play in these students’ education.
Then | review students’ exposure to sources faniag about health professional careers
from other school events, such as air lessonsas®itb-face days. A discussion about
the knowledge students might acquire about healtbers outside of school hours
follows. Next | reflect on other sources of leamthat generate knowledge,
competencies and attitudes these students migbtwaich could be assets in the work
setting and, in particular, in the health indusBgcause it is not possible to capture every
possible source for learning about health profesdicareers available to students in one
chapter, the focus of this chapter is on the @littources.

| then examine participants’ suggestions for delhgehealth career education to the
main school community as new sources for learnbuytthese careers. Here | also
outline briefly how some of these suggestions wsedl as the foundations for the
educational activities of this project. Finallyelview participants’ reflections on the

project’s sources for learning.

In distance education, the key sources formingbtiss for the learning that informs
the gradual development of students’ career cha@ioeshe curricular support materials
for thekey learning area¢kLAs), in particular mathematics anahiguage across the
curriculum (LAC). A careful analysis of these materials sholat they provide almost
no information directly or explicitly about any ears, including the health professions,
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but that they do include a range of representatibhealth professionals and the bodies
on which they work. Some of these representatibhgalth professionals are intimately
associated with representations of hospitals, desear first aid. While such
representations are scattered across the curriouiat@rials, they constitute a minute
proportion of these materials. Moreover, they repné very few health professionals
apart from doctors and nurses, include a numbeegétive portrayals, and provide
minimal information relevant to health professiooateer choices. None of the
information is presented to students in a mannsugmest to them that they could
consider these careers for themselves. On the tfatbis analysis | argue that on balance
these materials are likely to exert little or exenegative influence on students’
consideration of health professional careers. Qibpects of the school program also
offer few learning opportunities likely to infornehlth professional career choices.

Analysis of the contexts of the students’ dailyebwshows that they offer rich
opportunities for learning about work in the paaténdustry; however, like the school,
they offer few opportunities for learning about lte@rofessions. Nonetheless, the
students’ daily lives offer many opportunities fearning attitudes, dispositions and

skills which would be of value in a range of ocdiguas, including the health professions.

Analysis of participants’ views about school agarse of career learning, and
reflection on the analysis of the learning oppaittes the school offers, constitute a basis
from which to identify a range of possible sourfiescareer-related learning—including
health professional career learning—that are noeatly provided. On the basis of this
analysis | argue that in the absence of opporasiti daily life and in the existing school
program, the provision of such sources of learmngucial if schools of distance
education are to play a part in addressing thetaperof health professionals in the

communities they serve.

School as a source for learning

As | demonstrated in Chapter 2, there is virtuatiyformal career information or
career education provided in Australian primaryosds. An examination of the
curriculum of distance education schools showsttiet are no exception to this. When |
analysed the sources of learning provided by theds, the only source of information |
found about the world of work, including careerattmight root themselves in children’s
minds and slowly come to appear to be possibleecarfer them, is incidental
information in the subjects that form the everydelyool curriculum—the KLAs. In the
distance education program which forms the sefnghis study, the focus within these
is predominantly on mathematics and LAC.
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The curriculum and health professional careers

Teaching and learning within the KLAs is built anoua body of resource materials.
These distance education curriculum materials ocaugrucial position in the students’
education. In this section | present my analysithefdistance education set curriculum
materials as a source for learning about healtfepsional careers. | lead into this section
by redefining the curriculum materials and theimilaant position in the students’
education. | also highlight the role of teacherd parents as both consumers and

mediators in relation to the curriculum materials.

| then analyse the sources for knowledge aboutthpabfessionals in the
curriculum materials. First | study how health gsdionals are portrayed, because it is
not just the quantity of information available tadents that could influence their
perceptions of these careers, but also how thisrmtion is presented. Here | draw on
examples from the materials to illustrate the thypes of portrayal—positive, neutral
and negative. Portrayals are assessed as posttieyipresent health professionals as
competent, helpful, approachable, caring, ethickhowledgeable and they are assessed
as negative if they present them as incompetengrury, unprofessional or unethical.
Neutral portrayals are those that are free of dfegtive implication.

After that | examine the negative portrayals aeepr level to point out the
potentially harmful influence these sources forwlealge could have on perceptions of
health professionals and hospitals. Then | anahseguantity of information about

health professionals and the human body in therakte

Redefining the set curriculum materials and their pace in the distance
education setting.As discussed in Chapter 3, the set distance @dnacairriculum
materials were a crucial source of learning indistance education setting. The papers
and resource packs that made up the set distancatemh curriculum materials were
provided as the prescribed resources for all stisdbroughout the state who learn
through the education department’s distance edarcatistem. These materials provide a
link between these geographically isolated studamtsthe outside world, and were a key
source of information and views. The same matewal® also intended to be read by
teachers and by the home tutdguiding these students in their education. In tifdi
many teachers used the set curriculum materialseascaffolding upon which they

15 As already noted, a home tutor is the aduhgeia parent or a governess, who guides the
children’s learning in their bush schoolroom.

96



SOURCES FOR LEARNING ABOUT CAREERS

planned their air lesson&These curriculum materials seemed to be centithito
school’s programs. They were thus an importantrgiatiesource for knowledge of and
attitudes towards health professional careerswatidpositioned to place the health

professional careers within these students’ corsiide.

The curriculum materials for primary level studectsisisted predominantly of
mathematics materials and LAC materfdlSor Year 1 through to Year 3 the materials
for each two-week unit included a mathematics harter guide, mathematics activity
sheets, mathematics child’s book, LAC home tutddeu_AC activity sheets, LAC
activity book, and handwriting book, as noted oge86. In addition there was a
separate resource pack for each two-week unit whijabally contained books and

audiotapes and, sometimes, brochures and videafapes

For Year 4 to Year 7, each unit comprised a mattiesnaome tutor guide,
mathematics student guide or instruction paperhemastics assignment book, LAC
home tutor guide, LAC student guide and/or instaurcpaper, LAC assignment book and
resource pack. Students had two weeks to compete unit, except for Year 7 LAC

units which they had three weeks to complete.

My analysis here focuses solely on materials pexvifbr students as key sources
for their learning. The mathematics and LAC hontertguides were intended to be read
by teachers and home tutors but not by studentghioreason these guides were not

analysed.

However, it should be noted that teachers, pa@mshome tutors (themselves
often the parents) are potential sources of caecation and information, both directly
through their capacity to initiate and inform agarof discussions with students, and
indirectly through their mediation of the curricoiunaterials. Teachers have the
potential to extend the learning from the curricalmaterials during air lessons, at face-
to-face days and during informal conversations.il@nhyg, parents can build on these
materials in their bush schoolroom, and at homsidetof school hours.

16 As noted in Chapter 1, an air lesson is the®@5-minute lesson a student has each day with
their teacher and six to ten widely dispersed gh&sss using the school telephone system to
communicate.

17 Students also had the opportunity to choos@guiage other than English (LOTE) to study in
Years 5, 6 and 7. The LOTE opportunities and materere changing at the time of my
review of the curriculum materials, and not alldgnts studied LOTE. Therefore | chose not to
analyse the LOTE material.

18 Since my review of the curriculum many audiespave been replaced by CDs and
videotapes by DVDs, containing the same learnintgrias.
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Portrayals of health professionalsThe set curriculum materials contained two
main types of information potentially related tad#nts’ capacity to become interested in
health professions as careers—information aboutthpeofessionals, and information
about the human body. Information about healthgesibnals included information about
where they work (e.g. hospitals), what they treag.(diseases), and what they do (e.g.
first aid)"®. It also included accounts of their characterstis people and as professional
practitioners, that might influence students’ céfyato become interested in the health
professions as careers. These accounts of heaféspionals ranged across a spectrum
from positive, through neutral to negative porttay@he information about the human
body was all value neutral.

A number of portrayals of health professionals espnted them working at their job
in a gentle, caring and knowledgeable manner. dhaving are some examples of this
taken from material for Years 4, 5, and 6. Thusjristance, in a Year 4 (unit 4)
compulsory reading bodRosina and the sho(@dgers & Stackpool, 1983Rosina, the

main character, has just had her right ankle stéppeby a horse:

The ambulance men were kind and efficient. Thegahgd the crowd briskly.
Then one of them supported Rosina’s shoulders winether carefully removed
her gumboot and cut the leg of her jeans. Verylgeiné moved her foot in a circle.
Rosina bit her bottom lip, tears of shock and diging down her face. Her father
hovered by, with David clutched against his chigstl7)

The use of ‘gently’ and ‘carefully’ here, and ‘reasngly’ in the following passage,
to describe the officers’ actions conjures up @eaf these practitioners as sympathetic
and caring people. This is reinforced by the acamging illustration, which shows
Rosina sitting on the grass with her ankle beirg@red by one ambulance officer while

the other supports her in the sitting position:

‘| think it's just a bad bruise,’ said the young#ficer reassuringly. ‘We’'ll take you
along to the tent and put an ice-pack on it.” Hadd to Mr Paul. ‘I'm sure she’ll be
all right, but maybe you’'d like to get that ankleayed, just for your own peace of
mind.’ (pp.47-8)

In this section, it is hot so much the sympathetémner but the professional

competence of the ambulance officers that is pgetta

19 It is acknowledged that first aid is not neaei§gcarried out by a health professional.
Nevertheless, first aid has been included hereusechealth professionals can perform first aid
and because an interest in first aid could triggeinterest in a health professional career.
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Similarly, in a Year 5 compulsory reading bo@qose(Carroll & Hannay, 1989)
the main character, whose nickname is Goose, haswa asthma attack:

Goose sat on a hospital bed, his arms braced tsjd@s, gasping like a fish landed
on the beach. A woman with soft wavy hair and alsag voice sat beside him and
held a mask over his mouth and nose.

‘You're all right now, Philip,” said Dr SandersahVe’ll have you feeling better in

no time.” She turned and said, ‘Sister, would yeti@drip ready, please?’

Dr Sanderson smiled at Goose and ruffled his Hair.going to put a tube into your
wrist so we can get some medicine into your blaedsh quickly. You'll feel much
better.’ (pp.52-3)

As in Rosina and the shquwhe health professional, in this case a doctarast as
caring, reassuring, methodical and diligent. Hewen more than iRosina and the show,
the personal characteristics are woven tightly ttegyewith the professional competence.
In both cases, too, the account of the incidentiges concrete images of the actual work
health professionals perform as part of their jicaetapplying ice packs and inserting
intravenous drips—as well as showing the divisiblabour and the responsibilities of
different health professionals. Both these exceratsbe seen to provide positive

portrayals of health professionals.

In many passages, however, the portrayals areyhagitical of various aspects of
the health practitioner’s personal attributes afggsional competence. For instance, in
Onion teargKidd, 1989) a compulsory reading book for Year 5 unit 1, Midg, the
school teacher, is in hospital when one of heresitglvisits her home to play with her
dog. Mr Newton, Miss Lily’s elderly neighbour, bksathe news of Miss Lily’s hospital

admission to the student.

‘Miss Lily’s gone to the hospital. Doctor reckorfeess got to have some tests done.
Them doctors are all the same. They can’t stopifjhin their needles and cutting

bits out of you. Twice I've been in for tests mé&sé¢p.55)

Through Mr Newton, students are exposed to judgateiws on what doctors
do—'can’t stop jabbing in their needles’ and ‘coigfibits out of you'. These views are
not balanced by any objective explanation for wigse steps may be necessary in the

diagnosis and management of patients. Mr Newtos gado say:

‘One time they found something or other that shotildave been there—and do
you know what?—just as the nurse had given mddkiedy custard stuff for me
dinner, this silly young doctor comes in with itarbottle. He thought I'd like to
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have a look at it, he said. Well, | told him whatdould do with it and not to come

spoiling me dinner with bits of me body choppedmpottles.’ (pp.55-6)

In this section, similarly, the reason why thelysyioung doctor’ showed Mr
Newton the specimen excised from him is not pradideGompare Mr Newton'’s original
sentence with the following, which describes theasactions in a different light: ‘To
help me understand my condition, the young doctok the time at the end of the day to

show me the tissue the surgeon had excised.’

Another example idodie’s journeyThiele, 1988), a compulsory reading book in
Year 7, in which there is explicit discreditingddctors’ knowledge when the grand-
mother states: ‘Doctors don’t know anything. I'veyed that a dozen times.’ (p.35)

There were also other sections of the curriculurtenes containing negative
connotations about the treatments provided by hgatifessionals, as, for example, in
the following extract transcribed verbatim fromaudiotape listened to by the students in
Year 5 (unit 7 LAC):

We're at the graves of some of the children whal diethe early days of the
Moreton Bay colony. The children in these gravesevad! soldiers’ children ...
Each of these headstones tells a sad story, mtts¢ children died young. William
Roberts died five years and two months from ardf William had been treated
with pain killers from the hospital and it doessdtund like the treatment was
successful. (Open Access Unit, 1999)

There were accounts which questioned the ethicelarhcter of doctors in some
sections of the curriculum materials. For instaitghe following excerpt fronbad,
Mum, the circus and m&teep, 1992), a story in a compulsory readinkldooYear 7
(unit 5), the doctor’s behaviour can be seen asraitly unethical because of his lack of
care for a living being, the dog, in preferenca twon-living object, his car. This view,
that the doctor’s behaviour was unethical, is gihprif implicitly, expressed by the

narrator, who makes readers feel the horror ofritident:

I lay under the sheet, the family photograph allopped against my knees ... |
knew them all—there was Grandad the day he loskbih at the beach; here was
Jigger, Dad’s blue heeler that got hit (and killbg)Doctor Benson’s new car ...
and you know what he was worried about? The cafot.Jigger, lying there in pain
and dying, but his precious new car. And him a dio¢pp.4-5)
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The doctor’s behaviour in this passage is, strigpigaking, outside the context of his
work; however, his identification as a doctor colgldd to a blurring of his personal and

professional behaviour, and extrapolation to otlwators.

Each of these excerpts displaying a judgmental wiehealth professionals’
knowledge, skill or personal behaviour can be ssea negative portrayal of health
professionals. Such negative portrayals could laavenconstructive influence on
students’ attitudes to these professions, andeio ithagining themselves in these
professions. For a number of these negative patsawhen a specific health
professional was identified, it was a doctor. Altgh a full discussion of this is outside
the scope of this thesis, these negative portrdnale the potential to adversely influence

attitudes to health care and health professionalsyell as aspirations to a medical career.

In the following chapters | show that doctors andses are the only health
professionals familiar to many study participa®s.in this context it is possible that
discrediting doctors in the school materials magy®onymous with discrediting all

health professionals.

There was also a large number of references tehhealfessionals which were
simply neither positive or negative; for examphes following sentence taken froko
holiday fun for SanfLambert, 1991), a compulsory reading book fodstis doing unit
12 of Year 4: ‘For a week Sam was very ill with theasles. Dr Spencer came three
times and gave him pink medicine’ (p.76). This refiee, unlike previous examples, puts

no value loading on the doctor’s actions.

The next example, taken from the Year 6 unit Sggssent book, is an objective
account of doctors and nurses preparing for anabiper

The doctors and nurses prepare themselves forrguiiggey scrub their arms and
hands with disinfectant. Sterile masks, caps, gpand gloves are worn to prevent

germs being spread to the patient. (Open AccesgdBu@entre, 1993, p.23)

While this gives slightly more detail about somethdoctors and nurses do in the
course of their work than the sentence ffdmholiday fun for Sapboth excerpts are
non-judgmental, neutral portrayals of these pridesds.

Most of the references to health professionalénmathematics units reviewed
were in unit 5 of Year 5. This unit used a hosgibalis around which a portion of the
learning was based. The references to health iofess included text, photographs and
illustrations. For example, the cover of the studgnde had a large photograph of a male

nurse and two school students standing in a hdspitaery. Smaller photographs of the

101



THE SHORTAGE OF HEALTH PROFESSIONALS IN RURAL ANDEGIONAL AUSTRALIA

nurse’s head and shoulders, and of hospital beglg scattered throughout the book.
Some of the mathematical problems involved healbfiegsionals; for example: ‘Three
doctors treat 38 patients each. How many patiemtbely treat altogether?’ (Access Ed,
2001, p.3). These photographs and mathematicalggnsbwvere also considered to be

neutral portrayals.

Two of the references to health professionals \&erbivalent or mixed. For
example, in the Year 7 compulsory reading bdodlie’s journey Thiele (1988) wrote:
‘There were some like Dr Klein who knew enoughilicefdozen books but who

sometimes found it hard to explain things to hesiinple language’ (p.55).

At the beginning of the sentence Dr Klein is poréchas a very knowledgeable
person. This part of the sentence can be percasedpositive portrayal of a health
professional, since knowledge is an important guédir a doctor. However, the end of
the sentence suggests that Dr Klein has poor corneation skills. While clinical
knowledge and skill are very important, communimatskills are also essential for health
professionals because poor communication can loeiagsd with adverse patient
outcomes, issues in multidisciplinary care teanan@én, Gurney, Morgan &
Barraclough, 2011, p.S6) and decreased patiesftaztion (Chen, Nash & Lokuge-
Hayes, 2009). Thus the end of the sentence woelt $& be a negative portrayal.
Because of their small number, these mixed porsayae been grouped with the
neutral portrayals in the next section, which désas the quantity of references to health
professionals.

As a source for learning about the human bodyctingculum materials provided
objective information. Most of this material was@ly factual, such as illustrations of the
gastrointestinal system. Sometimes the facts abeutuman body were woven into
narrative, audiotape dialogue, songs and handstoit@s. For example, in unit 8 of
Year 3 students listened to an audiotape of a gsatien between two friends who have
a discussion about the musculoskeletal systemghdlinformation about the human

body in the materials reviewed appeared to be pteden this neutral manner.

Quantity of health professional and human body infomation in the curriculum
materials. Overall the quantity of information about hegitiofessionals and the human
body in the set curriculum materials used by thdetts was small—so small that
parents and teachers perceived that the studemstised virtually no information from
the school about the health careers. In the folgwaaragraphs | quantify the references

to health professionals and the human body, whibistaintiates these impressions.
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Curriculum materials written by the education department. For LAC for Years 3 to
7 inclusive, the education department wrote 98@fegaof materials for students to
work through. The total number of cumulative pag#h references to health
professionals, first aid, diseases or hospitathése materials was 23.1. The total number
of cumulative pages with positive portrayals ofltteprofessionals within these
references was 0.2, while the total number of catiug pages with negative portrayals
was 1.5, with 21.4 pages of neutral portrayalsd&tts worked through 12 cumulative
pages about the human body in all the LAC matendten by the education department
for Years 3 to 7. This information is summarised able 5, while figures for each year

level are given in Appendix C.

The home tutor had 4160 pages of LAC home tutadegito read for Years 3 to 7,

in addition to reading the students’ materials.

Altogether students were expected to work throutéages of mathematics for
Years 3 to 7. Of these, 38.1 cumulative pagesneden health professionals, first aid,
hospitals or diseases. All these were considerée toeutral portrayals, except for 0.2
cumulative pages of negative portrayals. There werpositive portrayals. There were
0.9 pages altogether referring to the human bobig ififormation is summarised in

Table 6, while figures for each year level are gireAppendix D.

The resource packs. Unlike the curriculum materials referred to pomsly, the
books in the resource packs were not producedégdiication department.
Nevertheless, these books were woven into the stsidessons. For example, students
might be directed to read certain pages from almmve particular day. The rest of the
LAC lesson for that day might involve spelling, gnaar and comprehension related to
what the students had read. On another day studegits be directed to read further

pages of the novel, and so on until the book had lwempleted.

Altogether the books in the resource packs for ¥8an 7 had 8098 pages.
Students were not expected to read all the pagesnoé of the non-fiction resource
books, but overall most pages were read. Of the88 pages, there was a total of 43.4
cumulative pages of references to health profeaiphospitals, first aid or disease.
Most of these portrayals were neutral (30.2 padmg)just under a quarter were negative
(9.2 pages), and only 3.9 cumulative pages cordginsitive portrayals. Altogether these

20 This figure is obtained by adding the totalstf@ instruction papers, assignment books,
student guides, activity sheets and handwritingkbdo Table 5.

21 Calculated by adding the totals of the chiltbeks, activity sheets, activity books and
instruction paper/student guide columns of Table 6.
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resource books contained 36.1 pages of informatbmut the human body. This
information is summarised in Table 7.

Table 8 shows the quantity of information in thaltte professional and human
body categories in the audiovisual material forréeato 7. The pattern of references in
this material mirrored that in the curriculum papand resource books; relatively few
references, with most being neutral. The videotalifésred from the other materials in
that there were more positive than negative retergito health professionals. Appendix

E shows the figures for each year level.

Where references occupying less than 0.1 pagesreeseded, this has not been
included in the totals for Tables 5, 6, 7 and &hertables in Appendices C, D and E.
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Table 5: Portrayals of health professionals in printed Liv@terials produced by the
education department for Years 3 to 7. Referermbgdlth professionals include references
to workers, where they work (e.g. hospitals), vithay treat (e.g. diseases) and what they do
(e.g. first aid). All numbers except those in tistfrow are numbers of pages.

Year3 Year4 Year5 Year6 Year7 Totals

Instruction papers = 1502 = 1513 1333 4348
refs to health professionals - 7.7 - 3.0 3.7 144
positive — 0.0 — 0.0 0.2 0.2
negative - 0.0 - 0.0 05 05
neutral — 7.7 — 3.0 3.0 13.7
refs to human body - 2.6 - 0.0 34 6.0
Activity books 861 465 554 433 307 2620

refs to health professionals 0.0 3.0 0.0 2.2 00 52

positive 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.0 0.0 0.0 0.3 0.0 03
neutral 0.0 3.0 0.0 1.9 0.0 4.9
refs to human body 6.0 0.0 0.0 0.0 0.0 6.0
Student guides - - 1463 - 545 2008
refs to health professionals - - 3.3 - 0.2 3.5
positive - - 0.0 - 0.0 0.0
negative - - 0.7 00 0.7
neutral — — 2.6 - 0.2 2.8
refs to human body - - 0.0 0.0 0.0
Activity sheets 599 - - - - 599
Handwriting books” 226 - - - - 226

body.
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Table 6: Portrayals of health professionals in printed reatatics materials produced by the
education department for Years 3 to 7. Referermbgdlth professionals include references
to workers, where they work (e.g. hospitals), vithay treat (e.g. diseases) and what they do
(e.g. first aid). All numbers except those in tistfrow are numbers of pages.

Year3 Year4 Year5 Year6 Year7 Totals

Child’s books 537 - - - - 537
refs to health professionals 0.0 - - - - 0.0
positive 0.0 - - - - 0.0
negative 0.0 - - - - 0.0
neutral 0.0 - - - - 0.0
refs to human body 0.0 - - - - 00
Assignment/activity books — 497 379 453 426 1755
refs to health professionals - 0.0 7.1 0.0 00 7.1
positive - 0.0 0.0 0.0 0.0 0.0
negative - 0.0 0.2 0.0 00 0.2
neutral — 0.0 6.9 0.0 0.0 6.9
refs to human body - 0.0 0.0 0.0 0.0 0.0
Activity sheets 497 — - - — 497
refs to health professionals 0.2 - - - - 0.2
positive 0.0 - - - - 0.0
negative 0.0 - - - - 0.0
neutral 0.2 — - - — 0.2
refs to human body 0.0 - - - - 00
Ignusi;rg;:tion papers/student _ 801 898 676 940 3315
refs to health professionals - 0.0 29.2 15 0.1 30.8
positive — 0.0 0.0 0.0 0.0 0.0
negative - 0.0 0.0 0.0 00 0.0
neutral — 0.0 29.2 15 0.1 30.8
refs to human body - 0.0 0.9 0.0 0.0 0.9
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Table 7: Portrayals of health professionals in resource&kbdor Years 3 to 7. References
to health professionals include references to wstkehere they work (e.g. hospitals),
what they treat (e.g. diseases) and what they.dof{est aid). All numbers except those
in the first row are numbers of pages.

Year3 Year4 Year5 Year6 Year7 Totals

Resource books 1654 1622 1495 1915 1412 8098

refs to health professionals 0.5 8.1 5.5 8.3 21.143.4
positive 0.0 2.0 0.5 0.2 1.2 3.9
negative 0.3 11 0.7 0.2 6.9 9.2
neutral 0.2 5.0 4.3 7.9 13.0 304

refs to human body 36.0 0.0 0.1 0.0 0.0 36.1

Table 8: Portrayals of health professionals in audioviswaticulum material for Years 3
to 7. References to health professionals inclutbzeaces to workers, where they work
(e.g. hospitals), what they treat (e.g. diseases)dnat they do (e.g. first aid). All
numbers except those in the first row refer to r@au

Year3 Year4 Year5 Year6 Year7 Totals

Audio 962 999 1500 1276 751 5488
refs to health professionals 0 3 4 0 0 7
positive 0 0 0 0 0 0
negative 0 0 0 0 0 0
neutral 0 3 4 0 0 7
refs to human body 47 0 0 0 0 47
Video 33 46 402 126 202 809
refs to health professionals 0 0 15 0 1 16
positive 0 0 9 0 0 9
negative 0 0 1 0 0 1
neutral 0 0 5 0 1 6
refs to human body 0 0 0 0 0 0
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The total quantity of information about health msdionals in all the curriculum
materials combined was tiny compared to the tatahtjty of materials. Often there was
only one sentence which mentioned a health prafeakiThe negative messages were
nevertheless powerful. For example, the followiagtence about a drunken doctor who
only assisted a patient because he was forcednonisa compulsory reading book for
Year 5: ‘The last two children were born in the lbasone while her husband was
bringing a drunken doctor, by force, to attende&d (Lawson, 1988, p.14). This sentence
was the only reference to a health professiontidérbook. The reference took up only
one tenth of one page of the book, using the maasgystem described in Chapter 3 for
quantifying the references to health professioiddmetheless, the sentence gives a

poignant negative image of a health professional.

Negative references to health professionals apgeaal the years of the set
curriculum materials reviewed; in some years, gbouof times through the year. The
students seemed to be receiving small but repeiadorcing and consolidating
messages about the negative qualities of healfegmionals. Sometimes the
reinforcement was almost instantaneous. For exaraftkr listening to the audiotape
section about the children’s graves described ge 98, students had to match sentence
beginnings with sentence endings about the gréives,rewrite the completed sentences
into theHistoric Brisbanebrochure they were completing. This brochure vaasihated
by the school before being returned to the stuttekéep. One completed sentence was:
‘One of the three graves tells of the story of With Roberts, age five years two months,
who was treated with painkillers from the hospitalan unknown disease.’ This
sentence is written in a way that implies thatttkatment provided by the hospital killed
five-year-old William, and clearly has the poteht@aengender or strengthen negative

feelings, including anxiety, towards hospitals &edlth professionals.

These negative references to health professionate rom a wide variety of
sources. As Tables 5, 6, 7 and 8 show, they wenadfin both the curriculum materials
produced by the education department and the baokisptapes and videotapes in the
resource packs, suggesting that there may be diveegarception of health professionals
ingrained in society, or at least ingrained in atghand those who produce learning
materials for school students studying by distathgcation. This contrasts with the
annual Roy Morgaimage of professiorsurvey. As | reported on page 31, in 2012 this
survey rated nursing as the most ethical and hgmefgssion for the 18th year in a row

(Morgan & Levine, 2012). Doctors and pharmacisésaiso consistently near the top.
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Other issues with the information about health proéssionals in the set

curriculum materials .

When analysed purely from the perspective of widgstudents’ career choices,
the information in the curriculum materials aboeahh professionals had other
shortcomings. Only a narrow range of health pradesds were mentioned in the
materials, with some entries giving no insight imtoat was involved in the occupation
concerned. Further, none of the information wasegumted in a ‘this is a career you could
consider doing’ manner.

The references to health professionals in theweicalum materials did not explore
the diverse range of health professional careaiadole. The information about health
professionals mainly involved doctors and nursek ma smaller extent, dentists and
ambulance officers. The following is the only refece | could find to a physiotherapist:
‘Hydrotherapy every morning, | guess. Ray lampmsephysio and gentle exercises,
finding what tablets are best, and in what dosesntost of the time just rest’ (Thiele,
1988, p.44). Medical students were briefly mentiboace, and there was one small
picture and one segment of text referring to pharsts There were no references to the
diverse range of other health professionals, saahdiographers, speech therapists,
occupational therapists, social workers, laboratecnicians and so on. Nor were
students given an impression of the broad speabfispecialties and subspecialties that
health professionals can work in. For exampleptilg doctors mentioned were general

practitioners, rheumatologists, general and plastigeons, and the flying doctors.

Some references to health professionals did nefigeany information to help
students build their knowledge about those caréensexample, the following reference
to a plastic surgeon in a Year 5 (unit 15) resobiaek does not give any insight into
what a plastic surgeon actually does:

Question: What happened to the plastic surgeonsahtoo close to the fire?
Answer: He melted. (Robinson, 1987, p.14)

There was no reference to health professionaksring of career options for the
students in the set curriculum materials. Thatsio time were students asked to
consider or reflect on health professional caraersareer options for themselves. In all
the curriculum materials reviewed, there was onallssection on career planning. This
section was in the Year 7 materials, was opticarad, focused on exploring the career
planning involved in becoming a chef, a restaurat@ashion designer and a musical

instrument maker. In contrast, there was a dialagaeYear 7 (unit 1) narrative advising
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against a medical career: ‘After another long aiffitdit day the doctor discouragingly
states, “Whatever you do, don't be a doctor whamgow up, Alexandra—that is, if you
like a good night's sleep” ’ (Fowler, 1985, p.71).

To sum up: before students can aspire to a cdregmiust first know about that
career. | analysed the set curriculum materialslifstance education as a source for
learning about health professional careers foresttedliving in rural and remote Australia
and studying by distance education. | argued tiettrriculum materials would be an
important source of such information given the stitd’ geographic isolation, ‘living in a
cocoon world’ as one teacher described it, thelfashiand communities’ focus on the
agricultural industry, and the shortage of heaitffgssional role models in rural and

remote Australia.

When | began reviewing the curriculum materials, dhiginal goal was to document
how much information the materials contained altoeithealth professional careers. As
the review process progressed | realised | needeldssify the material according to the
nature of the portrayal as well as quantify theiinfation, because the nature of the
portrayals could influence students’ perceptionsntl aspirations towards, these
careers. | also realised that | should includerimfttion about diseases, hospitals and first
aid within the health professional category, anaster, although separately,
information about the human botfl reasoned that information about any of thesédcou

spark an interest in a health professional career.

Overall there was little information within the Hilsgprofessional category. None of
the information was presented in a manner that eveuggest to the students that these
were careers which they could consider for theneselMost of the information about
health professionals was coincidental to the faxdube narrative or other text, was not
elaborated and was only a small part of the mdtdrfee information did not appear to
have the potential to increase knowledge of thgeaf careers in health, because only a

narrow range of health professional careers wagsepted.

22 Information about the human body in the schaaliculum also has other relevance to health.
For example, education, a balanced healthy dieeaattcise from an early age are thought to
be important in the prevention and management e$ity (Australian Medical Association
Queensland, 2007). Australia currently has an epicef obesity and associated chronic
diseases—diabetes, heart disease, joint patholodyehvhhas and will have a significant
impact on individual and population health and ecoic wellbeing (Cameron et al., 2003;
Clarke & Steadman, 2011; Durie, 2011; Norton, DalimMartin & Harten, 2006; Rissel &
Martin, 2011).
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Most of the references to health professionaleéncurriculum materials depicted
them in a neutral manner. In addition, there wenaraber of negative portrayals of
health professionals present in every year lewaééveed and in a spectrum of the
materials used in the curriculum. These negativrgyals questioned the character,
ethics or professional skills of health professispaspecially doctors. Thus the
curriculum materials appeared to endorse populaganisms and ignorant judgements
about health professionals, and in doing so hagidibential to have a harmful influence
on the perceptions and aspirations of studentengmand teachers in relation to these
careers. There were fewer positive portrayals afthgrofessionals than neutral or

negative portrayals.

Reflection on these references about health priofess seems important when
considering these students and health professianeérs and healthcare. Given the
anxiety expressed by students towards healthctthregsesuch as hospitals (see pages
180-3) and the long-term negative effect this careh(Hill, Pawsey, Cutler, Holt &
Goldfield, 2011), and given the students’ generaéigative perception of health careers
prior to the educational activities (see pages IYy4-would recommend that
consideration be given to reviewing the place djective negative representations of

hospitals and health professionals in these méderia

In the next section | look at participants’ holistinpression of the school as a
source for learning about careers, especially hgatifessional careers, available to

students during their years of evolving career impraent.

Learning from school: How participants perceived tle school as a source of
knowledge

While the curriculum materials analysed above weegprincipal sources for
learning offered to students, these were supplezddn air lessons and occasional face-
to-face events, as well as extracurricular acésitsuch as violin lessons, delivered over
the telephone. Curriculum content is important,iburiot always the same as what
students learn. Interviews indicated that in tlaisecthe limited information about health
professionals and health professional careersiise¢hcurriculum materials was closely
paralleled by what students had learned. As one ¥Ystudent put it, reflecting on her
schooling overall: ‘In terms of occupations andfsite never really got taught anything’
(Kristy Grange). Furthermore, this student’s vieaswaralleled by the teachers’ and
parents’ holistic perceptions of the health prafessl career education provided by the
school. Here, | explore these perceptions of oppdriés to learn about careers and, in

particular, health careers, offered by the schoalddition to the set curriculum materials.
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Most of the parents interviewed had been theidekil’'s home tutor for a number
of years, and as such had a close knowledge @&dheation, including career learning,
provided to the students by the school. In gen#ray, believed that students received
very little career information from their schoohdy reflected on the different modes of
delivery used by the school to provide educatiodrsaw this conclusion. They thought
there was little information in the set curriculyapers, in air lessons or at the face-to-
face events. This accords with both my analysthefcurricular material and the more
general findings in the career education litera{fteMahon & Rixon, 2007; Watson &
McMahon, 2005). As | showed in Chapter 2, Watsash icMahon (2005) indicated that
despite recognition that childhood is the perioé&wfoundations are laid for career
choices, little is being done to explore careerinduchildhood in Australian primary
schools. As one parent with 14 years experient®ae tutor summarised it, with
marked deliberation in her words, the school omtyjaled information about any careers
in ‘a very, very limited way'. She explained furthe

The material that the children are given to le@mirtgeneral knowledge and lessons
from does not really cover career options andithe that we have with having

guest speakers is very limited. It is limited te thalf-hour lesson unless teachers are
able to combine them. And even the question tiraettie children have with these
guest speakers is very limited. Excursions whercttileren are little—like they go
and see the fire engine and the ambulance andetifféhings during activity days,
however | don't think they look at those as cam#ions at that time—it is just a

wow! whiz! bang! (Sally Orand, initial interview)

Parents thought guest speaker sessions were antutilided source for learning
about careers, partly because they were infre(ttaete is not too many of them’), and
partly because, as the parent cited at length ainoeated, they were limited in time. In
addition, none of the parents could recall a gapstker session when the topic was
health professional careers, or any careers. Attdie school there had been isolated
incidents of health professionals speaking withdtluelents as guest speakers. The focus
of these sessions, however, had not been on tldespecareer. For example, a dentist
known to one of the teachers had spoken to thegitglents about caring for their teeth.
As a parent of three boys in lower and middle prinexplained, no connection was
made to a possible career in that field for thédcbn:

| don’t think they focus on: ‘This could be someitpiyoucould do with your life’
enough, maybe. Like they know everyone has to gbeaentist because they look
after your teeth but | don’t think they put therspn: ‘Well you could be on the
other side, you coulde the dentist helping the person.’ (Zara Zip, iniitderview)
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This parent and other study participants suggehkeedf career information was
incorporated into a guest speaker session it doeiltell received. | kept this information

in mind when putting together the educational & for this project.

Bernadette Lyon, the only parent who lived in tcamal the parent who had years of
experience teaching distance education beforegd&ave to home tutor her own
children, appeared to have slightly different vidwsn the other parents and teachers. In
contrast to the other parents, she thought theestadlid receive career information from
the school, although she admitted this was deperuatatine teacher responsible for the

class:

From my experience and from what | have observeldsaen over the years | think
there is good input from the school in terms ofpdedo speak to about careers. |
think it probably is a bit dependant on the teaslieemselves being aware of the
need to broaden children’s awareness. So | thinkeseachers would do it better

than others. (Bernadette Lyon, initial interview)

There is a contrast here between this parent'epéon of the career education
delivered by the school and the perception heldthgr parents. As she noted, the
delivery of career information to students was daejat on the individual teacher and

was not part of the set curriculum.

The teachers, in general, agreed with the par€htsy perceived that these students
derived little career information from the schdake the parents, the teachers also
thought that any career information from the scheamlild be coincidental to guest

speakers selected to talk on a non-career topionageacher said:

There is nowhere in our curriculum where thereai®ers information apart from
guest speakers, but often we have them on for kheiwledge for a particular topic

and not necessarily about a career. (Karen Natjlimterview)

Students who continued at the main school for thetondary education were
allocated one week of work experience in Year 1@, @ven a standard careers booklet.
The week of work experience had its benefits amétditions. On the one hand, it
provided students with an opportunity to have pcatexperience in a workplace that
might interest them. It also seemed that the teadhied to place the students
thoughtfully: ‘We try to put the kids into jobs thae feel they are really interested in.’
On the other hand, this work experience week agpearbe limited by its brevity, the
range of willing workplaces known to the teacherd tamilies, and the availability and

cost of accommodation:
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Interviewer: And do they choose where they go tiarnt one place or is it a couple
of different places?

Teacher: Yes as far as | know they do choose frbatt v available. | guess they
might be limited by accommodation. (Beth Inningptjal interview)

Not infrequently, the students spent the week wayldt another cattle property,
where their family knew someone and they were d@oousd to the work environment.
This seemed to be the easiest solution for therit,adso avoided accommodation and
meal expenses associated with doing work experientsvn. Although this was the
most manageable option, it did not broaden theestisd horizons. There was no
evidence that any of the secondary students actheol had done work experience in
health.

In terms of career options, there was evidencetltgateachers at the main school
did not make connections between these studenttharitbalth careers. For example,
two years prior to this study the distance educagiecondary students at the main school
had a vocations camp which included visits to waiwnork sites such as the police
station and the (then) Department of Primary Indest The teacher who organised this

camp told me that she had not thought to includeadth worksite:

The year before last | was in secondary [teachéogsdary students]. Every three
years in secondary the camp focus changes. Soeamghe focus for the camp is
vocational. The year that we had the vocationalweag two years ago. | set it up so
that we could look at the different areas of octiops. One of the things | didn’t
think about was nursing and all that sort of shef€ause unlike the DPI
[Department of Primary Industries] and the defefocee and the police | didn’t
think about it at the time—where would we go toyymow? There is obviously
somewhere that we would be able to go so thatdbaid pull together someone
who could talk to you about those professions. Beedhey are so diverse in that
area, they are all separated everywhere, thattdigeh enter my mind
unfortunately to go in and have a look. (Louise daar, initial interview)

Other students enrolled in the two schools of distaeducation involved in this
study went to boarding school for their secondalycation. For the five to six years
these students are at boarding school their expdswa range of career role models as
part of their daily lives is likely to remain linaitl, because in and out of school hours
their lives are mostly within the boundary fencehaf school. Their parents are not able
to directly share in formal career information do®d to these students at boarding
school because of distance. Parents with oldedremilat boarding school, even without
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knowing about career development theories, beli¢hvatdcareer information provided by
these schools at the secondary level was tooAatene parent with two teenage students
and a younger child in primary school explainedeeaeducation had been ‘extremely
limited in the primary’, noting that ‘they reallyod't start looking at it until Year 10'. In
her view this was ‘way too late in secondary’; @sanot introduced until ‘they’re looking

down the barrel really’ (Deane Ellis, initial int@ew).

This parents’ view concurred with career developntieeories and the conclusion
drawn from one recent large study (ACER, 2010) tingtasures to encourage university
study aimed at senior high school students mayibdiracted’, given that 40 per cent of
students who eventually attended university had éionsidered going to university when

they were in primary school.

A number of the students at the main school wertba@itend one of the boarding
schools in a large rural centre. The boarding sishatcthis centre also attracted students
from other rural areas. The main school principdlp had almost two decades of
experience at School of the Air and continued inttent association with families of
past students, believed it was possible that méitheacareer information at these

particular boarding schools focused on the agrcaltindustries:

But it is probably at a lot of schools it [caredueation] may be skewed towards the
rural industry. | am thinking of the [boarding] sdis in [large rural centre] rather
than the city schools, which may have a broadestbapproach to it. (Ugen Neeves,
initial interview)

There could be a number of explanations for thedaxf these secondary schools on
rural industry career education. First, rural irtdes are the main interest of most of the
parents, the students, the town and the immediatewsding district. Second, Rural
Industry Training and Extension (RITE), which delig nationally recognised training
focusing on rural and remote communities, has ficeoih the town (Rural Industry
Training and Extension, n.d.). RITE actively proamits school-based traineeship
programs. Finally, it is likely that these schoats limited in the spectrum of career
information they can provide by the human and ntezsources available to them.

The following exchange with a student attending ohhese boarding schools
confirmed the likely focus of career education griaultural careers, and the probable

limitations to learning about other careers, inoigchealth careers:

Interviewer: Thinking about the guest speakersdbate to school, can you tell me
what jobs they did?
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Student: Um, most of them, like | can only rememREFE at the moment because
they’ve come a few times and given a few talks. Mdshe ones were like the
managers, like one of the managers of the proplesatyRITE had or Ag college.
They would either run one of the properties thaytwould use for the students like.
They would talk to us about the different jobs tyat can get there and um the

different properties. (Elsie Grange, Year 11, atitnterview)

In summary, parents and teachers agreed thatsittgioling provided students with
little opportunity to learn about careers. Evethatsecondary level, career information
was limited in quantity and diversity, with a foous agricultural industries. No

promotion of the health careers was recalled.

Lifeworlds as sources for learning

Clearly there are other sources, apart from schiaoh which students might learn
about possible occupations and which might infdimearly stages of their thinking
about careers. Everyday experiences, multimediesriat and books are examples. In
terms of the health professions, health profestsdhay encounter from time to time are
possible sources of career information and of @stein those careers. These, however,
are incidental, and, as | show in Chapter 5, vew éf those interviewed gave any
indication that such potential sources had in gad¢hformed their knowledge of the

health professions.

The parents of the students in this study beligkie@ children received little
exposure to any careers in their daily lives, eké@pthose careers associated with the
land. For example, when contemplating these childred career information, one parent

said:

| don’t know how they get the information apartrfrevhat they see around
themselves and what they learn from the peoplenarthem which is generally

land. (Elise Kallagher, initial interview)

Other parents expressed similar views; that ig,tteopportunities for these
students to learn about careers outside of scherd small. For instance, another parent
commented: ‘I think it is very limited ... um ... theieal options and learning about real

options and especially the more remote they area(@ Ellis, initial interview).

The uniformity of the parents’ occupations conttézlito limiting students’
exposure to a range of careers. Some parentsalichést to compensate for this limited

exposure:
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Interviewer: How do you think the students at yohitdren’s school obtain their

career information?

Parent: | think really only through us and thropglople they are exposed to. We
will often introduce them to people and say whattto for a living. And probably
that is the only way really. (lllis Torrens, initiaterview)

Getting to know about the beef cattle industry

In contrast to other careers, these students laghtih of opportunities to learn
about working on the land and, to a lesser extmsipciated careers. Living on a cattle
property is living on one of the main workplacestwf industry. From birth these
students are surrounded by role models in the tndusrom early childhood they are
usually given progressively more hands-on expeé@ema responsibility in the property
workplace. As someone who has lived and worked i@mete property for nearly two
decades, accessed distance education as a pugdrang four children, and mixed with
others families who live on properties, | wouldieiahat this early practical experience
is enriched by the conversations at home, at sahamits and at social occasions where
many of the other families also work on a cattleperty or for the beef industry. In
addition, frequently a large portion of the readingterial at a cattle property homestead
has a rural focus. For examp@eensland Country Lifgtates that a survey in 2006
undertaken by McNair Ingenuity Research reportetl 92 per cent of the state’s
broadacr& farmers read that newspaper every weégkeensland Country Lif@011).

These children are also likely to be exposed taljure-related radio and, to a
lesser extent, television programs of intereshé&irtparents. Having to be quiet during
The country houor The market reporivould be an experience shared by many children

growing up on rural properties.

Getting to know about health careers

In contrast to their exposure to role models wagkinthe beef industry, these
students’ exposure to health professional role hsddeheir daily lives is likely to be
limited, except where there are significant heattkds in the family. Reasons for this
include the shortage of a diverse range of heatifepsionals in rural and remote areas,
and the distance between these families and tsestidown where health professionals

23 ‘Broadacre’ is a term used, mainly in Australagdescribe farms or industries engaged in the
production of grains, oilseeds and other cropsdeisfly wheat, barley, peas, sorghum, maize,
hemp, safflower and sunflower), or the grazing\a#dtock for meat or wool, on a large scale
(Organisation for Economic Co-operation and Deveiept, 2001).
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work and live. Furthermore, there are featurehefamployment models used for health
professionals in rural and remote areas that tingitr integration into the wider
community and restrict their presence as role n¥ofidellocal students. For example,
many health professionals servicing rural and remraotas are employed on a fly-in-fly-
out, drive-in-drive-out or short-term locum basiad are accommodated within the
hospital grounds during their short stay. The kaiexposure to health professional
careers from the school noted in the previous @ectoes not make up for these
environmental limitations.

It is possible that distance education studentsninae exposure to health

professionals in the past than they do now, foritweon reasons:

First, ‘for many years, the Royal Flying Doctor basovided facilities so that
thousands of outback children could join SchodhefAir’ (Open Access Support
Centre, 1996c¢, p.72). In other words, in some megibe School of the Air base
originated physically within the region’s Royal Flg Doctor base. Families also
communicated with both services using the samewayp+adio on their property. For
example, the main school base was part of the m&givoyal Flying Doctor base for
almost three decades until the school moved irénly 1990s. Now, however, the bases
of schools of distance education are geographiealtl/functionally separate from Royal
Flying Doctor bases. So when families visit thestance education base they do not also
have incidental exposure to a Royal Flying Doctséband its staff. Nor is the
opportunity to have a member of the Royal Flyingfo Service as an on-air guest
speaker for students as readily available as itiw#tge past, when both services were
located in the same building.

Second, a national decision to move nursing educéti the higher education sector
was made in 1984 (Department of Education, SciandeTraining, 2001). Prior to the
change, hospital-based on-the-job training forgteged and enrolled nurses was
available at many rural and remote hospitals. @prenticeship-style training provided
young adults in these areas with the opportunityettome a health professional without
the financial, emotional, cultural, family and smlaiosts associated with going long
distances to university. Further, a nursing studeirig hospital-based training was paid
a small wage and provided with optional accommadatind meals. These students in
turn contributed to the economy of the communitygdther these factors meant that
hospital-based nursing was a career path whictddmilvisualised and taken by rural
students regardless of their family’s financialifoa at the time. For primary and
secondary school students living in rural and renaoéas, this local hospital-based
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training provided visible nursing student, enroliedse and registered nurse role models

with upbringings very similar to their own.

The National Rural Health Alliance acknowledgest the shift of preservice
nurse education from hospitals to university, destiie benefits, may have contributed to
decreased opportunities for rural and remote raside obtain nursing qualifications
(Australian College of Health Services Executived,). There were three young mothers
at the school, not participants in the study iritaxg, who provided incidental support for
this view when they told me they had always wamnbeloe nurses but had never had the
opportunity. For Indigenous students, the abilitygtudy locally appears to be pivotal in

attracting a greater number to health professioaiers (Reiner, 2010).

Multimedia and internet

The media are other possible sources for learrbiogtacareers. However, the media
were infrequently recognised as sources of candemnation. Television, for example,
was only mentioned by one student and one parg¢heimain study, and by one
governess in the pilot study, who said ‘| guesy thet it [career information] from their
parents, the people around them and there isd tatevision in there’ (Lisa, pilot
study). Gatling, whose study (in progress) focusethe portrayal of health professionals
in the media, reported that media representatiocis as cinematic depictions, although
one-sided and over-dramatised, are likely to imfagethe attitudes and behaviour of
viewers (Gatling, 2010). For the families in thisdy, who see very few health
professionals in real life, it is tempting to cadesi that media stories may have a
disproportionate influence on shaping their peiioepdf health professionals.
Exploration of this is outside the scope of thissik. However, in a recent survey of first-
year university students that explored what fadiftsenced them to pursue tertiary
education, just three per cent said they wereénited by information in the media,
while four per cent were influenced by independeeibsites (ACER, 2010). In this
study, the only participants who mentioned therimgeas a source used for career
information were a Year 5 student in the pilot gtadd one parent in the main study.
This contrasts with an earlier study which consdehe internet a well-utilised source
for learning about careers for rural students gvimtown (McMahon & Rixon, 2007).
Similarly, newspapers were not recognised as aiénegsource for learning about
careers, with only two participants referring terth One of these was a student who
commented that ‘in the [agricultural newspaperféhie thousands [of jobs]'—almost all

of which are agriculture-based. This appears tpsupny argument on pages 111-12
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that for these students many elements of theiy disés, even the newspapers they had
access to, provided sources for learning aboutualtuiral occupations.

In summary, from a very early age these studentsved abundant information and
experience relevant to working on the land. Howgthar students and their parents
generally received little information about othareers, including health professional
careers, either from school or in their daily limgside of school hours.

It was important to consider the career input ttetedents received as a basis for
understanding their knowledge, perceptions antlidés in relation to the health
professional careers, and as a foundation for pigrthe project’s educational activities
about the diverse range of careers in health.dm#éxt section | look at less tangible
aspects of the lives of students living in rurad @@mote Australia and studying by
distance education. | am interested in these at&ibbecause they may be beneficial in
health care settings.

Learning attitudes, competencies and skills that mabe useful in a health care

setting

Apart from the knowledge that students acquireanéers from school and the
world around them, there was incidental evidenegttie conditions under which
remote-living students who study by distance edocajrow up may foster skills and
attributes that are likely to stand them in goahdtas professional practitioners under

often difficult conditions.

Through the time of the project it became appatwitthese students may have
qualities that might equip them for any workplaceluding health care settings, and
make them more likely to be recruited and retaibed-term in rural areas. These
qualities are not unique to children who grow upaamrral property, but they do appear
to be common among these children. They include:

e apositive work ethic

e acceptance of responsibility

e hands-on skills

e long caring experiences (albeit often with anshal
e a‘connection with the bush'.

Health professionals, especially those who pradticaral areas, are likely to need
a strong work ethic. This may be particularly sorforal health professionals, where the
severe shortage increases the workload and onesalbnsibilities of those who remain.

The conditions under which children grow up on kpraperties are such as to promote a
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strong work ethic through modelling and early eigrae. Those with relatives in the
agricultural industry know that they usually woik to seven days a week, starting early
and finishing when darkness prevents them fromicointg. By serendipity, one of the

younger students gave a glimpse of this strong wthic as part of the norm:
Interviewer: What would you call the job your daakd?
Student: He does a fair bit of work and he doésrithe whole day.
Interviewer: Thank you, and have you got a nameffeijob your dad does?
Student: | think he just calls it ‘normal work.’ @iy Torrens, Year 2)

The work experience and responsibilities bush obildare given come early and
usually through necessity. Rural employees araafte affordable, not readily available
and not expected to work all day every day, sg#rents must depend on their children

in ways not experienced by most families livinghe city:
Interviewer: What do you enjoy doing when you asédvoing school?
Student: Helping dad and playing.
Interviewer: What do you do when you are helpindda
Student: Muster and doing lick runs. (Carl Engligkar 4)

Bush children are often partly or completely resgilole for raising the poddy calves
or lambs on the property, a role which includesdheeding three times a day for several
weeks. The children are also expected to help &t other station animals such as
horses, poultry, working dogs, cats and cattladdition, most of these children have at

least one animal which is considered to be theim,auch as a pony or dog.

Pet ownership, of course, is not unique to childigng on remote properties.
Household pet ownership among Australian adolesdeas been estimated to be greater
than 80 per cent (Mathers, Canterford, Olds, Wakergake, 2010, p.729). Even families
living in units can have pets. However, most paremderstand that children’s
enthusiasm for undertaking the daily chores astetiaith caring for their pet falls off
after the first couple of days of ownership. Ti€dnfirmed in the study of adolescents
referred to above, which showed that although & hignber owned a pet, only a small
number actually reported caring for and playingwtite pet (Mathers et al., 2010). It is
possible that these findings may not apply to tbhdents in this study, who lived on
stations where:

e animals were the family’s livelihood
e the family depended on the animals as much aanimals depended on the people
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e the sheer number of animals usually meant thedyewne in the family had a part to

play in their care from a young age.

By living with and looking after animals, theseldhén experienced responsibility
on a daily basis. They also experienced injuriesitmesses of the animals and
themselves, the vicissitudes of the caring rold,lde’s journey from birth to death.

Bush children learn other practical skills. For myde, most learn to drive a vehicle
and ride a horse or motor bike from an early agis.not uncommon for children from
properties to have been driving on the propertyntearly a decade by the time they are
old enough to be issued with their driver’s licengse Chaplain (2010) argues:

Not all families can boast the life skills and lsvef responsibility country kids
acquire from simply living the ‘bush lifestyle’. iking alongside adults, dealing
with animals, operating machinery, learning abianet firought and flood, as well as
the general chores shared by children on stateathes them to appreciate and

understand their natural environment. (p.41)

Medical emergencies have been successfully martagbkdsh children equipped
with these experiences, skills and an early sehsesponsibility. The box on page 118
gives public examples of students living within ta&chment areas of the two schools of
distance education involved in this study respogdéinmedical emergencies (these
accounts have been slightly edited to remove ptacees). While each story is different,
each tells of a student in a remote area who ussdigal skills learnt from an early age

in a quick and responsible manner to save the ti¥eshers.

Other outstanding contributions to Australia hagebmade by adults who spent
their childhood in the country. It is not uncomnfonthese to attribute at least some of
their success to their rural or remote upbring@iyen the importance of early childhood
development, this is a reasonable correlation. Tionsnstance, Warwick Anderson,
previously professor of physiology at Monash Unsitgrand CEO of the National Health

and Medical Research Council since 2006, reflects:

Research in the past decade has shown us thaieeaitgnment is crucial. So, it is
very probable that my love of learning, a beliefairness, in taking responsibility
for one’s actions and in working hard and in hedpithers comes from growing up
in a hardworking rural farming community. (Anders@010, p.680)
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Emergency responses by rural children

Laura ‘A 16-year-old girl will be recommended for a beay award after she guided
to safety an out-of-control bus full of children evhits driver passed out at the wheel.
The bus full of students, on their way home forghbbool holidays, ran off the
highway at around 3 am today when the driver beégdeel faint. Police said the
driver attempted to pull the coach over to the sitihe road but blacked out. The bus
left the road, careered into a dry creek bed anatlst road sign, narrowly missing a
concrete drain. Laura, who does not have her dsilieence yet, was sitting three
seats behind the driver and leapt into action aitéicing something was wrong.

‘“The bus started to run off the road with adfita jolt and a bang and she
looked at the driver and said he was blue and kbakiff,” Laura’s mother, Ms
Simpson, said. “She grabbed the wheel and kegithestraight, managed to revive
the driver, who eventually lifted his foot off tecelerator, and pulled the bus to a
halt.”

‘“We're just lucky she was quick thinking andea,” Ms Simpson said. “Like
bush kids, she’s been driving since she was 10 @rdund the place, but she’s never
experienced a bus.”

‘None of the 38 passengers was injured.’ (MancR667)

Cameron ‘When Heather [a mother living on a remote cattieperty] had a tractor
accident leaving her close to becoming a parapleifca crush fracture of the T12
vertebra, sprung ribs and a cracked sternum, Canjkeen eldest son] instinctively
managed to help his mother into a car without cauber further damage and drive
over a dirt road to the neighbour’s property tokdeelp. Cameron was 10 at the time.’
(Chaplain, 2010, p.41)

Emmy Lou ‘Eight-year-old Emmy Lou Gallagher was travellimga ute with her
pregnant mum and two younger sisters to her familgmote cattle station when
her mum Shannon, an insulin dependent diabetisethpto semi-consciousness.
Under pressure, Emmy Lou courageously tried tofoaklelp but with the phone out
of range, she took control of the situation andvieicle.

‘During the 90-minute journey, Emmy Lou sat om hmether’s lap and
maintained control of the vehicle while driving Wween speeds of 15 and 60
kilometres per hour. She guided the car over critedofested waters, performed
a U-turn, and finally brought the car back into Utdidio range.

‘Once close to home, Emmy Lou managed to coteacfather on the UHF
radio, who then contacted an ambulance. Ambulaffixrs were able to revive
Shannon.’ (Sensis, 2010, p.1)
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The potential of these children, whose early clutatts both overlap with and differ
from those of children who grow up in the cityrégognised by those around them and

those with similar backgrounds. As the parent wias also a governess commented:

| just think that both male and female children bete just relate so well to all
different types of people. It would just be an assg if one of the boys went in for
a psychologist or a social worker. (Bernice Nissaitial interview)

The students and their families in this study esped an attachment to the land
which was likely to influence their career choiceldheir willingness to work in a rural
or remote area. A Year 7 student in the pilot stsaid: ‘I just like working here where |
am. | just want to stay out here basically becauseildn’t live in the city’ (Gary, Year
7, pilot study) Parents also talked about a connection with the fanthemselves and
their children; as one put it: “You know they midtgtve a strong connection with the land
... because we have this passion for the bush’ @ras] initial interview). This
connection can shape students’ final career chaiitk,some choosing an occupation

that enables them to stay connected, to stayunsh area.

As discussed in Chapter 2, for some decades nhtiodanternational studies report
that, in general, a health professional with rorains is more likely to return to work in
a rural area than a health professional who greim tipe city. Previous papers have
documented the concerns and challenges of citgdaisedical students and health
professionals when faced with rural placements f@o& Worley, 2010; Hays et al.,
1995; Sweet, 2002). Some of these challenges deiatie students’ displacement from
the support structures, leisure activities anducelbf the city. While the city offers a
wide selection of restaurants, theatres, coffepshetail outlets, stage plays and opera
as well as high-speed, low-cost internet, a ruraémote location may have one general
store, one hotel and expensive, low-speed andiablelinternet. The culture and after-
hours activities on offer in rural and remote arieaghe most part are different from
those available in the city. Much of the culturel amany after-hours activities in rural
areas are based on outdoor activities and ‘makiog gwn fun'. In general, those raised
in the city are most at home with city culture, lglthose raised in rural and remote areas
are at home with the culture of rural and remoéasr Those raised in the city are likely
to also have extended family in the city. The p@rthat rural children are usually
comfortable with the conditions of rural Australehich makes it more likely that they

will be recruited and retained in rural areas iolalife.

The spectrum of available jobs in rural and renaméas is limited. Usually only a

small number of apprenticeships and unskilled fmstare accessible to these young
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people unless they are first able to go away twrgel centre for variable periods of time,
usually years, to undertake the study and trairégired for the skilled positions
existing locally, such as in health and educatfsmentioned in Chapter 2, this is one of
the great conundrums of rural and remote areathenne hand, great difficulty filling
skilled positions; on the other hand, no localrirsg to increase the potential for local
people to take up these positions. Inevitably yopeagple drift away from these areas to
find work or vocational education and training (tis & Kent, 2003; Larson, 2006).
Some may return, but others find life partners difierent life, and stay away. It is often
said that one of the greatest exports of rural canities is their youth. But of those who
leave, not all stay away (Nason, 2010, p.6).\Wat possible for more of these students to
learn about and become interested in the healfiegsional careers, and if the required
training was accessible to them, these occupatimutd provide an opportunity for them

to live and work in a rural area.

One of the teachers at the main school, who greim apural area, was optimistic

about rural students returning to rural areas aft@rersity or other training:

| really believe that if you can encourage the kg are out in the country to go on
a certain path then they will bring that skill bamk to the country whether it is the
same part of the country or whether they’re infletknt area altogether. (Mary
Gareth, initial interview)

Her belief may have been partly based on her oygerence of not feeling comfortable
living in the city and developing an urge to rettora rural area, as she explains in

another part of the interview.

| grew up in a town the same size as | am in nogvldrad to go to the city to do my
training and that was always told to me by my p&rand by the school and the fact
that there was no university in my town so it wagve@n and something that | was
prepared to do. But after my five years in the tidgfinitely had the urge to get
back out there into the country. | am not sure schnif it was that | felt that |
needed to give back to the country but | thinkaisvjust something in me wasn’t
really comfortable in the city. (Mary Gareth, iaitinterview)

In short, these students growing up on propertiesral and remote areas of
Australia have experiences and qualities whichatbel assets in the health professions.
They appear to have a strong connection with liginghe land, a connection which is
likely to see many prefer to remain in, or retwrna rural and remote area to work as
adults. In addition to this sense of connectiothtobush, these students may have
qualities which would make them an asset for angkplace, including health care
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settings. These qualities are not unique to theeskests, but they are common in this
group. They include a positive work ethic, respbitisy and caring experiences from an
early age, practical knowledge and experience Ipirg others, early work experience
involving animals and machinery, and an appreaiatiblife from birth to death. There
are examples of people both within and outsidenadth professions who spent their

childhood in the country and go on to make outdtandontributions to Australia.

However, before these students can aspire to aegrancluding a health career,
they must first have the opportunity to learn alibat career, and then they must have
the means to reach that career. In the first Haliis chapter | demonstrated that these
students had very few sources available to thertefrning about health professional
careers. In the next section | present an outlirgadicipants’ suggestions for
educational activities to inform them about themesers. These suggestions were

instrumental in the planning of the project’s aitiis.

Creating new sources for learning about health prafssionals

The success or failure of a program to inform tteénnschool community about
health careers would, | believed, depend on défigethe information in a way the
community found most useful. As | reported in Clea®, this project’s educational
activities about health professional careers watilly created, and subsequently
continuously adapted, on the basis of discussiatis and feedback from, the students,
teachers, governesses and parents, following ieam from action research (Kemmis
& McTaggart, 1988). So, in collaboration with th@heol community, | used the self-
reflective spirals oplan, act, observeandreflectto initiate and improve the activities.

The predominant suggestion from the school commuwiis to have real health
professionals speak to them, and for them to hav@pportunity to ask questions. Some
visual input was also considered to be advantag€dther ideas included:

e incorporating information into the set curriculumaterials in the future
« increasing discussion at home about the heattfegsions as possible career options

»  providing relevant games, books and other liteggtand utilising the internet.

Real health professionals as speakers

A common theme in the suggestions of the paresdshers, governesses and
students was to have real health professionalsiigitkthem about their own careers. For
example, one parent requested ‘people coming irgaumdg talks about their profession
so that the students realise what'’s out therentitssomething they are exposed to’ (Elise
Kallagher, initial interview). The participants tinght these talks could either be at one of
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the school’s face-to-face gatherings—'bring therhame tutor seminars, activity
days'—or as guest speakers ‘over the air’, withftreer option offering families more
visual access to the speakers. For instance, argttitbught that ‘maybe the school could
ring up a real live nurse and um talk about jobsion(Belle York, Year 3). Others
reinforced these ideas: ‘definitely phone intengeimterviewing the person on the phone
... they can dial in, and we can dial in and everyboah listen to what they have to say’

(parent Kathy Carter, initial interview).

These suggestions of having a health professi@eaksto the families over the
telephone mark a distinctive feature of communacathat is workable in the distance
education setting but would not be consideredcatreventional school. In a metropolitan
classroom setting, a telephone presentation waatldsually be necessary because it is
likely that one of the parents or teachers wouddrtbelves be, or would know of, health

professionals willing to do face-to-face presentaiabout their careers at the school.

Collectively, the school community members wantessé exposures to health
professionals to be interactive sessions that egilahe pathway to reaching the health
professional career, what was involved in the gamad the rewards of the career. For
example, one parent said:

I think you could do the different people [healtlofessionals] where you have a
teleconference on air but the kids ask them andhgefiocus to be about how do you

becomehis person andihatdo they do(Zara Zip, initial interview)

A Year 4 student, in an almost identical manneggssted that speakers should
‘explain to the students what they [health profasais] do and how they do it’ (Carl
English, initial interview).

The importance of the caring/helping componenhegé careers as a possible
inducement to the students was highlighted by gsrstudents and governesses. For
example, the parent referred to above, Zara Ziptwe to say ‘... really put the spin on
that they care for people and make a differenchdgeople’s lives as | think that
touches the heart of these kinds of kids a bit] #re student, Carl English, also thought

emphasis should be placed on ‘how they help peopleeir own special way'.

Some parents reflected on their past experieneghaf works and what does not
work with guest speaker sessions, as well as liheted knowledge of the health careers,
to make practical suggestions. For example, theyght that background information
about the career and the health professional firieach guest speaker session would be

needed:
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Um possibly speakers, but speakers do need toiteegpecial to hold the children’s

attention. Um and often they come on fairly quickbythe children haven't had time

... I think you need to lead into a speaker—some ¢pacind. Like say an

occupational therapist, | myself think ... well ... wiexactly is that? So have some

lead in to what that person does, then have antittkthat person. (Deane Ellis,
initial interview)

These families appeared to be expressing the Hadyeplace on communicating
with people as a source for learning. They spoge #out media, literature, computers
or the internet, which are discussed later in¢hipter, as means of educating their
children about the health careers. This links ithvihdings in some educational settings
that, despite the technical age, teacher-to-audigraching remains the preferred mode.

(Bye, Connolly, Farrar, Lawson & Lonergan, 2009)

These suggestions clearly constitute ways to haa#tthprofessionals engaging and
informing parents, teachers, governesses and stidam face-to-face school gatherings
and air lessons—as sources for learning aboutthpadfessional careers. The
availability of these sources for learning is ieiiced by a number of factors. There were
few face-to-face days on the school calendar. Mb#tese face-to-face occasions
involved long-distance car travel and overnighystd he main school divides its
catchment area into six districts. It takes two kirng weeks for the school to provide one
activity day in each of its six districts, becao$¢he long distance between districts. It
would not be possible for a range of health pradesss to leave their clinical work for
two weeks to provide this education. Furthermdre dudget of the project did not
extend to providing for this. These cost and tiegtnictions meant that it was not
possible to introduce a range of health profess$saadéking with the school families at
the face-to-face gatherings for this project, bat tloes not eliminate this as a possibility

at another time.

In distance education, learning to work with anokifor the positives in what is
available is essential. The workable option fos {trioject was to have health
professionals speak over the telephone to famitiesioted above, this option would not
be considered at a conventional school. | desciitn&@hapter 3 how the school’s
telephone link-up system provided an opportunityafdiverse range of health
professionals to speak about their career, fronn tiseial workplace, with the school’s
isolated families hundreds and hundreds of kiloesaway. This meant that the guest
speakers, who provided the talks voluntarily, wemeimally disrupted. It also meant that
the program was not restricted to sourcing thethgabfessionals from one location.
Further, the students were accustomed to learnimg ¥oices emanating from the
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telephone in their bush schoolroom. This suggeatswn which guest speaker sessions
might be incorporated into the school’s programergenerally to provide information

about health and other career options.

Parent input also suggested specific ways in waighest speaker program might
address specific issues relevant to placing heattfessional careers on students’
spectrum of possibilities. For example, the literatreview reflected on the general
perception held by rural males that careers intheatre the domain of females. To
counter this, one parent suggested that the m@sesie team be invited to be guest
speakers, as these roles may be of interest foolyge Such a suggestion points to the
possibility of selecting speakers to specificaflyget students to show that occupations

not traditionally associated with their gender ntilgla open and attractive to them.

The details of the ‘Could | become a health pratesd?’ guest speaker series
introduced to the school community by this projete given on page 84.

Face-to-face days

Although, seemingly, the most practical way to hawdverse range of health
professionals speak to the families would be tothiseschool telephone system,
participants also suggested the value of somettatace activities. Face-to-face days
were much anticipated social and educational exanthe school calendar. They
provided an infrequent opportunity for visual teiagh At these events students were also
able to play games physically close to their pesrd,hands-on activities could proceed

in the presence of their teacher and classmates.

The face-to-face days were rare visual occasiottsise students’ educational
journey. One of the parents recommended havingthpadfessional guest speakers both
‘on air’ and at the face-to-face days because fitriportant for the kids to see visual stuff
as well as hearing it on air to really get a gondarstanding’ (Bree Norton, initial
interview). Participants also saw the face-to-fdags as opportunities to incorporate
hands-on sessions into the education program. Agarent explained:

| also think our School of the Air children seenigarn quite well from hands-on
things so whether it is someone who came to agtilays who could speak on a
child’s level, not something that was over theiadh& but something that they could
be. Even a hands-on little first aid with the cheéld where they actually got to do

some of these. (Xavier Inglewood, initial interview
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Face-to-face days provided a rare chance for thdreh to play games in the physical
presence of their peers. When asked for their ilrasducational activities to inform
them about the health professional careers, samdersts recommended games. For
example, one Year 6 student had the idea that ‘mggh could put it in a game, who
could name the most healthy jobs to help a per@¢eily Kallagher, initial interview). A
Year 9 student’s suggestion was that:

probably for young grades, up to about Year 4oitld be games, like they could
pretend they were firefighters and stuff and hoywubout fires and stuff or board
games and stuff. (Kristy Grange, initial interview)

Although the question was specifically about hephitfessionals and their careers,
this student referred to firefighters. It is difflcto know why she did this, but it could be
that her unfamiliarity with the health professided to her including firefighters in the
same category, or perhaps it was easier for hesddirefighters as an example, again
possibly illuminating her limited access to sourfm@dearning about the health
professions. While the key point here is that slggested games, her use of the
firefighter example is of interest when considerihgse students and health professional

careers.

The school also dedicated one of its two annualdewf activity days to this
project. These face-to-face activity days aimegdite the students and their families an
opportunity to learn about the human body as wellzout health professionals, on the
basis that an interest in the human body coulgérg disposition towards one of the
health professional careers. After considerablerpiey, sessions were presented by the
teachers, puppeteers from the Uniting Church ansetfly

Figure 2 gives the general overview program usethi activity days. Games (e.g.
role play) and equipment (e.g. stethoscope, barsjlagere included. To add to the visual
input each location was decorated with a small veaimhe end, large wall charts and a
display of relevant library books. This was follaey the gentle introduction during the
day of anonymous x-rays, Fragile Fred the frieqdfstic skeleton and Legless Larry the
gastrointestinal mannequin. Each child was alsereif the opportunity to have their
photo taken with Fragile Fred and Legless Larryduring role play, as permanent visual
reminders. The teachers and | were available forimal discussion during lunch and

morning tea breaks.
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Time Prep to Year 3 Years 4—7 Equipment
8.30 am—8.45 am .
. Introduction
15 min
8.45 am—9.15 am Sport bash ball
30 min P basketballs
These activities aim to introduce the
students tsomeof the marvels of the
human body. As the title of the day
says: Our brilliant body. bones
) A group quiz stethoscopes
Simon Says. | L o4 codasan | Fragile Fred skeleton
__ Song and dance . - Leal L
9.15 am—10.30 am introduction, e.g. egless Larry
—Dem Bons

90 min

bones in the body.

gastrointestinal mannequin

An interactive session on the huma
skeleton and gastrointestinal systen

health-related library
1 x-rays
'misc items (Sue will bring)

Time set aside for every child to
listen to their heart with a stethosco
before and after exercise.

pe

10.30 am—11.00 am
30 min

Morning tea

11.00 am—11.30 am
30 min

Jackaroo Jack-a humorous puppet
play about a jackaroo who is thrown
from his horse and finds himself in
hospital where he meets a lot of
different health professionals.

equipment provided by
Uniting Church puppeteers

11.30 am—12.30 pm
60 min

Role play game:

Teeth talk ‘Ward worries’

sheets, tongue depressors,
stethoscopes, plastic
thermometers, bandages,
micropore, sterile swabs,
walking sticks, disposable
gloves, hospital gowns,
pillows, x-rays, play
syringes, signs, clipboards

12.30 pm—1.15 pm
45 min

Lunch, and ‘fly that kite’

1.15 pm—1.45 pm

Christian Education puppet show:

30 min Fabric surgeon
1.45 pm—2.15
pm . pr Kite-making
30 min
2.15 pm—2.30
pm . pm Conclusion: reflective questions
15 min

Figure 2: The activity day program
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Field trips/work experience Field trips to the local hospital and work expade
were less common suggestions to inform the schamohwunity about the health
professional careers. The one student who suggadiedpital visit mentioned this in a
long list of other suggestions. He thought ‘thewldado a trip to the hospital and have a
look at the different stuff to make it a bit mongdresting’ (Brian Inglewood, Year 7,
initial interview), because for him ‘thermometergighe different equipment they use for
surgery’ would be very interesting to learn abdufocus on equipment might appeal to
some students’ technical knowledge from their eegant with property work, which
often involves considerable technical know-how dtoilding, repairing and
improvising equipment. It seems worth noting héw this student was a boy, and it is
possible that boys in general may be more intedla@atthe equipment than girls.

None of the parents recommended a field visitltacal hospital. Some thought that,
in principle, such field trips would be a good idea. ‘I think excursions could be a
good idea’), but because they did not hold posiperceptions of their local hospitals
they thought in practice this could be counterpatide: ‘1 don’t think necessarily to our
local hospital. | don’t know that [our hospitallabvays a perfect example of how a

health profession can be’ (lllis Torrens, initiatérview).

Teachers did suggest having field trips but, lke parents, they suggested field
trips less frequently than guest speakers. Theyalalified their field trip suggestions
by stating what they saw as being beneficial. kan®le, one teacher said:

Field visits would be good. Getting the kids altdgether and take them on visits to
the hospital and the various places so that thplpegho are specialists in their

field can show them their life, can show them thair, show them all the
instruments they get to work with and all the iagting stuff. (Nicky Sims, initial

interview)

Similarly, work experience was only mentioned bgoaple of the teachers and one
parent. The teachers only considered this as aonofotr high school students. The
parent, who was also a nurse, believed confidéytiabues posed a possible barrier to

work experience.

Creating opportunities for learning about the healh careers in the curriculum
materials

Extensions to the existing curriculum Although overall there was little
information about the health professional careethé set curriculum materials, it was

possible to see opportunities for integrating infation about health professionals into
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them. What | am suggesting here is extensions at vehalready present in the materials,
not extra blocks of learning to be squeezed intalegady burdened curriculum. | will
demonstrate this with two examples from the Yeaurticulum materials. However, |
wish to stress that there were other examples ar ¥end in other year levels. It was

hard to limit the examples to two.
The ten objectives for day 7 in Year 4 unit 4 were:

Session 1
e torecognise the five main food groups
*  to think about the sorts of food sold at shows
e to plan a balanced meal that includes food fracheof the food groups
e to understand that a healthy diet includes mésome food groups than others
e  toread Chapter 7 &osina and the show
e to identify sounds in words
e  to use adictionary to find word meanings

Session 2

« to explore the senses of sight, smell and taste

«  to observe the way an optical illusion can foebple’s eyes

«  to discover that the senses of smell and tastk tegether to help people taste food
(Open Access Support Centre, 1996b).

These learning objectives provide an opportunistiatext for drawing in
discussions about dieticians, who help people péaithy, well-balanced diets to
minimise the risk of obesity and other chronic digs, and advise patients requiring
special diets on what to eat; speech pathologidte,help those with swallowing or
speech difficulties; and optometrists and ophthédgists, who both assist people to
maintain sight.

Day 8 in Year 4 unit 6 was focused on sounds, &adshearing (Open Access
Support Centre, 1996a, p.60). This could provideportunity to inform the students
about audiologists, speech pathologists and eag and throat specialists who work
separately and together to assist those with tgearnd ear problems, in addition to their
local doctors and nurses. The information coulduite statements such as: ‘Students
with an interest in how the ear works or caringdeople with hearing problems might
enjoy doing one of these jobs when they are adudtsPerhaps some of you would find

one of these jobs fulfilling.’

Creating a set curriculum unit of work. A few participants put forward the idea of

creating a unit of curriculum materials focusingtba health professional careers:
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Parent: Whether just a unit incorporated into thiésuor an additional unit could be
fostered. (Xavier Inglewood, initial interview)

Teacher: I'm thinking along the lines of maybe iears 5, 6, and 7, in particular,
opening up an awareness to some of those diffareas by maybe organising a
unit around different occupations, maybe even daihgalth professional one.
(Louise Gordon, initial interview)

Given the central role of the curriculum materialshese students’ education,
creating a unit of curriculum materials focusinghmalth professionals would have wide-
reaching affects.

It would be possible to create a unit of curriculomaterials, or extensions of
existing units, as sources for learning about hgaibfessional careers. However, these
things take time, and the lifespan of this projeas not long enough to attempt it. Putting
together a new unit of curriculum materials isBg@rocess, which at the time of the
study took place in the capital city. Each unitvafrk is meticulously drafted, redrafted,
trialled and then further refined over a numbeyedrs. In addition, the set curriculum
materials which the students were required to wartugh for the year of the action
phase of the project were already preset. Thesgestigns, however, had long-term

possibilities.

Computer and internet as sources for career informaon

Families living remotely placed little value on timernet or the computer as a
means of educating the school community abouthealteers. A Year 1 student
suggested that ‘we could ring them [health protesss] up or send them an email’
(Leila Carter, initial interview), but none of tis¢her children suggested the internet (or
email), CDs, DVDs or computer games as resource®ans of informing them about
the health professional careers. This is of integggen that in the Widening
Participation program in the United Kingdom thesimiet is a significant part of their
education program (Hilton & Lewis, 2004).

While some of the parents did mention the intethey did so in general terms, and,
in contrast to some of their other suggestion®reff little in the way of elaboration. For
example, one of the few parents who went beyonglgimaming the internet still
provided little detail: ‘get the older classesdg bn and see what it actually involves’
(Kathy Carter, initial interview). The single na&ble exception to this was parent

Bernadette Lyon, who lived in the town of the msd@hool base. She was considerably

134



SOURCES FOR LEARNING ABOUT CAREERS

more enthusiastic about utilising the internettim this group of students about health
professional careers:

Whether there could be something on Blackboarddbald be set up because
Blackboard is such a good tool in our distance atioie setting and such a valuable
addition to the learning of these kids these dafisre could be some great online
forums set up through Blackboard and even somailegaunits. | would think that

would be an excellent way to go. (Bernadette Lywitial interview)

This parent’s enthusiasm may possibly relate tcabeess to a superior internet
service in town (faster, more reliable and lesseegjpre) compared to the internet service
available to remote families. It is also possilblattshe had greater opportunities to learn
about the internet and easier access to techrésatance than the other mothers who
lived remotely. These limitations—limited accesgjtmlity internet service and technical
assistance—restricted the benefit of the interaet source for remote students to learn

about health professional careers at the timeeoptbject.

Literature

Perhaps not surprisingly, literature such as baokkbrochures was recommended
more frequently by parents and teachers than lolests. For example, one parent
thought printed material might stimulate an intereshe health professional careers,
noting the benefit of having this interest ‘in theiinds early’. In making this suggestion
she referred to her observations of her own son, wdnted to work with animals. She
also thought books would have a role in holdinglsiis’ interest in health careers,
because she had noticed that her son soughtenattlite about animals. She included
library books, school readers and printed sheetsxbfor for colouring among her

suggestions.

As another example, one of the teachers recommesedating out brochures about
the different careers, such as nursing, partly iee&hese kids are visually orientated
anyway so to see brochures might be one of thetkeysld them’ (Ester Campbell,

initial interview).

Conversations at home

Some teachers and parents recognised the impootargarents played as sources
for learning about careers. For example, when eaehier considered where the students
derived information about careers she concludetitth@robably mostly comes from

their families at the moment’ (Karen Neal, initialerview).
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An important source of this learning from familycisnversations with parents.
Some parents recognised that their role in inflirntheir children towards the health
professional careers was diminished by their lichkeowledge of these careers. For
example, after she was asked about the healthrsdanethe initial interview, one parent
said: ‘| feel very aware now of how little | knoeaut some of these professions’
(Bernadette Lyon, initial interview). She went ansfay: ‘It would be good to educate the
parents so that we can initiate discussions wittchildren as to what is out there being
sort of a fairly major influence in their lives.htis these parents thought a program to
educate the students about the health professtane¢rs should include educating the
parents.

Utilising professional contacts with health professnals

Health professionals are role models for their ggsifons. The principal suggested
that health professionals could also have a dedatational role in promoting their
careers when they saw students in the course iofitbek: ‘them [health professionals]
having a bit more of an education approach atadiand talking more about their jobs

rather than their patients perhaps’ (Ugen Neew@sliinterview).

This could address the lack of promotion of thefggsions that parents talked
about: ‘There is not a lot of promotion within timelustry which might be a conscientious
decision or something which they just haven't thHotugf but | don’t see it as an industry
that is overly promoted’ (Xavier Inglewood, initiaiterview).

Two parents compared what they perceived as tlkeofgaromotion of health
professionals with the overt encouragement foresitglto join the army: ‘There is not
even a lot in the offices. You know how the armg basters saying, “We need ydu”

The second parent even thought it was possible that

a lot of people go to the army who might be intt@s$n going into the health
professional careers. | just think it is the amaafrinformation that is out there to
give that bit of guidance really. (Bree Nortontialiinterview)

In an attempt to address these participants’ stiggasor more promotion of their
careers by health professionals in their own waégs, | included in my introductory
letter to guest speakers the need for these stittetgarn about health careers from

health professionals, when time allowed. In additionrote a letter to the editor Tthe
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Medical Journal of Australimnd another tRACP New% explicating the potential role

of health professionals in increasing these stigenhsciousness of the health careers

during encounters with them. Both letters were ishield (Gorton, 2008a, 2010).

In this section | have considered the participastgjgestions for inserting sources

for learning about health professional careersstiidents’ lives to inform their evolving

career development. In Chapter 3, | detailed ttogept’'s educational activities about

health professional careers which were developed frarticipants’ suggestions. Briefly,

these activities included:

the ‘Could | become a health professional?’ gapsiker series on air

Our brilliant body: Love it or lose iactivity days

setting up displays of brochures from variousvarsities detailing health
professional career courses in the foyer of thealcnd at two town libraries in the
school catchment

sourcing and distributing relevant library bo@ksl two DVDs

setting up a place on the school internet Blaakthaite

a visit to the Royal Flying Doctor base

the interviews.

The next section, which looks at participants’eeflons on the project’s activities,

demonstrates that when sources for learning alealtthprofessional careers are

available there is an overall positive response.

Responses to the project as a source for learningp@ut health professional careers

The activity days and guest speaker series werkatibone of the education

program, and they stood out as making the bigggstassion on the school community.

However, it was also apparent that different congmbs of the program appealed to

different individuals and different age groups. Thstation below illustrates this,

reinforcing the need to provide multidimensionalrténg opportunities:

Like even talking to the other parents one hasthimg they really liked, such as the
display at school and others have others thingsrémly liked. Like one mum said
the trip to the flying doctors that was really gaodl some of the guest speakers and
that. (Tia Innis, parent, follow-up interview)

The activity days made the biggest impression erptrticipants:

24 RACP Newss the Royal Australasian College of Physiciansidnthly news magazine,

distributed in print to Fellows and trainees aslaslbeing published online (Royal
Australasian College of Physicians, 2009).
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The puppet play and also the role play, that thiemen did at different school days
around the districts, were absolutely terrifichdtight that they were the best thing
that could have been done, particularly with yoahiidren and they've probably
never been to hospital before and it was just geeakpose them to the different
areas of health and what could happen. Yeah, pest their eyes up. Great!

(Beatrix York, parent, follow-up interview)

There were probably a few reasons for the posiggponses to the activity days.
First, the hands-on character of these days setmimparticularly appealing: ‘having
those hands-on activities where they were involwvid it, um, yes, | think that made a
big impression on them (Wendy Martin, governeskofeup interview). One of the
teachers explained that in addition to being erjjahe hands-on activities provided a

different source for learning, in this case, alibate careers:

I think the students probably really enjoyed thadsaon and being able to dress up
and be doctors and nurses and be able to do theifirand those sorts of things. |
think those practical things ... you know how they gau can talk and you retain a
small amount but if you physically do something yetain more memory of it.
(Louise Gordon, follow-up interview)

Second, this project embedded lively, sometimesdnaus, interactive, hands-on
educational sessions into what were already powants in the school calendar (the

activity days), as another teacher explains:

They [the students] love activity days, that's tagpnto something that they love
and are looking forward to anyway. So you've geintithere really keen and really
willing to absorb. So you're combining the socall,the positive factors combining
with this message going out. It is not a boring Way want of a better word, of
doing it all and then having other kids to talk abib as well. (Bree Norton, follow-

up interview)
This teacher elaborated further on what she meatthé positive factors’:

It's a chance for the children to get face-to-faagether to see their friends, to mix
and to talk with others about different thingslearn from others, to see their
teachers, to see the groups working togethemaildhildren in a regular classroom
get everyday but because it is a normal thing elaryn a regular classroom it is
not as exciting but because it is a rare evestutry exciting and they are keen to
be there. (Bree Norton, follow-up interview)
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Third, the puppet show was a popular choice. Thasdents had rarely, if ever,
watched a live puppet show before: ‘They absolutehed the puppet show’ (lllis

Torrens, parent, follow-up interview).

The puppet show used a backdrop and characteds thé students’ own lives,
such as the jackaroos and the flying doctor, toitéhem about health careers. This
received positive immediate responses from theestiscat the performance, and positive
informal responses from parents subsequently. Babetieved the puppet show helped
the students connect with the health careers bedahad placed health professionals
within the students’ world: ‘They really enjoyeckthlay. That was bringing it back down

to a level that they could really identify’ (SalBrand, follow-up interview).

Fourth, attendance at the activity days was highsequently, there was a greater
opportunity to inform and involve more families.&'main school principal commented:

Look there is no doubt the activity days, we haédltsaturation because pretty much
90 per cent of our kids attended an activity dayweaot to touch a lot of kids that

way. (Ugen Neeves, follow-up interview)

Finally, because we split up the year levels fansactivities, the activity day
offered the opportunity to target sessions to diffie year levels. In contrast, each week
there was only one half-hour guest speaker sefsidhe whole school community.
Parents and teachers reported that they foundutst gpeaker sessions very interesting
‘I really enjoyed the speeches over the phone’ (K&trter, parent, follow-up
interview). The guest speaker sessions also sesuiiadble for students from middle
primary level up; for example, one of the teacludithese students believed that

the health care professionals on air was an extétlea ... that gives the kids the
chance to actually listen to people who have bkeretdone that and are still doing
it and loving what they are doing and being abladecess it. (Nicky Sims, follow-up

interview)

But the younger students often found it difficaltstay focused during the guest
speaker telephone sessions. For example, the melitewas quoted above as really
enjoying the guest speaker sessions herself satidathher daughter, ‘as she is only in
grade 1 they [guest speaker sessions] were aywhidener and half an hour is a bit too
long | think for a little one to listen’ (Kathy Car, follow-up interview).

Consequently the activity days were viewed as ntpiibigger impression on the

younger children than the guest speaker sessibas1 speaking here about the Year 2
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age group—the face to face things are definitelyamimportant for them’ (Karen Neal,

teacher, follow-up interview).

The site visit to the Royal Flying Doctor Serviaesk was viewed positively by
those who were able to attend. Although many ofdindglies have contact with the
service as patients, the visit recast the sengaeworkplace of fascinating occupations.
For example, one parent believed the visit ‘wasallt very interesting’ partly because
‘that really just prompted so many questions fer ¢hildren’ (Xavier Inglewood, follow-

up interview).

None of the parents or students mentioned thatliadyused the Blackboard site set
up for the project—not even Bernadette Lyon, wha &ecess to internet in town and
who had been enthusiastic about the internet legrrithe Blackboard things, | didn’t
access, so | can’'t comment on those. But | thotightest worked really well’
(Bernadette Lyon, parent, follow up interview). @ragain this contrasts with the relative
importance placed on the website produced by ttaewiing Participation program in the
United Kingdom, which aims to raise the health pssfonal career aspirations of
students living in sections of the community traxtiglly under-represented in those
careers (Hilton & Lewis, 2004).

Two DVDs were sourcedjealth careers in the bugealth Workforce
Queensland, 2008), aily trip to hospital(Royal Children’s Hospital Foundation,
2007) The Health careers in the budhVvD contained facts about a range of health
professions, the courses associated with themaeaithble scholarship¥his DVD was
mostly of use to older students and parents. TbenseDVD was provided by the Royal
Children’s Hospital. It was designed to inform grestive paediatric patients about the
hospital. This DVD was popular among the youngddobn who received it: ‘They
watched the DVD about the Royal Children’s Hospitainy, many times. The DVD

went around and around and around’ (Kathy Carteent, follow-up interview).

The library books purchased for this project reedimixed reactions. There were
practical problems with sourcing and then distiitbgirelevant books to the participants,
as discussed in Chapter 3. The distribution probterant that some families did not
receive books and so could not provide feedback:

The books from the library, | was a bit uncleata#/hat | was supposed to do. A
sheet did come out or a list of books but not uhtl start of this term (and no

books). (Deanne Ellis, parent, follow-up interview)

Even among families who received the library bodkere were mixed responses.

For some children the books had no positive effétte books were a bit basic. My son

14C



SOURCES FOR LEARNING ABOUT CAREERS

sort of skimmed through them and wasn't very irgee’ (Ellis Kallagher, parent,
follow-up interview). On the other hand there wknilies who spoke positively about
the books, and perceived that library books andewawere a means of ongoing health

professional education:

The library books were really good and | think tisasomething to maybe
encourage the school to keep doing. Just you ktteweaders and things to do with
their everyday schooling, | think you could prohabbntinue with that. (Zara Zip,

parent, follow-up interview)

Only one parent (besides Tia Innis—see p.137) moeeat the display of brochures
featuring health professional career courses istheol foyer. Not surprisingly this
parent was Bernadette Lyon, the only parent whedliglose to the school base. While
she had not stopped to read the brochures—‘westenparched past and haven't even
stopped to look’ because ‘when you charge into glchou are on a mission, and you are
heading down to all of your different locations'—estmought they ‘would be beneficial
for visitors to look at’ but ‘I don't see that asibg as useful for the school on an ongoing

basis because you have a different mindset wherag@aoming in.’

In earlier sections of this chapter | explored ¢hssidents’ sources for learning
about health professional careers as a basis farstanding their knowledge and
perceptions of, and aspirations towards, theseermr€onversations within families were
identified as a source for learning about carg@nspage 131 | noted that one of the
parents mentioned that parents needed to be miorenied about health professional
careers so they could effectively discuss theseecamwith their children. In light of the
importance parents attached to conversations ag¢ liisinoteworthy that the educational
activities appeared to stimulate spontaneous ceatiens between family members
about the health professional careers, and prdkiglsubstance and terminology to
support these conversations. For example, one fpameorted that ‘the whole program
seemed to catch his attention and really did gésama points to discuss’ (Xavier
Inglewood, follow-up interview), while another coranted on the students’ increased
familiarity with many aspects of health, includiting terminology: ‘They learnt so much
about ... just familiarity with what can happen ih@spital or a centre where health

needs are met, the terminology’ (Sally Orand, fellap interview).

Two further interrelated points were made whenigigdnts reflected on the project.
The first was the momentum which the project gattieit [the project] was put together
in such an enjoyable way and everyone just seemahtwith it and it kept getting

bigger and bigger and better’ (Louise Gordon, teadollow-up interview).
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This momentum increased the learning, becauseahtibat more people were
involved and interested, more activities were @@and more conversations occurred
between students, parents, teachers and goverrssagshealth professional careers.
For example, there were more discussions betweeifida, as indicated by parent Tia
Innis (page 137), and within families, as repottggarent Xavier Inglewood (page 136),

which added to the learning.

There was also a sense that the project drew thencaity together with a common
goal. Once the momentum was rolling, individualpesgred to want to be part of both the
learning and creating the sources for learningefighody enjoyed being part of it ... it
was like the whole school community coming togetisea community with a common

goal’ (Louise Gordon, teacher, follow-up interview)

At the follow-up interviews the teachers, in gehegapressed the view that all
students should be exposed to health professianeéceducation: ‘It would be good for
all students to experience some kind of healthgasibnal experience’ (Nicky Simms,

follow-up interview). This was because:

young people, they don't have a clear vision of wthay want to do [and] they
might of knocked something down in flames not knaywvhat it entails. So if we
can expose the kids to something they might say Winad absolutely no idea it

was like this and it might actually spark the iet&r (Nicky Sims, initial interview)

Parents also wanted elements of the project tmbgnued. Some spoke in general
terms: ‘I think it would be really good to keep linding some parts of it [the project]
each year’ (Brittany English, follow-up interview® that ‘the information stays fresh’
(Kathy Carter, follow-up interview). Other parenégjuested specific elements of the
project’s sources for learning to be continued:

I'd love to see the trip to the flying doctor basmtinued. I'd like to see the school
put that into place as maybe one of the trips ttileien do, maybe in their early
years then again later when they are a bit oldeauld love to see you know the
guest speakers continued ... As well as any of thedan first aiders that they
could do. They really seemed to enjoy that as é#Hvier Inglewood, follow-up

interview)

For some parents, engaging in only some partseoptbject alerted them to what
they might have missed out on from not particimatmother components, and what their
children had missed out on. For example, one pduiated at the increased benefits her
children would have gained if she had also listewatore of the ‘Could | become a

health professional?’ guest speaker sessions:
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Unfortunately | didn't listen to a lot of the intéews. | listened to the doctor on
cancer research and if they were all of his stahttay would have all have been of
a good standard. It is a pity | couldn't listerthem. We would have got a lot more

had | listened to all of the interviews. (Ellis Kajher, follow-up interview)

Summary

This chapter presents strong evidence that theotepeoovide little information
about the health professional careers. In particthare is no formal career information
or education, and the mainstream curriculum mdsepi@vide only a few minor
references to health professionals, many of theite gegatively framed. There are also
few opportunities in their daily life for the studs to learn about the range of health
professionals through incidental encounters. Inresh students’ environments and daily
lives provided extensive, rich, complex knowled@vork in the pastoral area.
Moreover, their lives provided not only knowledbet practical experience and with it a
range of skills, attitudes and attributes that hlveecapacity to make them resourceful. In
addition, the students appeared to have a ‘corareatith the bush’. The discussion in
the literature on the health professions in runal mote Australia suggests that these
qualities may be of great value for those entesingh professions in those contexts,

although this need not be the case.

The literature on career development, the problerwved in recruiting and
retaining health professionals in rural and renfatstralia, and the fact that health
professionals raised in rural areas are more liteelyork in rural areas than colleagues
raised in the city (reviewed in Chapter 2), all\pde strong arguments to support the
provision of health professional career educatioalitstudents in rural and remote areas
during their formal primary and secondary levelaaiing. Participants suggested various
ways in which sources for learning about healtffgesional careers could be created
within the distance education setting for this pebj After the project, their feedback
showed that they responded positively when heatifepsional career education was

provided.

The next chapter builds on this analysis of thenlieg about health careers to show
just what knowledge of the health professions thdemnts interviewed for this project
had actually acquired. It also shows the natureeatteht of parents’ and teachers’
knowledge of these professions. It makes a clese twat prior to the educational
activities that formed part of this project theirdwledge was limited, but that following
the activities they were able to display a sub&#ytgreater knowledge. While this
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increase in knowledge must be treated with cautialges suggest the possible value of

including more (positively framed) information albdlie health professions in the
curriculum.

144



Chapter 5: Knowledge of the health professions

More students from rural and remote Australia nimestecruited into health
professional careers if there is to be equity ialthecare provision and health outcomes
in these areas, as | demonstrated in the litera¢wmiew (Chapter 2). However, career
development theorists argue that students neeavi® $ome early knowledge of a career
before they can aspire to that career. In Chapteshéwed that students living in rural
and remote Australia and learning by distance déhrchave limited opportunities to
learn about careers in the health professionsisnchapter | explore the extent of their,

and their parents’ and teachers’, actual knowlexfghose occupations.

The chapter begins by exploristudents’ knowledge of the diverse range of health
professional careers, both before and after theatitunal activities designed to provide
them with some knowledge of those caré&While there is more to optimal career
education than simply providing information aboateers (MCEETYA, 2009), the first
part of this chapter focuses specifically on stustdmowledge of health professional
careers in order to show
« to what extent these students have any basiswroich to even start considering a

health professional career
« whether this project’s educational activitiesgiroed any change in their knowledge

of such careers.

From this | consider whether a career educatiograra beginning in the early
years might make it more likely that bush childoenild become interested in and

progress to health professional careers.

In the second part of the chapter | explore patenis teachers’ knowledge of
health professional careers, in order to gaugedtde/they are to inform students about
the health professional careers, given their ctucle in influencing students’ career

decision-making.

Students’ initial knowledge

In the initial interviews, before the action companhof the project commenced, |
asked students, in an age-appropriate mannerpte ad the different health professions
they could think of; for example, ‘Tell me all tfahs you can think of that help people
stay healthy or help people when they are sickuat’ fsee Appendix B1 for an outline of

25 The students' knowledge of health professidmadsbeen referred to in publications drawn
from this research (Gorton, 2011, 2012) and preskat the World Congress of Internal
Medicine, 20-5 March 2010, Melbourne, Australia.
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the student interview questions). In general, theas little initial knowledge of the
diverse range of health professions. This was ggtied case with boys and girls.
Further, although the older students displayedtgréaowledge of these occupations,
they still had a narrow view of the range of casesrailable in health. The significance
of students’ responses can be understood in relagiGottfredson’s stages of career
development (1981, 2002, 2004) outlined in Chapter

When | asked Prep and Year 1 students to idettéydifferent health professions
the difficulty of the question was indicated byitlresponses—or lack thereof. One
student could only reply by silence, and a secoitid Wdon’t know' (John Torrens,
initial interview). A third was able to name ‘a doc. When gently probed further with
‘Can you think of any others who look after peopteen they are sick?’ the response was
‘No’ (Leila Carter, initial interview). Children ithese year levels, according to
Gottfredson (1981, 2002, 2004), are likely to bstage 1 of career development, which
means they would be likely to have a positive vidhall the occupations they knew of,
or in stage 2, when they are likely to reject aregt an occupation based on gender
stereotyping. These children did not appear to tlae&nowledge of health careers that

they would need to help them develop aspiratiorssith careers at this age.

The middle and upper primary school students s $hidy appeared to be only
slightly more informed than the younger studentsualhealth professionals. Most
students were able to name ‘doctor’ and ‘nurse, few could identify any of the other
health professionals. For example, a Year 5 bay: §aoctors, nurses, surgeons, anyone
who really works in a hospital.” When | enquiredthier with ‘Can you think of the
names for those?’ his answer was ‘No, not realdrpon Inglewood, initial interview).

So while the student could associate health primiesks with hospitals he was only
familiar with the doctor and nurse roles. A Yedrdy replied: ‘Um doctor, nurse, um

when | was watching the Simpsons the other dayKelly Kallagher, initial interview).

One Year 3 female student referred to a physiogigraVhen asked how she knew
about a physiotherapist, she replied ‘| heard sicéibol. We were writing down people
who help us’ (Dea Lyon, initial interview). It seemvorth noting here that this student’s
awareness of the physiotherapy occupation hadamé drom contact in her daily life
but by hearing of it through her schooling. Thisd&nt's comment points to the potential
for growing students’ knowledge base of careermblyding even quite basic
information in the school curriculum. However, Inext comment highlighted the
limitations of her knowledge, in that all she knesas the name, with no sense of the
occupation to which it corresponded: ‘I can’t rgakmember what a physiotherapist is
really for'.
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These middle and upper primary school childrenatargely be expected to be at
Gottfredson’s third stage—Ilikely to have a rangéoteptable’ occupations selected on
the basis of their social evaluation of all thewgzattions of which they are aware. The
absence of any well-developed knowledge of everxtisence of a range of health
professions necessarily precludes these studemsificluding those professions in the

range of occupations to which they aspire.

Gottfredson’s theory suggests that the secondadests would be in the third and
fourth stages of career development. | outlinedes&in the previous paragraph. In stage
4 teenagers are likely to be searching throughptiabée occupations, drawn from alll
those they are aware of, to find one that woulgdrsonally fulfilling. | expected these
older students to have more knowledge of the rafigealth professions, given their
greater age and therefore greater life experiendgpassibly more encounters with career
information. The following response from a Yearstdent asked to name as many
different health professionals as she could thinleftects the restricted view of the
health professional careers that extended intaitjfte school years: ‘Um doctors,
dentists, physiotherapists, it's hard when youparteon the spot (laughs)’ (Tiffany Earl,

initial interview).

There was a suggestion in Chapter 4 that studdmiscompleted distance education
at the end of primary school and moved to a seagrutzarding school in a large rural
centre may still have limited exposure to healtbfggsional careers partly because their
career education focused mainly on agriculturaligtdes rather than taking a broad-
brush approach, and partly because of the limiataf everyday life as a boarder. When
| asked a Year 9 student at boarding school to rtambealth professions she replied:
‘Doctors and nurse and um like health centre nufsésg doctors and stuff’ (Kristy
Grange, initial interview). This limited knowledigeconsistent with her likely ongoing

limited exposure to health professionals in secpndehool.

At initial interview—that is, before the educatid@aativities about health
professional careers took place—some studentsdedloccupations that did not seem to
fit the category of health professions, such asdh@gsers. In some cases, however, they
rationalised their inclusion. One Year 5 femalelstiit named ‘chef,’” for instance, as a
health professional and explained that a chef waadk the correct food and stuff’ (Isis
Kallagher, initial interview). While this is veryngonventional, it does represent thinking

beyond the limits of ‘the doctor’ and ‘the nurse.’

To gain a deeper understanding of the studentsilatdge of health careers, | also

asked them a number of questions related to wma¢soe would need to do to become a
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specific health professional; for example, a dénBtudents younger than Year 4
explicitly, and sometimes implicitly, stated theg dot know what was needed for a
number of the health professional positions, agatewing examples from Year 2

students indicate.
Interviewer: Tell me how do you think someone beesma nurse.
Student: Um | don't know.

Interviewer: Tell me, how do you think someone bees a dentist? What would

they need to do?
Student: They would have to train to be a dentist.
Interviewer: Do you know where they would havertir to be a dentist?

Student: No. (Fleur Innis, initial interview)

Interviewer: If one of your friends asked you hoould they become a doctor, what

would you tell them?

Student: A doctor school to become a doctor.

Interviewer: How long do you think they might haweestay at that school?
Student: Oh maybe they'd have to be about ten . h geaut ten.

Interviewer: Do you mean they'd have to be at ttteosl for ten years or ten years

old?
Student: Ten years old to go to that school. (Datipy, initial interview)

The older students knew more, but only at a venega level. For example, when
asked how someone became a dentist a Year 4 stagdied: ‘Go through health
experience and then they have to do science atid #tlethe ones | can think of’ (Carl
English, initial interview). One Year 7 student linthat becoming a dentist would
involve study, but did not know where, how or famhlong. Six students mentioned
university, but they were uncertain about the Ierafttime required at university for the
health professional careers. For example, an siiéng of one of the Year 2 students
referred to above thought students would ‘probailalye to go to university’ to become a

health professional, but she was not aware of loog It might take:
Interviewer: Can you tell me how would someone beza nurse?

Student: They'd probably have to do lots of trainat university.
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Interviewer: Good girl. Excellent. How many yeasybu think they would have to

go to university for?
Student: Maybe five or four.

Interviewer: And what about to become a dentist—mawld someone become a

dentist?
Student: They would probably have to go to unigrsio.

Interviewer: Yes, that's very true. Have you goy aeas about how long they'd

have to go to university for?
Student: No.

Interviewer: What about someone who wants to becaahactor, a beginning

doctor, what would they have to do?
Student: They would have to go to university.
Interviewer: About how long for?

Student: | don’t know. (Krystal Innis, Year 5, iaitinterview)

This apparent knowledge gap is possibly explaiaetEast in part, by the students
lack of exposure to these careers, as discusseldapter 4, combined with the
invisibility of universities in their lives. Whatas interesting was that students’
knowledge of the pathways to a health professiocasder, while varying slightly among
students, remained limited even among those neadngletion of their schooling. For
example, when | asked a Year 11 student what soeneonld need to do to become a
nurse her reply started hesitantly, and althoughtiséd to answer she could not, because

she did not know:

Um | don’t know. They'd have to like be pretty hggic themselves and they would
have to know anatomy and about different illnesikegust general health. | don’t

really know. | haven't really thought about it befo(Elsie Grange, initial interview)

These interviews gave me the impression that tiaests were distanced from the
health professional careers. This is consisterit mig account in Chapter 4 that the
sources of knowledge from which students mightiedoout careers did not provide
opportunities for them to learn about these pdaiccareers. The marginality of the
health careers in the students’ thinking is whattiBmson and other career development
theorists would be likely to predict, given thairfr an early age these students had

limited exposure to these careers. These reallg w@reers that they were unfamiliar
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with, and it was difficult for them to answer quess even asking them to name the
different health professions.

| recorded two exceptions to this overall limitatbkvledge of health careers. The
first was a Year 5 girl whose response—'doctorsses, dentists and um
physiotherapists—was a little broader than thdsieen peers. The second exception was
manifest in the responses of three children, edaéhom had more exposure to health
professionals in their daily lives than the othtedents. This exposure came about
because there had been extensive illness or iifjuhe family, often necessitating trips
away to larger centres to see health professioaat§pr the mother was a health
professional. Notice, in the following responserira Year 6 girl which is typical of the
responses from these children, the greater weikhawledge about the health

professions:

There’s a speech therapist, and there’s a physloctor, a nurse, a surgeon, a brain
surgeon, a dietician, there’s the ambulance, théhe flying doctor and | don't
know what they are called but there is the bongesam. (Francis English, initial

interview)

The limited knowledge most children had of healthf@ssional careers, and the
greater knowledge among those few children witrsarable exposure to health
professionals through their family, was expresseithé reflections of one parent: ‘There
is quite a spectrum [of health professional ocdopat there and unless we as people, as
a family, are exposed to any of these they aredmidcbm our children’ (Sally Orand,

initial interview).

In summary, most students expressed little knovdezlther of the range of health
professional careers or of what one needed to datr them. There appeared to be only
a small increase in students’ knowledge as thegrpesed through their formal
education. Three students who had experienced expasure to health professionals,
through family illness or injury and/or their mottserole as a health professional, had a
greater knowledge of these careers than otherrsttaide

Students’ knowledge after the activities

At the end of the year, after the educational &ivthat formed part of the project,
most students were more aware of the variety dfthpeofessional careers available.
Even the Prep students who previously could notenany of the health professionals
were able to name up to four of them. For exanadl&llow-up interview one Prep

student named a doctor. When | asked if there amyeothers he could think of he
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promptly added ‘a chiropractor,’ ‘a dentist’ andétspeech lady’ (Eric Zip, follow-up

interview).

Those students who had only expressed an awarefigsdoctor and the nurse
roles before now had some concept of the diveditples. Some students in fact
showed an impressive knowledge base: ‘A doctdyiagf doctor, a dentist, a speech
pathologist, podiatrist, ambulance, orthodontiptpmetrist’ (Leila Carter, Year 1,

follow-up interview).

Older students overall also expressed a broadémioggledge of health professional
careers beyond ‘the doctor’ and ‘the nurse.’ Fameple, a Year 7 student said: ‘There is
a doctor, surgeon, physiotherapist. | think thera speech therapist, um radiologist and
that’s all | can think [of] off the top of my hea(Fifi Ellis, follow-up interview); while a
Year 11 student expressed awareness of ‘dentistoypational therapist, psychologist,
audiologist, speech pathologist, nutritionist, gang, that's about all | can think of at the

moment’ (Elise Grange, follow-up interview).

While almost all the students in all the year |e\agbpeared to have a greater
knowledge of the different health professions afteractivities, for some the names or
titles of the roles were difficult to recall. Sormieildren overcame this during the
interview by describing what the role involved. Example, a Year 3 student
remembered ‘dentist’ and then continued, withosita&on, ‘people that operate on your
belly and that operate on your foot and your eyekthe baby nurse ... and the x-rays’
(Belle York, follow-up interview). After naming ‘pfsiotherapist, dentist, a social
worker,” a Year 2 student went on to say ‘| donibk all of the names but | know some
that help people learn to talk’ (Felicity Stantéwilow-up interview). Other students
directly stated their difficulty with the names:h@re’s one more but | can’'t remember

their name’ (Darryl Zip, Year 2, initial interview)

Many of these professional titles are long, wittfemmiliar pronunciations. Words
like dietician, occupationatherapistandpathologistare tricky. When the children were
given the opportunity to explore the roles theyevaile to demonstrate the familiarity
they now had with these careers even if they coatdecall the name of the health

professional concerned.

Clearly, then, educational activities were ablentwease students’ knowledge of the
health professional careers. If, as Gottfredsogasis, early knowledge of a career is
crucial if a student is to choose that career, therosing students living in rural and
remote Australia to information about health casdesm an early age may establish one
of the conditions necessary to recruit bush childn¢éo these careers.
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Parents’ knowledge

Parents and teachers are known to be influentisthéping students’ career choices
(Alloway et al., 2004). Further, as | showed in ftea 4, parents recognise their role at
home on the property in leading, and respondingady conversations with the students
in and out of their home schoolroom. However, befoarents can initiate conversations
about health professional careers or provide ariiméd response to their children’s
questions about these careers, they need to heneelsmowledge base themselves. To
understand the parents’ broad knowledge of thesers in the initial interviews | asked
them to name as many of the health careers acthag think of (see Appendix B2 for
an outline of the parent interview questions) sbadsked them what training they thought
was required to become a particular health prafessi | asked parents about the length
of health professional career courses as a meastheir knowledge base of these
courses, because this is one of the first quessitutents exploring tertiary health career

courses might be expected to ask.

The parents’ knowledge of the health professions bvaader than that of their
children. However, their knowledge still appeariedited, given the number of different
health professions in Australia (see box on pa@).Fbr example, one parent identified
‘doctors, nurses, liaison officers, dieticians, jardsts, dentists,’ then immediately
concluded with ‘That's all | can think of at the ment’ (Beatrix York, initial interview).
Another thought of ‘doctor, nurse, physiotherapssiropractor, speech therapist,
paediatrician’ and added ‘veterinarian maybe’ (Z&@ initial interview). A third parent
said ‘doctors, nurses, obstetricians, paediatrigifiying doctors’ (lllis Torrens, initial

interview).

While each of these parents listed several ocoupstit is perhaps noteworthy, in
light of the fact that many of the other intervi@se—parents, teachers and children—
mentioned only doctors and nurses, that the Ifsred by the third parent, lllis Torrens,
also, in fact, mentioned only doctors and nursést@rics, paediatrics and the flying
doctors are three out of a large number of spefiifids doctors can work in. These three
professionals—the obstetrician, the paediatricizhthe flying doctor—were probably
mentioned because they were the three this pasgintiicountered as a patient—the
obstetrician and the paediatrician when she gatle toi her children at a large centre a
considerable distance from her home, and the flgimgor because the Royal Flying
Doctor Service was and still is the family’s fiestcess to health care on their remote
property. Her children, of course, are hardly lkiel remember the exposure to either the

obstetrician or the paediatrician.

152



KNOWLEDGE OF THE HEALTH PROFESSIONS

The ANZSCO classification

The Australian and New Zealand Standard Clasgifin of Occupations
(ANZSCO) lists 80 different occupations under ‘tlegdrofessionals’ (ABS, 2006),
and within a number of the 80 listed occupatiomsdtare specialisations. For
example, ‘physiotherapy’ is one of the 80 occupwjdut the nine specialisations that
a physiotherapist in Australia can choose to workre not® Hence there are even
more fields of work for health professionals thha 80 occupations classified by
ANZSCO would indicate.

The ANZSCO ‘health professionals’ category alsesinot include a couple
of occupations of interest to this study becausb@heed for them in rural and
remote Australia, such as Indigenous health woraedsdental technicians (who are
listed by ANZSCO under the ‘health and welfare suppiorkers’ category rather

than the ‘health professionals’ category).

Two of the parents’ responses to this question wkaped by overhearing relevant
information on their children’s interview sessiofife education department approved
one-on-one telephone interviews with students drihere was a parent, or an adult
approved by the parent, listening in the backgroésdoutlined in Chapter 3, this was
possible using the telephone loudspeakers. Thdrehilwere interviewed before the
parents, and two parents admitted that they hadimea discuss a number of different
health professional careers with their childrenimythe educational section of the
student interviews: ‘I have to admit my Year 7 dhibd the loudspeaker on during the
first interview’ (Deane Ellis, initial interviewNevertheless, knowledge of the health
careers expressed by these parents remained liridiedor ... so then we have
physiotherapists, nurses and all the differentigists, um (laughs)’ (Deane Ellis, initial
interview). This parent did not elaborate on ‘tliffedent specialists’, and apart from

‘physiotherapists’ her list really includes onlyaiors and nurses.

Two parents who were health professionals, andtimer parent, expressed more

awareness of the range of health professional @rieéer example:

26 The nine specialisations for physiotherapy usttalia recognised by ANZSCO are
aquatic physiotherapist, cardiothoracic physiothistacontinence and women'’s health
physiotherapist, gerentological physiotherapistsomloskeletal physiotherapist,
neurological physiotherapist, occupational healthsotherapist, paediatric physiotherapist
and sports physiotherapist (ABS, 2006, p.280).

15¢



THE SHORTAGE OF HEALTH PROFESSIONALS IN RURAL ANDEMOTE AUSTRALIA

Well obviously the doctors and nurses and that branches out into the different
areas like midwifery, podiatry, physiology, notth&now all, dietician, surgeons,
x-rays, the research people that work in the laboyalways trying to work out
different medications or cures for diseases. Yatetlthe pharmacy, occupational

therapist, speech therapist, yeah, ophthalmol@plly Orand, initial interview)

Parents’ overall restricted knowledge of the digaange of careers in health was
suggested in other sections of the initial intemvées well. For example, when they were
asked what their reaction would be if one of tiehitdren wished to become a health
professional, the parents only considered the caudfenedicine and nursing, except for

one parent who also mentioned dentistry.

In light of the parents’ role in shaping and infamgnstudents’ career development, |
then sought parents’ knowledge of the training ireglto achieve the different health
professional careers. | did not ask the two parehtswere also health professionals this
question. The other participants provided mixegoeses. What was consistent,
however, was the uncertainty they expressed ityirgpl This uncertainty was consistent
regardless of the age of their children, even thaame had older children nearing
completion of high school when career decision-mglks at the forefront of parents’
minds.

Interviewer: How long a training do you think ik&s to become an occupational

therapist?

Parent: Two, three years maybe.

Interviewer: Physiotherapist?

Parent: | think it is about the same, three mayle years.

Interviewer: Dentist?

Parent: Three years.

Interviewer: Nurse?

Parent: | think a lot of that is on-the-job traigirmight take two years.
Interviewer: First level doctor—an intern?

Parent: | think it is six years for a doctor butttley start work a bit earlier like at

five or something? (Tia Innis, initial interview)

Interviewer: What do you think needs to be donkdocome a nurse?
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Parent: That you would have to go to university god may have to do a course

online, | think externally now.

Interviewer: And about how long do you think it wadde in the full-time

equivalent?

Parent: Um two to three years.

Interviewer: And what about to be a dentist?

Parent: Um, | am not sure but | am guessing at feas years.

Interviewer: Please don’t be worried about thesestjons. The next one was an

occupational therapist?

Parent: Um two years.

Interviewer: And a physiotherapist?
Parent: Three years.

Interviewer: And the next one is a doctor, undemditag that there are a lot of
specialists, but just to become that first levatein doctor?

Parent: Seven years.
Interviewer: And dietician?
Parent: Two years. (Beatrix York, initial intervigw

Parents’ limited knowledge of the health profesalaareers, and of the preparation
required to enter them, can readily be understatuneference to the context of their
everyday lives. The health careers are quite @iffeand separate from the occupations of
most of the families. Furthermore, there was atalgerof health professionals in their
districts, and they lived a considerable distamomfeven their nearest small town and
hundreds of kilometres from the nearest universigrents living in rural and remote
Australia are less likely than urban parents toehavtertiary education qualification
themselves (ABS, 2008b), so they often have noopefsxperience of tertiary education

to draw upon when guiding and supporting theirdriih in their post-school choices.

| asked parents about the length of health camases as a measure of their
knowledge base. As shown in Chapter 2, the emdtionkwural, family, social and
financial costs of undertaking university coursesansiderably greater for students from
rural and remote areas than for many students iwaan a university city (Alloway et

al., 2004; Cripps, 2011). Many of these costs aetly proportional to the length of the
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course. It is probable that families are less Jikeldiscuss careers that are hard for them
to access.

Teachers’ knowledge

As | showed in Chapter 2 and Chapter 4, teacherarasther potential source of
career education and information for students. Aideustand the teachers’ knowledge
base of the health professional careers | alsaasiesn to name as many health
professions as they could think of, and what trajnivas required for particular health
professional career courses (see Appendix B3 fauslime of the teacher interviews
guestions). | reasoned that teachers, like pareet® more likely to initiate and respond
to conversations about health professional caraadsthus be better able to widen
students’ career choices to include these canéd¢ngy had a solid knowledge base

themselves.

While in general the teachers gave slightly motemded lists than the parents,
there was only a small difference. For example,teaeher spoke of ‘nurses, doctors, all
those in mental health, those in sports mediciBetlf Innings, initial interview). This
teacher mentioned mental health and sports meditiaédition to the usual doctors and
nurses, the former possibly the result of publia@mess campaigns, and the latter
possibly due to her extensive involvement in spaftile it is possible that she was
familiar with the spectrum of careers within eatthese health sectors she did not
provide any detail to support this idea, and It probe further about her knowledge of
careers in these fields.

Another teacher said ‘doctors, nursing, physiotpista, occupational therapists, um
dentists, oh there are so many, social workersikatal health’, but went on to say
‘there are more but | can't think of them’ (Nickyn$, initial interview). This teacher
appeared to know that there is a bigger range afthprofessionals than she had listed,
but she was not familiar enough with them to naneert As a final example, one teacher
identified ‘a GP [general practitioner], a nursespaech pathologist, a physiotherapist, a
paediatrician, an oncologist, | suppose chiropcjaind to signal that that was the range
of these careers within her knowledge she addd, tlzet’s it' (Mary Gareth, initial

interview).

In each of these examples, doctors and nursebaff@dt health professionals who
came to the teachers’ minds. Further, while thgiressed knowledge of health
professionals was slightly greater than that ofdaeents, they appeared relatively
uninformed when considering the number of occupatia the health professional
category recognised by ANZSCO (ABS, 2006), whicéférred to on page 148.
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When | asked the teachers about the preparatiotrainéhg required to become a
health professional they gave more detail aboyigation at the school level than did
parents. They spoke about the need to choose leusiabjects and consult a guidance
officer at secondary school in preparation for altteprofessional career. Given their
training and experience as teachers, this wasumptising. For example, Beth Innings
displayed her knowledge of suitable steps to talselzool in the lead-up to a nursing

career:

Interviewer: If one of the students asked you whagquired to become a nurse,

what would you tell them?

Teacher: Go to Year 12 and should do biology, mtsyand a four-year uni degree
after that. (Beth Innings, initial interview)

Some teachers also spoke about the need for wpskiexce during the students’
school years to increase their knowledge of hezlthers, find out what was involved in

these careers, and see if these careers woulgdedamatch for them:

| would suggest that as they come into high scleats that they definitely get a
taste through work experience of the hospital sitnaln the case of the kids out
there perhaps spending time with the nurse wherlsée the flying doctor visit,
just looking for opportunitiesvenhere | find the biggest problem is that they
haven't got a clue whaittis all aboutin every single one of these areas these
children need to have a taste experience so tegtkitow what they could
potentially do and they could see what their stilengnd qualities are and whether

they could achieve it. (Ester Campbell, initiakintiew)

When teachers spoke about the tertiary educatipuiresl for specific health
professional careers, while they were more inforthedh the parents, often they were
only able to talk in general terms. For examplegemwhsked what training would be
required to become a nurse one replied: ‘Univesitlyy. When they got old enough you
would advise them to go to their careers advidgreé Norton, initial interview), without
giving other details, such as the duration of therse. Similarly, when | asked what they
would tell a student with an interest in doing d&tny about the training required, they
had general ideas but also some uncertaintieginrsponses. For example, one teacher
said he would tell students: “You probably neewitwk very hard at school and then
have that career but it would involve a smallerichof where you can study [than
nursing]’ (Ugen Neeves, initial interview). While hecommends hard work at school, he
did not explain that this is necessary to achibeer¢sult required to be accepted into the
course and to have the knowledge foundations needednage the university subjects.
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He also did not include any information about sabgelection at school, or about the
course. In addition, he did not say that the coigs university, never mind which

universities may offer dentistry or how long theuse would be.
Other teachers were similarly sketchy in their rec@endations:

Oh, they would have to know that they would havgddo boarding school and
finish grade 12 and then they would have to goniwarsity and I'd want them to do
lots and lots of practice before they became aisteo | would say a few years at
university. (Mary Gareth, initial interview)

Summary

In general, students’ knowledge of health caresrerased during this project. In
the initial interview students expressed very ladiawareness of the diverse range of
careers available in health. The exceptions werdestts who had experienced extensive
exposure to health professionals due to famile#tor injury and/or a close family
member being a health professional. The studestsheld little concept of the pathways
to a health professional career. When they weesirgwed after the educational
activities, almost all the students demonstratemher@ased knowledge of the diverse
range of health professional careers, although sifrthee health career names gave them
difficulty.

Parents’ knowledge of the health professional caraed the pathway to such
careers was also limited. Before the educatiortaliies, health careers appeared not to
have been discussed in the home, even in thosédamhere there were older children
almost ready to leave secondary school, a time wheser decision-making is at the
forefront of parents’ minds. The significance dbthkits with the important role parents

play in shaping their children’s career choice.

The teachers appeared to have only slightly moosvledge about health careers
and the required tertiary education courses thampé#nents. However, the teachers did
appear to be more informed in terms of the needgpropriate subject choices in

secondary school, utilising a guidance officer, ewatk experience.

Students’ limited knowledge of the health profesaicareers, according to
Gottfredson’s theory of career development, woullent these occupations being
among those from which the students would choaseeer. Further, parents and
teachers appeared inadequately equipped with thelkdge of these careers, or the
pathways to them, necessary to widen studentsécatwices to include them. Chapter 4
demonstrated that students gained little knowledgrut these careers from the school or
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from their everyday life. Overall their opportuesito learn, and the richness of their
learning, about the health professional careetsdd@eside their learning about pastoral

careers from their environment.

The increase of students’ knowledge of health carater the educational activities
suggested that their knowledge vacuum could beeaddd by such education—which
career theorists would claim should start from aryeage to be effective. Without
greatly increased opportunities and richness ahieg about health professional careers,
these children clearly do not have the capacitp¢tude them in the suite of career
options they are forming, according to Gottfredaod other career development
theorists. The consequences of this lack of oppdytuand the potential for learning that
could help create at least the possibility thay timéght include the health professions in
their radar of potential career options, are exgaan the next chapter. Chapter 6
discusses participants’ perceptions of the heatifepsions, their career aspirations, and

issues related to these.
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Chapter 6: Perceptions and aspirations

In this chapter | explore perceptions, and aspinati of the research participants in
relation to health professional careers in my gteeshderstand how it may be possible
to increase the number of students from rural amibte Australia who go on to become
health professionals. Because health careers estgutrary education, | begin by
discussing students’ aspirations for school anit #ppreciation of the role school might
play in their adult lives. | then move on to thedsints’ career aspirations before the
educational activities. After that, knowing the ionfant role parents and teachers play in
children’s career choices, | review parents’ arthers’ perceptions of students’ career

aspirations, and parents’ aspirations for theildcan.

In the second half of the chapter | draw the disiustowards the health
professional careers. To provide a three-dimensjinture, | begin by exploring
parents’ and teachers’ perceptions of studentsiplasinterest in these careers. | then
look at students’ perceptions of, and aspiratiomsatds, the health careers before and
after the educational activitié5Finally, | add to the picture by discussing papénts’
perceptions of the health professional workplacestrikely to be known to them: the
Royal Flying Doctor Service and their local hosisit& mpirically, participants’
perceptions and aspirations tended to slide inth e¢her and, as such, were sometimes

difficult to separate.

To recapitulate, Alloway et al. (2004) found tha following factors impacted on
student aspirations:
e material resources and finances
« limited educational opportunity
e limited occupational models
e experiences of a vulnerable economy
e personal and emotional issues and anxietiesgrfsbm having to move away for

tertiary studies or work, including the powerfuhse of loss of family and friends.

A number of researchers address the importanceanfpational role models and
argue that they influence career aspirations aitdadgs from quite early in childhood,
when crucial career-related concepts and attitade$irst formed (Care et al., 2007,
Gottfredson, 2002, 2004; Hartung et al., 2005; 8bbaiss et al., 2005; Watson &
McMahon, 2005). The more restricted their exposare wide variety of careers, the
more restricted will be the pool of career optifarsyoung people to choose from

27 Students’ perceptions of, and aspirations tdsjdrealth professional careers are referred to in
a publication drawn from this research (Gorton, 201
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(Gottfredson, 1981, 2002, 2004; Johnston, 1994is fi&is important implications for
young people’s capacity to choose careers in ta#thprofessions. The persistent
shortage of health professionals, and the narrogeaaf health professions represented
(AIHW, 2008b; Scott, 2009), means that there aversy limited occupational role
models in health available for students in rural eemote Australia. In Chapter 4 |
demonstrated that for these students there weitediraources for learning about health
professional careers in their everyday lives omfischool. Following on from that, in
Chapter 5 | showed that these students, their {seen their teachers had limited
knowledge of health professional careers at inititdrview—although this knowledge
was amenable to improvement through the provisfdrealth professional career
information. The second half of this chapter, whictuses on perceptions and
aspirations in relation to health professional emgalso indirectly discusses the potential
of educational initiatives to influence studentstgeptions, and to widen their career
choices by providing alternative sources for infation about health professional

careers.

Students’ understanding of the connection betweercsool and adult life

School is one platform from which students proguetg move into adult life. | was
interested in the students’ aspirations for schaad, their perception of the part their
schooling would play in their future lives, to adielpth to my understanding of the
students and their future careers. Furthermordests’ perception of school may

contribute to their future likelihood of being efied in tertiary education courses.

Most students aspired to finish Year 12, and see¢mbdve some understanding of
the importance of school for their future life. Sostudents talked specifically about the
role of school in terms of their future adult lifethe bush. For example, when one Year

6 boy reflected on the purpose of his schoolworkhfe adult life he stated:

Well um spelling, reading and writing that’s sotthdon't get ripped off by a
truckie or someone guarding my cattle or my lickththe money and that, it's
when I'm buying stuff and that and when I'm cougtitattle and doing stuff like

that. (Kelly Kallagher, initial interview)

Other students, however, talked more generally &how their schooling would help
them later on. Even younger students seemed todhgeeeral appreciation of the role
their schooling would play in their adult life. Serhad a broad understanding that school
would help them to learn things which in turn wobklp them, for example, to find

employment:
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Student: Um by so that | can get the job that Itwamo.
Interviewer: Tell me a bit more.

Student: To learn things to help me when | grow(Eglicity Stanton, Year 2, initial

interview)

A few of the other younger students identified sfietearning areas which would help
them:

Student: | think it will help me a lot, to learrd.
Interviewer: What thing do you think will help yas an adult?

Student: Like writing, and reading and spelling gsthat | didn’'t use to know

when | was little. (Ursulla Naughton, Year 2, iaitinterview)

These students’ explicit understanding of the intgoure of school in their future
life contrasted with Johnson’s study (2000) oflsiahd ninth grade students in a mainly
middle class, white, urban school district in Neark'which found that students had a
poor understanding of the relevance of schoolé@ tedult life. In the present study only
one preschool student and the eldest student, al¥egirl, expressed no understanding

of the role of school in their adult life:
Interviewer: How do you think your school work wlielp you as an adult?

Student: | have absolutely no idea. (Elise Gralgar 11, initial interview)

Students’ career aspirations at initial interview

When students were asked in the initial interviesist they would like to do for a
job when they grew up, they expressed interespitouhree different occupations. The
two most popular were working on the property amdking with animals, and the
students’ comments revealed a considerable oviedapeen the two. One Year 4 boy,
for example, wanted to manage a property becausabénterested in working with
different kinds of animals, such as cattle and ghAaother boy thought he would
eventually return to his parents’ property, aftethad gained some experience, because
his father had ‘worked really hard’ and the studidtnot want to ‘just give it [the
property] up’ (Kelly Kallagher, Year 6, initial iatview). Within these themes girls
wanted to be vets or animal trainers, work withsksrand/or return to work on the
property.

Other occupations students aspired to varied;Xample, hairdresser, mechanic
and palaeontologist were included among the oceupataspirations. Two students had
a health professional occupation on their listadgibilities.
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Almost all the students seemed to aspire to ocaupathat involved doing things
they had seen or experienced in real life. For gstaymany of the children who wished

to work on the land or with animals attributed ttuigheir upbringing:
Interviewer: Why did you become interested in faisimal trainer]?

Student: Because | see lots and lots of animalsu fnnis, Year 2, initial

interview)

Interviewer: Can you remember what made you intedeis that job?

Student: Um just life out on the station, | redike horses and | really like animals

and stuff. (Isis Kallagher, Year 5, initial integw)

Similarly, two students who wanted to work in amadgum said they loved working
with animals and had visited an aquarium on thelidays. Even the student who aspired
to be a palaeontologist explained that his intenest sparked by real experience: ‘We've
had palaeontologists come to a station out hel@otofor fossils and I've talked to them’

(Brian Inglewood, Year 7, initial interview).

These students’ comments seem consistent withrodeselopment theories
indicating that a child’'s early exposure to an gation increases the likelihood of their

entering that occupation in adult life.

In contrast, the media and internet appeared te lide influence overall on
students’ career aspirations. One student wishé&chia those little airport dogs’. When |
asked her about this she said ‘| saw it on TV omsethe basis for her aspiration.
However, this student lived on a cattle station metreer parents had working dogs, so it
is possible that her wish had at least some foiorat her daily life with the animals on

the property.

The influence of the media’s portrayal of occupagion these students’ career
aspirations was discussed in Chapter 4. Mediag@is of occupations under-
represented in rural and remote Australia may laadisproportionate influence on the

perceptions of these careers held by studentglivithese areas.
None of the children mentioned the internet asuscgoof inspiration for them.

Two students included a health profession as omleedrf career choices. One, in
early primary school, said she would like to beoatdr, because ‘they help people’. She
attributed her interest in this area to her mob®éng a nurse. This child was a younger
student who did not elaborate any further. It isttvmoting here that both the helping
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aspect of this health career and role modellingeapfo have contributed to this students’
career aspiration.

The other, a high school student, considered nuading as one of her career
options because she believed it would be a stimnglaiccupation which offered her both
a means of maintaining her connections with thénpasd skilled employment:

Interviewer: And tell me what made you intereste@ach of those things?

Student: Um | really like the country and being bete and being a nurse or doing
something different | think would be an excitingntdnto do just to add a bit more in
... to say that you were practiced at something.sffiGrange, Year 9, initial

interview)

In summary, most students appeared to have anstadding that school was
relevant to their adult life. The two most poputaemes for students’ occupational
aspirations were working on a cattle property orkivag with animals in another
capacity. All the students’ occupational aspiragiseemed to be grounded in real life

experiences.

Parents’ and teachers’ perceptions of students’ ceer aspirations

When mothers spoke about what work they thouglit thédren might engage in
as adults, only one parent thought one of her @hildnight like to be a health
professional. In contrast, there were frequentregiges to ‘working on the land’,
especially for the boys. At times this seemed tafexpectation that started from a very
early age; for example, one mother said about heéemschool-age son: ‘For our son |
think he will probably be encouraged by the fanbily}come back out to the property’
(Kathy Carter, initial interview). At other timessseemed to be regarded almost as
inevitable, possibly fuelled by exposure, expereéeand accessibility combined with the
children’s connection to or passion for the lankdud; one parent explained: ‘My son |
believe will follow eventually the footsteps of Higgher and become a grazier’ (Sally

Orand, initial interview).

There were other parents who envisaged their @mldeturning to work on the
land, but only after doing further training suchaasapprenticeship: ‘My second one is a
boy so he will probably come onto the land but lileprobably do a diesel
apprenticeship or something along those lines fiedise Kallagher, initial interview).

The implied causal relationship between the genflgris child and his likely career

choices is worth noting here.
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Teachers agreed with the parents that most ofttitkeists would like to return to
work on the land. They spoke about it in termshefstudents’ passion, and of what they
had been exposed to. One teacher thought ‘theyojustwhere they live and probably
don't see the other occupations that are possibi® tand still live where they live’
(Karen Neal, initial interview), while a governgsadt it this way: ‘Their upbringing, they
just idolize their father who needed their help auyould just see that was all they
knew’ (Wendy Martin, initial interview). They algbought a few students would do
apprenticeships: ‘trades like diesel fitter or stinmg like that’ (Nicky Sims, initial
interview), or, possibly, tertiary studies.

Earlier in this chapter | discussed how the expegeof growing up on the land
appeared to drive career choices. Some childrehtrbigencouraged to do things other
than work on the land, such as undertaking an afipeship that would meet the need
for something to fall back on should the rural istiy decline. The specific
apprenticeships parents and teachers nominatediwadhct, not only be useful as
providing a second income stream, but could be 8ebe directly related to working on

the land itself, in areas such as plant maintenance

Only one teacher expressed the view that ‘I suppdetof them will be going to
uni’ (Mary Gareth, initial interview). This was sharp contrast to the views of the other
teachers, and possibly reflected the fact thatingeonly taught at the school for six
months, this teacher had only a fledgling knowledfhe families and their lives
compared to that of other teachers, some of whairbkan with the school for over a
decade. Most teachers thought that the majoristuafents would like to have a future

life in some way connected with their property:life

Teacher: | think most of them would hope to be vaglon their property and if not
on their property on another property somewhesaylthat because they love the
life and when they talk about their future thektabout when they come back to
the land.

Interviewer: Can you tell me what they have donméke you think that?

Teacher: Just normally when they are referrindnéoftiture that tends to be where

they place themselves. (Beth Innings, initial iniew)

The principal also thought that ‘the majority skeerhselves doing something in the
bush’, but wondered if fewer would actually work the land because he envisaged ‘less

and less opportunity on the land’ with ‘fewer pengbing more work’.
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Only two students were identified by the teacherpassibly going on to a health
career. These were students, already referred paga 145, who had experienced
extensive exposure to health professionals thrdaglily accident or illness, and/or
having a mother who was a health professional. Betle recognised by their teachers as

‘always trying to help out’ and ‘fairly caring amairturing’.

Parents’ aspirations for their children

Parents wanted their children to become happy iaaddially secure adults. When
they were figuratively offered a magic wand andeakWhat they would most like their
children to be doing when they grew up if they docthoose, happiness and financial
security were the two themes pervading their resperHere, without necessarily
pinpointing specific careers, the parents spokeitatheir aspiration for their children to
find a job they would be happy doing. Sally Orarglisple response in the initial
interview fairly represents several others: ‘| wiblike them to be honestly happy within
their occupations’.

Some parents explicitly associated their childréatare happiness with living and

working in a rural area:

To see them not necessarily to a big city would probably prefer them to be a bit
more rural because the lifestyle would help to terémppier and more contented

adults in them. (Bernadette Lyon, initial interview

However, these mothers also spoke about the nediddocial security if their
children returned to work on the land, tacitly eefing on the long-term troubled state of
Australia’s rural economy.

The vulnerability of rural industries to market amdather fluctuations, bushfires,
increased government costs and restrictions, dret ekternal factors is undeniable and
unpredictable. Cyclone Yasi’'s destruction of banfamnas in North Queensland
(Anderson, 2011), the uncertain future faced bytislian dairy farmers with the Coles
supermarket milk price war (Hatzakis, 2011), areldhrupt federal government ban on

live cattle exports (Paull, 2011) are three reesaimples of this vulnerability.

Financial security in this context appeared toipbytdepend on having ‘something
to fall back on’. Parents like Beatrix York had @ivthis some thought :

I would like for them to have something like an egpiceship or something solid
behind them so it didn’t matter if they grew up drad their own farms and the rural

situation deteriorated, that they had somethingriethem to go on with in town as
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such or to have another source of income otherttiginfarm income. (Beatrix

York, initial interview)

These mothers appeared to have a raw closenesatdhey perceived as the
financial insecurity associated with working on thed. They wished to protect their
children from it, aspiring for them to do an appiegship, degree or other training first
as a sort of buffer or insurance against the firgfiagility of the rural industries. At a
different level they also thought this educatiod &maining would help their children in
their adult life on the property and allow theiildhen to give back to the rural

community. lllis Torrens explained it this way:

Parent: In this day and age if they wanted to cbawk onto the land | would like to
see them coming back onto the land with a degrea @pprenticeship or something
like that so that if things don’t go their way dwetland they have something to fall
back on. | sometimes think it can be luck. Yesrktthat is what | would want

them to do, if they did come back onto the landaose we have this passion for the
bush, that they were to have a degree. Otherwisrild love to see them have a

degree and hopefully offer it to the bush.
Interviewer: Can you say what you mean by ‘not gdhreir way’?

Parent: | think, you know, that the land is a hia@amble. You really are just so

dependent on the weather. (lllis Torrens, initidérview)

Only one mother aspired for her child to becomeath professional: ‘If | could
choose | would definitely encourage her to go thehealth professions’ (Bernice
Nissan, initial interview). While this mother wadtker child to become a health
professional so she could be ‘really making a diffice in that community’, she went on
to state that she would prefer her child to takalternative types of medicine.
Furthermore, like other mothers, she framed andifspthher encouragement with
concern for her child’s happiness: ‘but basicallyaivmakes her happy. | would

encourage her to do whatever makes her happy’.

Parents influence their children’s career choiédloay et al., 2004; Hartung et
al., 2005; McMahon & Rixon, 2007; Watson & McMah@®05). For these parents, their
desire to see their children happy in their chasarer, and their perception of which
careers their children would be happy in, appetodsk factors influencing whether or
not they would encourage their children to undextalspecific career. For example,
when | asked parents what their reaction would beeé of their children said they would
like to be a health professional, one quarter esqe@ reservations because of attributes

of these jobs that parents believed would, direatlindirectly, have a negative impact on
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the child’s happiness. Some parents talked aboawt long their study is going to be and
how much time ahead they have got to do that’ (Beette Lyon, initial interview). They
also expressed concerns about ‘the pressure datinder now, the medical
professions are under’, and how a student may &mteprofession with ‘good intentions’
but then get ‘bogged down with the paperwork sitiéctvdoesn’t really have anything to
do with taking care of the patients’ (Deane Elldtjal interview). In formulating these
views parents appeared to be considering only mwarange of health professionals,
and, in particular, to be focusing mainly on dostdris possibly reflected their limited
exposure to, and limited knowledge of, the divees®e of careers available in health.

When the mothers spoke about what their husband&iwdgsh for their children in
terms of future occupation, in general they belietreeir husbands would agree with
them: ‘I think he thinks ..no, Iknowthat he thinks ... in a very similar way that | do’
(Brittany English, initial interview). However, deitge many of the mothers believing that
at least one of their children would return to workthe land, they explained that their
husbands tried not to ‘pressure’ their children—ae never forced them towards the

land’ (Elise Kallagher, initial interview).

Students’ knowledge of their parents’ career aspirtions for them

The children’s knowledge of their parents’ carespitions for them varied. When
| asked the children what they thought their parevduld like them to do as adults, the
younger children did not know, while the older dnéln generally understood that their
parents wanted them to be happy. The childrenemthin study, in general, did not

express a feeling of pressure to return to the, lampiporting what their mothers had said.

Most of the younger children, even up to Year ®lewere not sure what

occupations their parents wanted for them as adults
Interviewer: What work do you think your mum wolike you to do as an adult?
Student: | don't really know.
Interviewer: What work do you think your father vidlike you to do as an adult?
Student: | don't really know either. (Aaron Inglemeh Year 5, initial interview)

The older children were also uncertain about whait {parents aspired to for them
as adults. However, they understood that overalt frarents just wanted them to be

happy:

Interviewer: What work do you think your mother \ablike you to do as an adult?
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Student: | reckon she just wants me to be happg.h@kn't told me yet so | don't

know.
Interviewer: What work do you think your father vidlike you to do as an adult?

Student: I'm not sure. He probably wants me to dygply as well and do what makes

me feel good. (Francis English, Year 6, initiakintiew)

Four students mentioned property life when reftegthn what their parents wished
for them to do as adults. One of these, a secorsdadgnt, thought her mother would
prefer for her not to live such an isolated lifeerel again there is a sense that her mother

wants her daughter to be happy:
Interviewer: What work do you think your mother vablike you to do as an adult?

Student: | think she would like me to have mora gbcial life than we have out

here.
Interviewer: And can you tell me a little bit more?

Student: She wouldn’t want us just to be a ringegamething because we don't get
to make very many friends because there’s not wemyy people out here in the
bush.

Interviewer: And what work do you think your fathegould like you to do as an
adult?

Student: | think dad’s pretty happy with whateverwanted to do and | think he
would support us in whatever we chose. (Kristy @earYear 9, initial interview)

The second student, another daughter of the samibyfan contrast, overtly
expressed a belief that her father ‘would rathéh#dd more interest in property
activities’. At the same time, however, she aldd:sém not really sure. | don't think he

particularly minds’ (Elsie Grange, Year 11, initiaterview).

The two other students who referred to propergywhen considering what their
parents aspired to for them were siblings fromfieiint family. They each thought their
parents would like them to ‘probably take over fhisce. Be a farmer too.” When asked
why they thought that, the girl replied: ‘Well, \&ee trying to build up like a little family
mob of stations’ (Isis Kallagher, Year 5, initiatérview), while the boy said: ‘Well,

mum and dad always talk about it. So yeah’ (Kelall&gher, Year 6, initial interview).

Responses to this topic were different in the gtady. When | asked: ‘What do
you think your dad would like you to do as a caPéar the pilot study, three out of the
four boys said they thought their father would likem to work on the property as adults.
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For example, a Year 6 boy replied: ‘He would prdidike me to be a shearer or stay
here on the farm’ (Stephen). | cannot explain difiference, especially when responses

to other questions were very similar.

In conclusion, parents’ aspirations for their cteldl appear to be linked to the
parents’ and teachers’ perceptions of the childreareer aspirations. Overall parents and
teachers perceived that many students would go @tk on the land in their adult life,
but that they might do a relevant apprenticeshigegree first which could provide skills,
knowledge and financial security for working on taed. Exposure, early and ongoing
experience, a connection with the bush, familyitiaid and expectation were reasons

given for this anticipated career goal of workingtbe land.

Most of all, parents aspired for their childrerb®happy and financially secure in
their chosen occupation. Parents envisaged thasphsol qualifications, such as a trade
or degree, would improve their children’s finan@aturity. While a health professional
career could be seen to provide a qualified ocempat the bush with a secure income,
these careers were not considered in this lightasgnts or teachers. One quarter of
parents expressed concerns about aspects of peafitissional careers which they
thought might interfere with their children’s hapess. Possibly because of their limited
awareness of the wide spectrum of health profeabizareers, here again parents
appeared to focus on a narrow range of health gsfeals, in particular doctors, to form

this view.

Parents’ and teachers’ perceptions of students’ ag@tions to health careers

There is an intimate and complex interaction betwée studentgheir everyday
lives, the significant adults in their lives an@ $haping of their career choices. When |
first asked parents and teachers about the studedtlealth professional careers, they
indicated that only one or two would aspire to scafeers. Building on my analysis in
Chapter 4 of the limited sources of learning altbese careers available to the students
and their families, and the discussion in Chapten Students’, parents’ and teachers’
limited knowledge of health professional carearghe next sections | discuss how,
instead of showing me a pathway between thesergtidad health professional careers,
the parents and teachers explained why the studentisl not aspire to such careers, and
delineated pathways to other occupations. Theioektip between the recurring themes
in participants’ explanations—such as the lackxgiosure and accessibility to health
professional careers—and their non-choice of tieaseers, highlights the interactions

which shape the students’ career choices.
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Parents

When | asked parents in the initial interview, ‘Pau think any of the students at your

school would like to be health professionals?’ tepgke mostly about why these

students woulehotgo on to become health professionals. Their arsvediected on:

e the students’ lack of environmental exposurduitiag the absence of any
discussions about these careers

e access to, and attitudes towards, tertiary edugatompared to other more
accessible post-school options, especially workimghe land

e occupational gender-role stereotyping.

As stated succinctly by one parent, the healthgssibnal careers for students who live in
rural and remote Australia and study by distaneeation are ‘possibly careers that have

been overlooked’ (Xavier Inglewood, initial integw).

Lack of environmental exposure The parents talked about their children not
having the opportunity to learn about health preifasal careers in two ways. First, they
talked about it explicitly, with a number of parebincidentally using the word
‘exposure’ to relay their view. For example, Illisrrens said ‘I think that ... there is not
the exposure [to health professional careers] ug’ igitial interview); and in an almost

identical manner Xavier Inglewood said:

| don'’t think they possibly have enough exposuré don't think there is a lot of
exposure to careers in health care so they [tliests] can start to think in that
direction. Whether that be through school or thiofagnilies or through medical
professions themselves. (Xavier Inglewood, initiéérview)

Second, parents living remotely on properties cetgd what they said explicitly
about the lack of exposure by referring mainly ¢atdrs and nurses in their responses.
One parent, who worked part-time as a health psadeal, believed that if there was
more exposure and awareness of the diverse rangeeadrs in health then more students

might consider these as career options:

If they knew that health professionals weren't jirstted to doctors and nurses, that
there were many other things out there that conderthat umbrella, then perhaps
people would choose that career path. (BrittanyliEimgnitial interview)

In Chapter 4 | showed that the children had ligortunity to learn about health
professional careers, whether from school, fronr gheeryday lives on their properties,

or from health professionals. These parents wenesaying that this lack of exposure to
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health careers in all aspects of their lives washiting students from choosing such

careers for themselves.

A lack of discussion about careers also appearathibit the students from
considering these careers for themselves. In Chdpfarents were recognised as a
source of knowledge about careers in studentsydagrlives. Then in Chapter 5 |
showed how the consistent uncertainty in pareefdigs to questions about the health
professional careers suggested that even thoseldith children in upper secondary
school had not discussed health careers with ¢thédren. Parents subsequently

confirmed this impression.

When considering health career education in théesbof these students’ lives,
some parents took responsibility for their childsdimowledge. For example, one parent
commented: ‘Well, probably it really is up to tharents to give the information to their
children at the moment and if they don'’t receivat thien they don’t probably know any

better’ (lllis Torrens, initial interview).

Some parents specifically mentioned the need koatabut these careers, and

blamed themselves for not initiating discussion:

You know that'’s the thing, there is not enough déston around it to really um ...
which is probably a lot of my fault too. | haverdally discussed it in the classroom

with the children. (Bernice Nissan, initial intezw)

Another parent commented that if there was moreewess, possibly some of these

students would be interested in a health careaneder, she prefaced this by saying that:

[I don't] have a clear idea [because] once agamsbmething that is not discussed
a lot but what does come through is whether kiddgrgerested in working on the

properties or otherwise. (Deane Ellis, initial iview)

When parents were asked to think of students wighintie interested in a health
career they only mentioned nursing, not the otleaith careers: ‘I could see people

being nurses’ (Kathy Carter, initial interview).

Access and attitudesThe access these rural and remote students havéversity
is quite different from their access to work on lgued. It is also different from that of
students who live in a university city and progresaniversity after school. For many
academically successful city students, attendingeusity can seem like almost a natural
progression from secondary school, not too diffefiemm their transition from primary to
secondary school. They do not have to leave thaiily, friends or the culture they know

and love. For them, the progression from seconttargrtiary education has important
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similarities to the progression from secondary sthmwork on the land for this study’s
rural and remote students. There are changesplfundamental disruption to home or
family life, or to the circle of close friends. Farural or remote student, in contrast,
attending university involves major changes andugisons to the usual life of the
student and their family. The physical distance¢hgtudents live from a university
means that they must relocate. Relocation invdivesocial, emotional, cultural,
financial and family costs that have been descrjivedliously (Alloway et al., 2004;
Cripps, 2011). Relocation, and what it means, mportant factors influencing the
relatively low participation, retention and succestudents from rural and remote areas
in tertiary education (Bradley et al., 2008). Alrhal health careers now involve tertiary
education.

This difficulty of access to health professionalesa courses appeared to influence
parents’ perception of their children and the heedireers. So when a parent in this study
says ‘| think a lot of people shy away from howddhtakes to become one’ (Beatrix
York, initial interview) when considering the traig required to become a doctor, she is
probably reflecting on much more than the yearstady. Her reflections may, for
example, include the cost of accommodation, tramellong distance phone calls
throughout the duration of study, as well as tiidaits’ extra years of absence from

family after boarding school.

There are post-school options available locallytiier students which, in contrast to
the health professions, are visible and accesdibkddition to working on the property,
these options, as noted earlier, include appresttips or working for the mining
companies. When asked specifically whether anh@students at the school would be
interested in health careers, parents talked aheudther options, and about access and

attitudes to the options:

You know they might have a more strong connectiklio the land. They might
think you know the mines are close, um, and | gitetspends if parents are
prepared to send them off to boarding school afichgiior wanting them to go on

to university. (Tia Innis, initial interview)

Local hospital-based nursing training, discussegdamges 113—-14, was an accessible
apprenticeship pathway to a health career whichnedenger available. Some parents
also commented on what they perceived as the fiadnenefits of students progressing
to locally available occupations after completiegandary school, compared to

becoming a tertiary-trained health professional:
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You can receive so much working in a mine and dgva dump truck. Why go
through four years of university and then be pagsIfor more hours than someone

who is totally unskilled? (Elise Kallagher, initigiterview)

So while the parents could envisage a smooth psegne for these students from
school to working on the land, they saw no suchathmprogression towards a health

career.

As a further example, Xavier Inglewood explained itfifluence of exposure, access
and attitude on the students’ career paths. Stialliyitalked of the lack of ‘access to it
[health professional careers] and the lack ofiinfation about those careers, and then

went on to say:

I think one thing is possibly family situations tifeir family is on the land the
children tend to just do what they already knothink it is sometimes simpler to
slot into something that you are already familid@hwthat you've grown up with
and this love of it has been fostered all alongntto attempt something new and
different, that you don’t know anything about ahdttyou are uncomfortable with
at the start. So I think just out of simplicity shiend to go in another direction [and

not to the health careers]. (Xavier Inglewood,jaiinterview)

Occupational gender-role stereotypingOccupational gender-role stereotyping
appeared to have both a direct and an indireaiénfte on parents’ perceptions. It was

expressed, first, in relation to health careerspsd, in reference to working on the land.

When considering health careers, some parents lihthugy were options for both
genders: ‘There is no reason why boys and girl& chnose a health profession’
(Brittany English, initial interview), while otheecknowledged that despite the fact that
traditionally male or female dominated occupatinass embraced employees of both

genders, in their environment traditional views evstill held:

Now options for girls and boys has blurred a lotira very defined ‘this is what
occupations girls go into’ to now basically any ogation is open to any gender.
However where we live that, um, modern way of timgkhasn't intruded our lives

as much. (Sally Orand, initial interview)

In parallel with the findings of a previous stuayrural Australia (Durey et al.,
2001), about half the parents in this study thoungtaith careers were in the domain of
females. Nursing especially was viewed as ‘a ferdalainated thing’ (Kathy Carter,
initial interview). Occupational gender-role stesgmng can limit students’ career

choices and can be entrenched, but is often anemabtlevant career information,
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which allows students to make informed career @®{€ook & Simbayi, 1998). As
indicated by the following conversation that tod&qge before the educational activities,
here too is an opportunity to widen students’ cacdeices through optimal education

about these careers:
Interviewer: Do you think boys and girls would Ing¢eirested?

Parent: | think the tendency would be, going puoglywhat | perceive, it would

more tend to be girls.
Interviewer: Can you tell me a little bit more?

Parent: | think traditionally they would be seersame of the caring type
professions and, um, | think it would be, um, sdrimgf that could be an easier draw
card for girls to look at those as options for th&mobably that would be a good
area to broaden girls’ and boys’ understanding lwditthose professions might offer

them both. (Bernadette Lyon, initial interview)

The gendering of property work was the second waytiich occupational gender
stereotyping influenced the pathway between thestests and the health professional
careers. Earlier in this chapter | discussed parent teachers’ perception that boys
especially were likely to go on to work on the landl, as a consequence, were not likely
to pursue careers in health. This was also a comh®ne in parents’ and teachers’
explanation of why few of the students would ga@become health professionals. This
may be attributed to the abundant exposure andiexjpe most of these students have to
working on the land and the passion these fantig® for the bush. Students’ exposure
and experience and the families’ passion for trehlwas highlighted in Chapters 4 and
5. In addition, for the boys, as noted previousigre was the sense of natural
progression towards work on the land, which woulikenthem even less likely than the

girls to take up a health career.

In contrast, when | spoke with the students abwaihiealth professions in general
terms and not specifically as possible careerthfamselves, their expressed view was
that these were careers for both genders. This @wbe seen to reflect what one parent
cited on page 169 referred to as ‘that modern vidlgioking’. There was one exception:

Interviewer: Do you think there is any differenagween which of these jobs

[health careers] boys can do and which girls céh do
Student: Girls can nurse and boys can be a dentist.
Interviewer: Do you think girls can be a dentigi?o

Student: Yeah.
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Interviewer: Do you think a boy could be a nurse?
Student: No. (Tony Torrens, Year 2, initial inte&wi)

In relation to the importance of exposure, in tt@se exposure through parents, it is
noteworthy that in speaking thus about specifidthemreers Tony expresses a view that

closely parallels the parents’ views.

Teachers

The teachers also thought most of their studentgdw@ventually work on the land.
Like the parents, teachers knew that working orlahd was what these students were
familiar with, what they had known all their livaad what was easy for them to fall into,
as opposed to the health careers to which mosh&adittle exposure, and which
involved going away for study. For example, whesked Beth Innings if she thought
any of her students would become health profeskicste replied:

Probably not, no. Yeah once again not becausectygn’t be but I just don’t think
they would go on and study those things. They mighibut it depends on what they
are exposed to. Again | think the land is what tasyfamiliar with and what is easy

for them to fit back into. (Beth Innings, initiaiterview)

It is worth noting here that, like the parents, gfferred to the influence of career
‘exposure’ in shaping the children’s career dim@ttiin addition, she pointed out that the
students don't lack the ability to become healifggsionals. When | probed further she
indicated their passion for the bush: ‘| guess theyjust so entrenched in their way of
life and they do love it and they are quite happy satisfied that they just keep doing
that’.

As | noted in my earlier discussion of teachergktedge of students’ career
aspirations (page 160-1), overall teachers cowddtify only two students whom they
thought might be aspiring to a health professicaater. In both cases, they were
referring to girls going on to become nurses. B@naple, Ester Campbell said:

| think basically looking at my particular group aiildren | would not think any of
them, maybe one of the girls perhaps, might considmething not too academic

like nursing, in comparison to say medicfi¢Ester Campbell, initial interview)

28 When this teacher said ‘something not too acétleshe was referring to her students needing
extra reading support. This was not meant as argestatement about all the students at the
school.
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When another teacher spoke about the possibilipnefgirl, whose mother was a
nurse, going on to become a health professionalreihforced the importance of

exposure and modelling:

| am thinking that one of my students who is in iv@at the moment, | am thinking
that this is an area that she might become quiéeasted in because her mum is in

that area. (Louise Gordon, initial interview)

While exposure to a career is important to carberce, positive exposure and
modelling would seem even more important. Anoth#ueéntial factor which has already
been mentioned is accessibility. Louise seemeansider these points, and highlighted

them in relation to this student, going on to say:

Her mum was probably educated to a similar areehtat she was, and seeing
someone else doing that occupation and seeing hak they enjoy it | believe
makes a difference as to what area you think yghtwant to work in. (Louise

Gordon, initial interview)

There are similarities between what Louise wasmgpgtbout this student (who,
unlike most of the others, had a parent who waesadtth professional) and her possible
career path, and what teachers and parents saiggtiwut about other students following
their parents’ example and what they had been exptus that is, work on the land.

One teacher initially seemed to have a differeaetwirom the others. This teacher,
who had been with the school for over a decadd, s believed that there had been
students in the past who had gone on to becométmalfessionals, and that therefore it
was likely that there would be others in the futtirehink the past has indicated that
some [students] have [gone on to health profeskiamaers] and | can’t see why it

would be any different in the future’ (Bree Nortamifial interview).

But when she thought about this further she coetdlt only two students, both
girls, who went on to become nurses, in over terg/ehe had been with the school:
‘We've had people who have gone into nursing. Qdeahching and then changed into
nursing. Another one mucked around with a lot éfledént things first before going into

it’ (Bree Norton, initial interview).

Although the teachers only talked of a couple oélehts being interested in a
narrow range of health professions, they did difgge that this could change if the
students were informed about the broad range dfthpefessional careers: ‘Yeah, |
think they probably could [become health profesaisiand would, if they became more

aware’ (Karen Neal, initial interview).



THE SHORTAGE OF HEALTH PROFESSIONALS IN RURAL ANDEMOTE AUSTRALIA

The principal, who had also been with the schoobfe@r a decade, seemed to
summarise the perceptions of the other teacherse¢tgnised the conservative nature of
the population and an element of occupational gerale stereotyping, with boys
expected to eventually work on the land and thaipdisy that a small number of girls
might go on to become nurses. He also commentédhtatudents’ limited exposure to
health careers, combined with their perceptiorheirtown intellectual suitability, made
it unlikely that they would consider these carekies.concluded with the view, also
expressed by other teachers and parents, thatngittased awareness more of these
students might consider health professional careers

Teacher: | think of the girls perhaps going intfhiealth professions] and not so
much the boys. | am not sure whether that is froymerperience and knowing

where the kids have gone or whether it is a bias.
Interviewer: And can you tell me just a little bibre about that?

Teacher: | guess the boys in the school see theeassat working the land and |
guess our school catchment is still in a reasonatahgervative part, you know,
where the men work the land and the women have sbhee occupation and |
guess nursing is seen as a great occupation s tei most small towns have some
capacity to employ nurses so | guess it is consitlargood career choice for the

girls.

Interviewer: Do you think any of your students viilcome some of the other health
professionals?

Teacher: They should, but probably not. | don’nkhihey think of the huge array of
possibilities in the health field. | think they seéairly clinically as a doctor and a
nurse and if they are not in the top couple of kidheir school they might discount
becoming a doctor and they might not consider baingrse but they don'’t see the
range perhaps in between. That's just the waynktthiey might view it. Perhaps if
they were exposed to more of those options andregise that they were within
their grasp or intelligence levels and things likat, that would certainly help.

(Ugen Neeves, initial interview)

Students and health professional careers

In Chapter 5 | discussed students’ expressed kruigelef the health professional
careers. Once we had finished that section ofriteaview, | outlined a number of these
careers, being careful to pitch the talk to thge and keep them involved by making the
discussion interactive. | then asked them:
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< what they thought about those occupations
< whether they could see themselves working inatheareer.

At the initial interviews there was little apparemthusiasm for the health
professions. After the educational activities thees a noticeable shift in students’
perceptions of, and aspirations towards, thesecare

When | asked the younger students what they thcalgit the health professional
careers at the initial interview, some replied vaither a long pause or an honest ‘I don'’t
know'. Others were more overtly negative: ‘It wollld hard at times. You could get
frustrated at home. There would probably be somepeork to do and it might be hard
to do that’ (Dea Lyon, initial interview). In coast, one of the Year 5 girls expressed a
somewhat more positive attitude—it might be ‘a ja&—but even for her this was
overshadowed by negative reflection: ‘I think itwla be fairly hard, and you would have
to be an intelligent person and you would haveatdogcollege and do a couple of years
there’ (Isis Kallagher, initial interview).

Importantly, the few exceptions were the studerts hvad experienced considerable
exposure to health professionals in their everyidag: family members requiring

extensive medical attention and/or a parent whoanasalth professional.

After participating in the various activities oféet as part of this project, most
students showed a noticeable increase in their kauge of the health professions
(Gorton, 2011), as described in Chapter 5 (andtaddit would be disappointing and
surprising if they did not). Just as importanthjistincrease in knowledge appeared in
many cases to be associated with a change indattitnd aspirations towards such
careers, even in quite young children.

This shift in attitude and aspirations was eagiestee when | matched students’
initial interview responses with their responsethatfollow-up interview. Thus, for
example, in her initial interview one of the Yeagi#'s response to my general question
about what she thought of jobs in the health fiedds, simply, ‘Good.” When | asked
whether she could see herself doing such a job whermgrew up, she answered with an
unadorned ‘No.” She was not alone in this miningaktof response. One of the boys in

the same grade, for instance, answered these guegti almost identical terms:
Interviewer: What do you think about those job& [tiealth professional careers]?
Student: Um good.
Interviewer: Thank you. Can you tell me any more?

Student: No.
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Interviewer: Can you see yourself doing any of éhjobs?
Student: No. (Tony Torrens, initial interview)

Although this part of the initial interview followdea summarised outline of a range
of health professional careers, the limited inteirefealth professions as possible
occupations can be sensed from these studentsvorteanswers. When | inquired a
little further to try to understand why there wasinterest in these careers, some students
were unable to identify or name a reason. So whdet were quite definite that they
were not interested in working in a health profesal occupation, they did not know
why. Year 2 student Fleur Innis provides an exaroplhis:

Interviewer: Can you tell me more—why couldn’t yeee yourself doing any of

those jobs?
Student: | don’t know anymore. (Fleur Innis, inlifiaterview)

It was not surprising that the six- or seven-yddsavere not able to explain why
they did not want to do something. Indeed, upolec&bn, even asking them seems
somewhat naive—they could not even name the jebaldne see themselves in them.
What was surprising was their ability to talk maréculately on follow-up interview,
with relatively little advancement in age. Thuswé look at these younger students’
responses to similar questions—'What do you thiithose [the health professional]
careers?'—at follow-up interview, we find that thegplies were more expansive, and
more enthusiastic about the health careers. Theiwars appeared to reflect some
confidence in their knowledge of the careers ag shubstantiated each of their replies
with a reason. They also now appeared to see tigadbthose careers might be right for

them. This is what Fleur Innes (quoted above) baghy at follow-up interview:
Interviewer: What do you think of those careers?

Student: They're very special because if you haweething wrong with your

muscle they can make you better.
Interviewer: Do any of those health professionbkjmterest you?

Student: | might be a foot person because | likesaging feet. (Fleur Innis, follow-

up interview)

Similarly, when | asked Tony Torrens (quoted abavieat he thought of the health
professional careers in the follow-up interview,raglied ‘I think they would be really
cool jobs to have’, which rings with considerablgna enthusiasm than his ‘Um godod

reply in the initial interview.
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This change in interest was confirmed when Tony asked if he would consider
any of the health professional careers for himselthe initial interview he said ‘No’,
which contrasts with the more positive ‘1 woulddiko’ in the follow-up. It appears that
what he was responding to was the helping aspabeet careers, as he went on to say:

‘You would help people and make people better.’

The responses of older students in the initialruiésvs were, to some extent, more
elaborate, but the contrasts between responses@and following participation in the
activities that were evident among the youngeresttglwere also evident here. The
responses of a Year 5 boy demonstrate the charagttirde that also occurred for this
older group of students. In response to a serigsi@stions in the initial interview, he

expressed a negative perception of the health gsiofieal careers:
Interviewer: What do you honestly think about thjuses?
Student: They'd probably be hard work.
Interviewer: Why do you think that?

Student: Because you would have to get good griadashool and you would have

to know a lot and would have to know how to do it.

Interviewer: And what do you think it would be like be one of those workers?
Student: It would be very hard and frustrating.

Interviewer: And tell me why?

Student: Because there would be a lot of people.

Interviewer: And how would that make it hard anasfrating?

Student: Because everyone would be going in diftedéections and it would be

very easy to get confused.

Interviewer: Some of these people work in hospithlsy don't all, what do you

think a hospital would be like as a workplace?

Student: It would be very chaotic and busy.

Interviewer: And can you imagine yourself doing afi¢hose jobs?
Student: Not really. (Aaron Inglewood, Year 5, ialiinterview)

In this interview he openly expressed a pervasagativity towards the health
careers. His negativity included his perceptiothefneed to achieve at school, the

difficulty acquiring the requisite knowledge, thiffidulty of the job, and the ‘chaotic and
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busy’ workplace. It was not surprising that, whexsked if he could imagine himself
doing one of the health professional careers,dspanse was ‘not really’.

This student’s shift in attitude was evident in fbilow-up interview:

Interviewer: If you couldn’t be a zoologist or a venen you grow up do any of

those [health professional] jobs interest you?

Student: Probably.

Interviewer: Which ones do you think would be ofshimterest?
Student: I'm not really sure as they'd all be ie&ing to do.

Interviewer: Thank you, and just imagining if yoene to do one, what about them

do you think would be interesting?

Student: Having to learn all the different partéhef body and finding out how the
parts work and ..(Aaron Inglewood, Year 5, follow-up interview)

Aaron now appears to be canvassing different healtker possibilities: ‘they’d alll
be interesting to do’. The significance of his imdiness to explore a range of possible
health professional careers is not relatedhach specific career he might nominate, but
to the fact that this willingness reflects a markbdnge in attitude. In contrast to the first
interview when he was negative about a numberpdas of health professional careers,
at the follow-up interview he identified at leasttaspects of these careers which
interested him. He thought all the health careamslavbe ‘interesting to do’. Further, it
appeared that this change in attitude was prenaisdds knowing far more about the

range of such careers.

Some students expressed a general fear of hospitdldoctors’ clinics at the initial
interview, while others had a more focused apprsioenfor example, issues with blood.
These fears appeared to colour their perceptiotisedfiealth professional careers and
contributed to them shutting out these careersespaable for them to consider. While
these students’ initial perceptions of the heattifgssional careers were tainted by their
stated inability to tolerate blood, for examplewgrat they perceived as the goriness of
the health careers, combined with their limited\lealge of the wide range of careers in
health, their perceptions on follow-up interviewraz@ot as clouded by these concerns.
Fifi Ellis, a Year 7 student, is an example of thegidents. In the initial interview she
expressed her dislike of blood and displayed adichknowledge of the array of health

professional careers by her tacit assumption thHiese careers involve blood:

Interviewer: What do you think of those [healthfessional] careers?
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Student: Good but not for me. | don't like blooHifi Ellis, initial interview)

In contrast, at the follow-up interview she saié sfould consider a health career:
‘Yes, | probably would.” She still recognised dléitsquirminess, but no longer allowed
this to interfere with her now more positive viefitliese careers. She was now able to
work around her apprehensions, possibly becausejgh her broadened and more in-
depth knowledge of the variety of careers availableealth, she knew they did not all
involve dealing with blood. She also seemed to tstdad that there could be some
arduous study at university involved, but that tusld be balanced by the reward of the
life experiences that would follow. The greater erstianding of the health professional

careers displayed in her answers seems to panaligreater interest in these careers:

Student: It would be very interesting but it woaldo be very difficult to learn. You
would have to do university but you would certaight a lot of life experience out
of them.

Interviewer: Thank you, and what parts of it do yoimk would be interesting?

Student: | think lots of different parts would beogl, but | just think all the different

types of cases that you would get in would be watigresting.
Interviewer: Would you consider one of those ca®er

Student: Yes, | probably would. | would probablymore for the physiotherapist or
a nurse. | don't know if | would be too good witlounds. (Fifi Ellis, follow-up

interview)
| discuss students’ fears in more detail in thet sextion.

In Chapter 4 and earlier in this chapter | shovied the media appeared to play
only a small role in shaping these students’ camspirations. Nevertheless, it was
acknowledged that media portrayal of occupationg n@ve a disproportionate influence
when there were few other sources for learning ath@m. Year 6 student Kelly
Kellagher, for example, thought a health professii@areer might be ‘all right’ after the
educational activities, then added, perhaps casltiptbut you hear on the news that they
[health professionals] are not well paid sometiamed they go through a lot of rubbish’
(Kelly Kallagher, follow-up interview). While Kellyvas the only student who mentioned
any media influence at the follow-up interview, g@tential influence of the media

should not be forgotten.

Although the extent of the shift in attitude towsittle health professional careers
varied, most students’ responses in the secondienes gave a strong sense that their

initial attitudes, at least in part, reflected lied knowledge. For some students, the world
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of potential careers appeared to open out. Whatdéachers and two parents described as
the ‘eye-opening’ effect of this project on thedsnts is epitomised in the following
comments about the health professional careensthfiectivities: ‘Um ... people may

not have thought that it would be that good fonthbut when they tried it, it’s like,

WOW?! (Belle York, Year 3, follow-up interview).

Participants’ perceptions of hospitals

In my search to discover how students in rural r@madote areas could be enabled to
see health career options as more imaginable éon thexplored participants’ views of
the local hospitals and Royal Flying Doctor Servidany health professionals work in
hospitals and (to a much smaller extent) for thgaR&lying Doctor Service. | was
interested in both as workplaces for health pradesds, and | was interested to know
whether they were seen as inspiring or uninspitiugther, | thought it possible that
parents’ expressed views about the local hospi@dRoyal Flying Doctor Service might
give an indication of the perceptions about theseises that were portrayed in
conversations at home.

The data for this part of the study were collectemhitial interview; that is, prior to
the educational activities about health profesdioageers. | asked teachers and parents
‘What do you think of the hospital closest to ygu#hile | asked students ‘What do you
and your family think of the hospital closest taugoFor the younger students | led into
this question by asking whether they had ever bedospital, and if they had been to the
hospital in the town closest to them. | asked pigidints about the Royal Flying Doctor
Service in the same way, with ‘hospital’ replacgd®oyal Flying Doctor Service’ in the

interview question.

There were around ten small hospitals, a couple ety outpatient facilities, and
one main hospital in the main school catchment. &atients requiring health services
not available in their local town were transfertedhe main hospital, which was located
in the outback centre where the main school wasaZatients requiring medical care
not offered by the region’s main hospital were mefé to major centres. When
participants were asked about their local hospitate also spoke about the ‘region’s
main hospital’, because often patients received atboth their local and the main

hospital. The situation for the pilot school catemharea was similar.

Students’ fears

Some children can be particularly nervous aboutgtd hospital. Frightening and

distressing experiences, including poor experiemgstreatment or hospitalisation, can
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have an impact on attitudes to health care (H#élle2011, p.78). Th8tandards for the
care of children and adolescents in health servinesustralia(College of Physicians,
2008) was developed to ensure that quality cgpeoigided to paediatric patients in an
environment that is safe and appropriate for theeaagl stage of development of the child
or adolescent patient. Many rural and remote healthices, however, do not have the
material or staff resources to meet some of thedstas, and this could make negative
experiences more likely to occur. Furthermore, etropolitan centres there are also
other systems in place for children at hospitahtoimise or eliminate any fear, such as
play therapy programs and clown doctors (Laveltd,122 Humour Foundation, 2011).
Such programs are rarely available in rural ancbterhospitals.

Focused or general fears of, and anxieties abospitals, health professionals,
equipment or events related to these may haveatigegnfluence on students’ attitudes
to health professional careers as potential cangi@ons, in addition to having an effect
on attitudes to health care (Hill et al., 2011 8).Tertainly this seems to have been the
case for the governess in this study who had g@ébdiecome a nurse. She saw her
emotional response to blood as a major reason tdgisl not become a nurse: ‘I started

the career path of being a nurse, except | coulthritle the blood’ (Wendy Martin).

In this study the expression of fear was initi@lgerendipitous finding in one of the
first student interviews. | then asked other stislgnestions to see if this fear was
common. Over half the students expressed sometamglated to health care, even those
who at first appeared comfortable.

Some of the children appeared to be overwhelmeahay they perceived as the
size of the healthcare facilities. For example, whasked one Year 3 student who had
recently seen the flying doctor plane to tell meuwtht, she said, ‘Well, it was a very big
plane and | felt a bit worried’ (Belle York, initimterview). Another student perceived
their local rural hospital, small by most standardgerms of its forbidding size: ‘Our
closest hospital is the Kellador Hospital and é@'sBig place’ (Tony Torrens, Year 2,

initial interview).

The fear of the unknown appeared to be anothesrfacntributing to the
apprehension expressed by students. For examphe, cloildren were scared when they
went to a hospital because they had not been biefoee. My interview with Year 1
student Leila Carter illustrates this. Howevereldome of the other students, Leila did
not freely express her anxiety. A number of excleangere necessary before she

revealed her fear.

Interviewer: Have you been to a hospital?
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Student: Yes.

Interviewer: What did you think about that?

Student: Good.

Interviewer: Can you tell me why it was good?

Student: Because you get medicine.

Interviewer: Yes, and how was that good? Can ybune just a little bit more?
Student: | was scared.

Interviewer: Oh, were you. Do you know what, thare a lot of children who are
scared of hospital. Can you help me by telling nhatwnade you feel scared?

Student: | haven't been to the hospital before.

Interviewer: Was it because it was new, or werewotried about what was going

to happen? Can you tell me a little bit more?

Student: | was worried about what was going to kapfLeila Carter, initial

interview)

This fear of the unknown included not knowing whais going to happen to them.
One Year 2 student confided that ‘1 am scaredhatdibecause I'm worried about what
the doctors are actually going to do’ (Ursulla Natog, initial interview). It also included
not knowing the outcome of the iliness or injurpigalso involved being ‘nervous and
sometimes sad’ when visiting others in hospitaklbse, as one student said, ‘I just hope

that the person would make it' (Aaron InglewoodayB, initial interview).

Students also expressed concerns about medicaktengy, for example Ursulla

Naughton, the Year 2 student quoted above:
Interviewer: What things worry you the most?
Student: Um, if the doctor makes a mistake andan& &ix it.
Interviewer: What other things worry you?

Student: If I'm really injured and the doctor cafit it at all | could be really hurt.

(Ursulla Naughton, initial interview)

In expressing these concerns Ursulla also suggeste occupational gender-role

stereotyping, a topic already referred to earhethis chapter and in Chapters 4 and 5.

There was evidence that knowledge and explanatioratieviate at least some of

these fears. Fifi Ellis, the Year 7 student quateghage 178 who was apprehensive about
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blood, was an example of this. As another exangple,of the students who had
extensive exposure to health professionals thrdirggss or injury in the family and who
had a parent who was a health professional desichibeown transition, with experience,
from being frightened to becoming comfortable ia bealthcare setting. She spoke of
being scared initially in general terms: ‘Whenditéd the first time | was a bit scared but
I've been there a couple of times and they’re aioe they're friendly and they look after

you’ (Francis English, Year 6, initial interview).

She then continued in more specific terms; in paldr, she spoke of her fear of

needles:

Student: | needed stitches and like, | was reallyexd because | don't really like

needles very much.
Interviewer: Were you scared of the needle?
Student: A bit, but then | got used to it.

As another example, a Year 5 student at initi@riiew showed that she understood
that the health careers were helpful, but saidisi®enot interested in such a career
because ‘I don't really like all the medical stulike all the things that the doctors have—
I'm not really interested in all those things’ (Ktgl Innis, initial interview). When |
explored this a little further it appeared that teason she was not interested in ‘all the
medical stuff’ was that she was scared. She redehé whenever she went to the
doctor’s she started shaking, and similarly whessant to the hospital. After the
educational activities, she thought, when considgtfie health professional careers, ‘it
probably would be interesting being one’, and wals & elaborate this further by
explaining: ‘They get to learn about all the di#fiat parts of the body and how it all
works'. The project’s educational activities apebio give her enough knowledge to
stop her fears from controlling her perceptionhafse careers. She still did not see herself
becoming a health professional, but now it wasafdifferent reason: ‘I probably want to
learn about different parts of the body like witkifg a vet and probably not with people
though'.

Not all the students’ hospital experiences wergemmsive moments in their lives.
For example, one student described how she waimédsd by ‘how they put plaster
around people’s broken arms’ and the ‘differenbaotd plaster’ (Felicity Stanton, Year
1, initial interview) while accompanying her motteerd grandmother to the hospital
when her grandmother had a broken arm. Anotheestuspoke about a laceration which

required suturing, and an overnight stay in hosgita seemed untroubled by his
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experience, possibly because he thought the staff ikind because they gave me a
sticker at the end for being brave’ (Tony Torrevsar 2, initial interview).

Students’ other perceptions of hospital

The students expressed a variety of other peraeptibtheir local hospitals. Overall
they expressed more negative than positive peareptilhe similarity between their
perceptions of the hospitals and their perceptidri®alth careers is interesting.

Two students who talked about the region’s mairptiakreported how busy it was:
‘| think it is very busy and very noisy and theseailot of stuff going on and stuff like
that’ (Isis Kallagher, Year 5, initial interviewhile two other students talked about how
quiet they thought the hospital closest to them. e of these students went on to say
how boring it would be to work there: ‘The hospitateally quiet and um | think, like if
you had to work there, even though there is afletark there, the atmosphere is very
boring’ (Kristy Grange, Year 9, initial interviewpome students perceived that the

facilities at their closest hospital were limitéebr instance, one girl said:

They don't have as many facilities as Veneta habpi they are that far away from
the big city, but they have all the basic bedsahthe basic things that you need in

a hospital and that's it. (Francis English, Yeain@ial interview)

Three other students commented on the shortagafbfad long waiting times; for

example:
Interviewer: What do you think about the hospitedttyou’ve been to?
Student: That they are a bit understaffed.
Interviewer: What has given you that impressiowbat has made you say that?

Student: Sometimes it takes a while to see youafBnglewood, Year 7, initial

interview)

The shortage of health professionals resultedrig iwaiting times for patients and
heavy workloads for health professionals remaiiinipe area, a situation described
succinctly by a Year 7 student: ‘They need helphst people aren’t waiting so long’

(Fifi Ellis, initial interview).

The only student who spoke positively about th@ingl aspect of hospitals when
considering their local hospital was one of the &wdents who had a health professional

occupation among a number of career aspiratioimstial interview:

Interviewer: What did you think about that hosgital
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Student: | thought that it was pretty good becaysryone was helping and trying
to help other people, and they were really buspihglother people, but | didn’t
mind because | knew they had to do their job ané &fter people. (Ursulla

Naughton, initial interview)

One of the teachers at the pilot school considdratstudents might perceive health
professions as uninspiring careers because of tiezgative perceptions, such as the

heavy workload:

I think a lot of kids don't really find that an edttive option because the doctors are
always swamped . it takes three weeks to get an appointment s&ittsedevelop
the mentality that it is an over-stressful job dbthe time. (Regan, pilot study)

Parents’ perceptions of their local hospital

Parents expressed views that focused on the lionigbf the hospitals in the school
catchment area. Although | asked about the hosgdakst to them, they tended also to
speak about the region’s main hospital, which tteégrred to in different ways such as
‘the closest big hospital’. Two parents expressatterns about physical aspects: ‘Our
local hospital really does need a major upgrads (finis, initial interview). However,
the most prominent concern was with the standatreatment provided; as one parent
reported, ‘we’ve had a lot of cases where the nadiandard has not been up to
scratch’. Concerned, she went on to say: ‘| peftspneuld not let any operation take
place on our children or our family in the hospittisest to us. In our closest big

hospital, | would be very dubious’ (lllis Torrensitial interview).

Some parents appeared to be caught between wamtiogce their concerns and
not wanting to seem ungrateful for the service.d@mple, one began hesitantly with
‘Um it is good to have it there. It is better thaot having it but ...However, still caught
between wanting to voice her concerns and not wisto seem critical, she managed to
add ‘if there is anything serious you would havgadurther’ (Zara Zip, initial
interview). In emergencies, when there was not tirtgo further’, these concerns were

quite serious.

In general there was not a feeling of confidenceust in the hospital service they
had access to: ‘I know that most properties thed Worked on people don't really like to
go. They don't really trust the [region’s main hibal system at all’ (Bernice Nissan,
initial interview). Parents spoke of the high prdjmm of temporary staff, recruited from
all over the world, and the negative effect thid ba other staff—'A lot of agency staff

... it makes it less stable for the other nurseshenttard’—and the negative effect on
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patient care—'I don’t think the continuity of carethere or the necessary care level’
(Beatrix York, initial interview).

There were also concerns about who made the desigichealth:

There are people in positions of management thavkrery little about nursing or
medicine. That's not positive as it is such a peatfield. Then sometimes those
areas that are really important are missed outusecthe money is directed to other

areas. (Brittany English, initial interview)

This parent also perceived deficiencies in how rgangent recruited staff:
‘Positions become vacant and it is important tafiém, put backsides on seats because
it looks good and not a lot of thought is put imtby the person is given the position’

(Brittany English, initial interview).

Finally, some parents talked about the large wadkdoof some health professionals:

‘There is only one doctor doing a huge area’ (Beafork, initial interview).

The positive comments were less frequent, and badmsved by concerns. For
example, one parent of four children said:

I've been very lucky with all my dealings but thi¢lye children] hear stories from
other people and ah, in general, we have oldetiosatthat ...we've tried to get
them to move to us so we could care for them rdttear they being on their own
and it has always been the medical side of thingshas turned them away. They
feel they can’t access enough medical support tpthevarrant them coming and
living with us. Nothing to do with the fact that Wee away from town but the
nearest town doesn’t have what they need so theythat. (Elise Kallagher, initial

interview)

In Chapters 4 and 5, the importance of conversatiath adults as a source for
learning about careers was identified. This pas@nals the negative image of hospitals
that was projected to her children and, therefoossibly other students of the school.

Such images are likely to make the health professiminspiring for the students.

I introduced this section by explaining why | waterested in what parents thought
about the hospital closest to them. Parents’ vielwait their closest hospital and the
main hospital in the region are likely to come iptay as students are forming
impressions about life’s possibilities in their @omment; these impressions are likely to
then shape the informational and emotional landszap which students begin to
imagine possible and desirable careers. It is tranthagine that students are not exposed
to at least some of their parents’ negative peigeptof the hospitals, or that these
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perceptions would not be inhibitors in the pathwaywveen the students and the health
professions.

Teachers’ perceptions of their closest hospital

The teachers expressed a mixture of positive agdtive views about their closest
hospital, with more positive views overall thangras. The region’s main hospital was in
the outback centre where the main school baseagateld, and was thus the closest
hospital for the distance education teachers. Sfrtiee positive views came from
teachers who referred to private general pracstiofiGPs) providing outpatient care at

their surgeries and inpatient care at the hospital.
Some of the positive views were short-term:

I've only been here six months and | haven't adcyua¢en there [to the hospital] yet
so | don’t know. I've just been to a local GP amrdwas very good. | was very
happy with him. (Mary Gareth, initial interview)

Others took a more long-term positive view:
Interviewer: What do you think about your local pital?

Teacher: Great. Well, we've had all our childreneh&Ve had great stuff with that.
We were very fortunate we had the same GP forfalochildren over nine years.
(Bree Norton, initial interview)

Some teachers’ comments implied that they percdieadth careers, and perhaps
especially rural health careers, as high stressinBtance, when one teacher talked
informally about the GP referred to above her esged perception was that ‘burn-out’
influenced his decision to relocate to a major.city

Teachers, like parents, described staffing as btteeanajor problems with the
hospital: ‘The problem is the staffing. This iswgk issue’ (Karen Neal, initial
interview). The teachers were also grateful forahailability of the hospital, but were
concerned with how it was staffed and how thisaéfd patient care:

Overall, ah | think it [the hospital] is excellefor this area, I'd hate to think what it
would be like without it. | have issues with agemeyses and the fact that it breaks
down a consistency in nursing in the hospital hie@uding consistency of

information to the patient. (Ester Campbell, iitigerview)

I cannot explain why more teachers than parentsgiopositively about their
hospital. Their easy access to the region’s magpital (and main airport, which

provided daily flights to metropolitan centres wigitiary hospitals) may have
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contributed to this difference. Interestingly, Badette Lyon, the parent who lived in the
town where the school was located, had a view@htbspital that matched those of the
teachers rather than other parents —‘our familyhzakvery good experiences with the
local hospital'—while the governess, who was listethe teachers’ group but lived

remotely, saw her closest hospital in much the sameas most parents living remotely:

I think it is extremely understaffed. Yes. It lacksainly doctors with experience, a
lot of medical staff. There is no full-time physi@&cupational therapists or speech
therapists. It has only been in the last 12 motithsthey have got a private doctor
that you can go and see in an emergency. | havedd tlifferent views, you know a

lot of their equipment isn’t up to date. (Wendy Riiarinitial interview)

Here the governess mentioned allied health prafeats only to comment on their
relative absence, which may indicate why parentstaachers did not mention this group
of health professionals in their perceptions. Parand teachers only mentioned doctors
and nurses when they spoke about specific categofigospital staff, which may have
been a silent expression of the limited spectrummeafth professionals providing care in
their region and familiar to them. Later in thisapler | look in more detail at recurrent
themes in their expressed views of the doctorsnanses.

Participants’ perceptions of the Royal Flying Docto Service

Parents and teachers

The teachers and parents held a positive perceptitire Royal Flying Doctor

Service, except for one parent. This contrasts thigir perception of the hospitals.

Parents The parents mostly spoke from personal experiefoey talked positively
about both the clinical service provided and hogyths clients were treated by the

service:
Interviewer: What do you think of the Royal Flyibgctor Service?

Parent: Great ... | think it is absolutely terrifichey’ve helped us out a few times,
most recently last night. | have found them to beyyvery helpful and very good to
come out and help us. (Beatrix York, initial intiemw)

Parent: | think they are absolutely wonderful atlink they need a medal. They
have got us out of so many things here where soenkas been badly injured and |

think they are absolutely wonderful. (lllis Torremstial interview)
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Parent: They have treated us beautifully at thisad have overlooked some of the
gaffes we've made in monitoring certain thingsha tnedical chest and very helpful
in trying to get right diagnosis made over the ghd@ally Orand, initial interview)

They were also aware that without the service livesld be lost.

The one parent who did not speak positively ofRbgal Flying Doctor Service
described a single ‘bad experience.’ She did noegdise her perception to the Royal

Flying Doctor Service as a whole:
Interviewer: What do you think of the Royal Flyibgctor Service?

Um, | had a bad experience. We had an acciderdrotiie highway here where a
car was flipped over ... There were four occupanfgh@se four occupants two
were fairly bad. That accident happened at 6 imthening, the police were there

by 7, | was on site by 7.30, 8, the police notified as it was near our property. The
ambulance was there by 8 o’clock. Two badly hudpbe were not in [regional
centre] until 3 o’clock. Um, the bush ambulancewdtidoe compatible with the

flying doctor. Stretchers were different. When veg there they had one of these
badly hurt people on the stretcher of the ambulamcehad to move him, with
suspected spinal injuries, from the ambulancecteztonto the flying doctor
stretcher. And then the flying doctor stretcheitisampatible with the ambulance
stretcher so he is being held on the ambulancieké&ewith only one strap with
spinal injuries and he is rocking back and forwamdhis stretcher. The flying

doctor stretcher would not fit in the ambulance.ggééjammed. He started crashing.

It was a nightmare. (Elise Kallagher, initial intigw)

It is not certain from this transcript whether Reyal Flying Doctor Service was
called immediately or only after the ambulance pengl had assessed the severity of the
injuries. However, what is evident is that the peolbwas an equipment problem—the
ambulance and Royal Flying Doctor Service stretchere not interchangeable—which
caused extreme difficulties for the injured andladise trying to help. It was not a general
criticism of the Royal Flying Doctor Service thunforcing the view that overall parents

held positive perceptions of the service.

Teachers The teachers drew in three perspectives whengpeke about the Royal
Flying Doctor Service. First, they talked about sleevice from the perspective of their
connection with the families living remotely on pesties:
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I think it is life-saving. Every week here at schgou will hear of another family
which has had to use it so | think it is a veryyywealuable service and | think it is a

very admired service. (Mary Gareth, initial intezw)

Second, the long-term principal mentioned the nafconnection between the
school and the Royal Flying Doctor Service wherhhwere located on the same

premises.

Finally, a few teachers knew Royal Flying Docton@ee staff personally and gave
their insight into the service from this perspeetiln contrast, none of the teachers
indicated a connection or familiarity with any bEthospital staff. This suggests that
short-term employment models, used extensivehhbyrégion’s main hospital, possibly
minimised the presence and integration of hospttdf as visible role models in the
wider community. For instance, one teacher spokbeopassion and devotion the Royal
Flying Doctor Service staff she knew seemed to Hawvéheir job. She contrasted this to
how she perceived the situation at the hospitaighvbhe describes as ‘something
different’. While it is not made crystal clear, sfeems to be suggesting that the high
turnover of staff itself interferes with staff siitly, enjoyment and dedication at the
hospital:

The one thing that | could say about the flyingtdoés people who tend to be with
the flying doctors enjoy it so much | think it isone stable. And there is this thing
about if you want to be a pilot with the flying dot, for example, you have to wait
until someone dies to get a job. | think it is b yehere people love doing what they
do. Whereas in the hospital we have somethingrdiftebecause the turnover of

people in our hospital is frequent. (Louise Gordaitial interview)

Contrast between perceptions of the Royal Flying Dzor Service and
perceptions of hospitals While it is beyond the scope of this thesis talgse the
differences in the overall perceptions of the hiadpicompared to the Royal Flying
Doctor Service, it is interesting to note that sqragticipants raised the issue of financial
remuneration. One teacher indicated that pay ®Rbyal Flying Doctor medical staff
was less than that for health staff working elseehe

I think it [the Royal Flying Doctor Service] is gre They offer a good service
which | think is important to do. | hear that thegve finally given the doctors a pay
rise. They were earning a lot less than othersdotive years ago. (Bree Norton,
initial interview)

In contrast, temporary staff at the hospital weresidered to be well remunerated,

at rates higher than permanent hospital persormiegdhe same job. This pay
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discrepancy was said to generate tensions betwaffmembers, and feelings among
local permanent staff that they were not valuethash by ‘the hospital system’.
Furthermore, given that the permanent health staffitably carried the continuity of
care workload, filled roster gaps and took on ewtoakloads when positions were not
filled, and always had to work in the context afféinstability, with the constant
‘comings and goings’ of colleagues who had variatitdcal and English language skills,
it is easy to understand how for local residentesition at the hospital may not be held
in high regard. One parent who was also a heattfegsional alluded to some of these

issues:

Agency staff are paid a lot of money to come teéhglaces and often it is triple the
amount that the permanent person is on and thatssra little bit of unrest among
staff persons who are on a certain amount of mandyour and they are working
with someone with 15, 20 years less experiencettiem and they’re on three times
the amount of money. So lots of things can creaiblpms. (Brittany English,

initial interview)

Remuneration for health professionals was alsanerldo by other parents. Elise
Kallagher compared a health professional caredr avibcal position at the mines. She
perceived that even unskilled employment at theemprovided better pay than health
professional careers. She appeared to questiorathe of a university education for
these students (pagel69). Although it was not eitlglistated, she is likely to be
considering here the costs associated with goiray davuniversity for these rural and
remote living students. In short, in context, shpears to be asking: Whyould
someone become a health professional? ‘If we arpaydng our [health] staff the right
amount, like nursing staff etc, then yeah, the gawent has to turn around and look at

that and put the word out’ (Elise Kallagher, idifisterview).

Students

A third of the children were not familiar enoughtvthe Royal Flying Doctor
Service to be able to speak about it. Most of thilelen who knew about the service
spoke positively of it. These children mostly spéiken first-hand experience, either as a
patient needing retrieval or clinic care, or frolrservation of another person on their

property needing retrieval:

Well, I've had to be flown out a couple of timegldhis very good that they [the
Royal Flying Doctor Service] can just come and pjiok up and take you to the

hospital where you [need to go]. (Brian Inglewo®dar 7, initial interview)
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The students seemed to understand the helpingtasjtee service, and particularly
identified that it helped patients in circumstaniiies their own—'Good because they

help the people on stations if they aren’t reaselto town.’

Earlier in this chapter | highlighted the likelyflunence parents’ perceptions would
have on students’ perceptions. One of the few sitisdgho had a negative perception of
the Royal Flying Doctor Service was Kelly Kallaghehose mother’s ‘bad experience’
with the service was reported on page 188. Keltythés to say at initial interview about

a job with the Royal Flying Doctor Service:

With the flying doctor it would sort of be hard vkaaind that ... when you get the
call you've got to start up the plane, check yowet everything, check the fuel,
and then you've got to fly to the place, unloadrgthéng, because we had them out
here and they had to call us to help them getdgthce, then you've got to unload
everything onto a vehicle and get to the place) tfwai've got to load the people
onto the vehicle to get to the plane and then y@gat to go to the hospital and then

you've got to clean up the plane and that. (Kelbll&gher, Year 6, initial interview)

There is a noticeable similarity between Kelly’sqaption of the Royal Flying
Doctor Service and his mother’s perception. In tholdj he expressed detailed
appreciation of the number of tasks that make apatbrk of the Royal Flying Doctor
Service, which contrasts with the almost compléteeace of knowledge most students

displayed about health professional tasks.

Teachers’ and parents’ perceptions of overseas-tragéd doctors

As | showed in Chapter 2, both federal and stateigonents in Australia have
recruited overseas-trained health professionatmasstrategy to provide healthcare staff
in rural and remote areas. Some parents and tesatettieed about the overseas-trained
health professionals when providing their perceptibthe hospital. They spoke
specifically about these doctors in terms of baitv ldlifficult working in a foreign
country must be for doctors, and how difficult Biiation was for patients and other
staff. One parent offered insights into some ofttimelrances faced by overseas-trained

doctors working in rural and remote Australia:

Itis also very difficult for people who are fromd#ferent country and they don’t
speak very good English when they come to plagedliis because they don’t have
the contacts other doctors have already establishieolspitals. So it takes them
twice as long to get things done and they find Heay frustrating. (Brittany

English, initial interview)
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One of the teachers gave a further glimpse intoesofithe bilateral challenges:

We've had some years when a lot of male doctors, geme from India and
Pakistan and places like that, and when you weas ian emergency patient | did
feel that they couldn’t understand me and | couldntlerstand them and at one
point | actually asked for another doctor. | hadjtooutside and wait for another
doctor who | could speak to and who could undetstaa because | just felt that |

wasn’t getting anywhere with the one that | haswise Gordon, initial interview)

This teacher was at the main outback centre wiasrshe described, it was possible
to be seen by another doctor. These concerns wacemated for patients and doctors in
smaller rural and remote centres, where there mgyle one doctor for hundreds of
kilometres:

We were really grateful for Dr Barry because hekgp@ally good English and he
kept his skills up-to-date and he was always awakis days off upskilling and
stuff. Whereas at the moment we have a guy fronisRakso um ..and some of
the oldies can’t understand him and oh! It's an gymecy kind of place really, yeah.

(Kathy Carter, initial interview)

The relevance of the overseas recruitment stratetys study—exploring
pathways between students living in rural and rematstralia and health professional
careers—lies with how the community perceives tleseers, and any possible influence
this perception may have on students imagining ffedwes in such positions in adult life.
For example, a teacher in the pilot study suggdsi@itthe extensive use of overseas staff
gave students a silent message that these careersiat available to locals like
themselves:

And lots of our doctors out here come from overssasvhenever the kids come in
[to the school base] a lot of the time they areosepl to doctors who come from
overseas. So they sort of think, ‘oh well that'sendthat industry is going.’ (Regan,
pilot study)

Summary

Students considered a wide range of occupationsi@itieir career choices.
Nevertheless, working on the land and/or with afsmaere the most common
aspirations at initial interview. A health careasnonly considered by two students as
one of their career options, for very differents@@s—one because this was what was
role-modelled by her mother, the other becauseitlevprovide a qualification that could
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be used in rural areas. For most students, it ealsexperience and flesh exposure that
sparked interest in a career.

The majority of students planned to complete Y&arahd appeared to understand
the relevance of school to adult life.

Parents and teachers envisaged that most studeunks like to be working on the
land as adults. They thought this was particulikbly for the boys, with some doing an
apprenticeship or other training relevant to wogkim the land first. In general, they
attributed this to exposure, role modelling, woxkerience and the students’ love for the
bush. For these students, in general, a job oftla paoperty was also relatively easy to
access. While clearly it is inappropriate to plam®much weight on children’s responses
about possible career directions at this age, $tpeahaps of some significance that fewer
students than parents or teachers indicated careahe land.

The parents wanted their children to be happy arahéially secure in their chosen
career. Although most parents believed one or mbtieeir children would return to
work on the land, many really wanted them to dajgprenticeship, other training or
degree first. Not only would this training benefitrk on the land, parents also believed
it would provide security—for example, an altermatincome to balance the
vulnerability of the rural industry to uncontrollaelexternal factors—and be something
they could give back to the community. The paremfdicitly stated that they avoided
‘pressuring’ their children to return to the prageo work; consistent with this, few of

the children said they felt their parents expetietn to return to work on the property.

Students expressed an overall low perception af litte interest in, the health
professional occupations at initial interview. Sarly, parents and teachers mostly talked
about why the students woubdt become health professionals when asked if they
thought any of the students at the school wouldaldr'hey cited the lack of exposure—
at home, at school, from health professionals mutjh promotion—that made it difficult
for these students to aspire to a health profeak@areer. The students’ lack of exposure
to information about health professional careergrested with their exposure to role
modelling, information, work experience and pass$arworking on the land.

Parents and teachers also mentioned these studarjsaccess to careers visible in
their districts, such as working on the land othi@ mines, and the contrast with their
more difficult access to health professional cosiestedistant universities. Some
perceived that tertiary education for a health eangcurred considerable costs for a
profession that may not provide financial advantagger other jobs available locally,
including those requiring little training. When pats and teachers spoke about a couple
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of students possibly going on to become healthgssibnals, they mostly spoke of girls,
who they believed might go on to become nursesurddalf the parents seemed to
view the health professions as being in the ferdateain. The students, in general, did
not express similar occupational gender stereotyfverall parents and teachers
thought more students might go on to health prajess careers if, for example, they

were provided with education about these careers.

| was interested in participants’ perceptions efitfocal hospitals and the Royal
Flying Doctor Service, as these are workplaceféaith professionals in their districts.
Parents, and half the teachers, held negative vaéteeir local hospitals, with
apprehension about the treatment provided, alththeyhexpressed appreciation of some
individual doctors. They were concerned about ttersive use of short-term locum or
agency staff from many parts of Australia and tleeley and the effect this had on
continuity of patient care and on permanent sidffs was spoken about in negative
terms, and there was a suggestion that it contibia less than positive images of the
local hospital and of the health professional aarg@ne long-term teacher believed that
the widespread use of overseas staff gave thergtidesilent message that this was not a
career for them. Parents and teachers had highard-éor the Royal Flying Doctor

Service, which, they reported, had long-term staff.

Over half the students expressed anxiety, apprareasd genuine fear of a variety
of elements in the health setting. Some of thesatiens were focused—'I don't like
blood’—while others were general. It is not possitd say whether these emotions were
more prevalent in these children than they woulihlraatched children living in
metropolitan areas, nor is it possible to identifyether any of these emotions relate to
perceptions the children had heard expressed tthreavices in rural and remote areas.
However, it is possible to imagine that these eomstinegatively influenced students’
perception of health professional careers as plesséveer options for them, as had been
the case for the governess who left nursing (pa@eI®e student interviews show that
there was some alleviation of these fears with atiorc.

In this study there was a strong sense of a shittitude towards the health
professional careers for many of the rural studeriswing exposure to multi-
dimensional delivery of information about theseseas. When this data is reviewed in
the context of the literature review, the residtstatively imply that provision of early
career information raises consciousness of, amgitgffor, health professional careers.
However, these results must be interpreted in diéext of other factors that contribute
to final career choice. In particular, the literatweview makes it clear that further
government support would be needed for these steidemmughout their primary,
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| Field Code Changed

al., 2004; Alston & Kent, 2003; Bradley et al., 8)Cripps, 2011; HREOC, 2000a,
2000b; James et al., 1999; Marks et al., 2000; MaMa& Rixon, 2007).
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Chapter 7: Conclusion

This research addressed the relationship betwstande education students living
in rural and remote Australia, and health professicareers. The severe shortage of
health professionals in rural and remote Austr#iiia,relatively poor health of people
living in these areas, and research indicatingshatents living in these areas offer the
greatest hope of improving this shortage in tharkiprovided the fuel to initiate the
project.

The literature suggests that students who gromupral and remote areas offer the
greatest hope for long-term solutions to the raral remote health professional shortage
(Hensel et al., 2007; Hoyal, 1994; Hughes et @052 Humphreys et al., 2009; Murray &
Wronski, 2006; NRHA, 2005; Quinlivan et al., 20B&n Gupta et al., 2007; Strasser,
1992; Wilkinson et al., 2000). However, entrancaltoost all health professional careers
requires a tertiary education course. The relatigetall number of rural and remote
students who access and participate in tertiargagohn fell further in the five years to
2007 (Bradley et al., 2008), and has remained stoatpared to participation rates for
students raised in the city (Department of Indydtrgovation, Science, Research and
Tertiary Education, 2011). This project aimed tatcbute to sustainable solutions to the
severe chronic shortage of health professionaigrad and remote Australia and to widen
the career choices of students in these areasitig do, it uncovered a complex
disconnectedness between students who live in aniremote Australia and study by
distance education, and health professional carstensy of the factors inhibiting these
students’ potential to become long-term rural liepibfessionals are also likely to inhibit
the potential of students who live in the townswhl and remote Australia and attend
conventional schools.

Although limited, this research tentatively suggehat the provision of carefully
planned early career information could be signiftda developing positive dispositions
towards health professional careers, and in dangpsld contribute to solutions to the
health professional shortage while widening stuslar@reer choices. This education
should, ideally, include those involved in influérg students’ career choices. It appears
particularly important in the absence of actualupational role models in the
community. As theAustralian blueprint for career developméhMYCEETYA, 2009)
indicates, such information might best be delivesifiin a more comprehensive and

systematic career education framework.

Nevertheless, there is a very long road betweamteestudent living in rural and
remote Australia and becoming a rural health psiéesl. As this study’s data and the

201



THE SHORTAGE OF HEALTH PROFESSIONALS IN RURAL ANDEMOTE AUSTRALIA

literature review indicate, many factors contribtttdinal career choice. Without ongoing
exposure to health professional career educatemesa to metropolitan standards of
primary and secondary education, equality of acttekgalth professional career
training, and addressing the many issues associatiedvorking permanently as a health
professional in a rural and remote area, many amdlremote students will never have

the opportunity to become rural health professi&nal

The data also highlighted the self-perpetuatingneadf the severe shortage of
health professionals in rural and remote Australia the need for wide sweeping
changes to achieve a long-term, stable rural heaithforce. More research and action
are needed. Without change, residents in thess ai##aontinue to have poorer health

and poorer access to fewer health services thae thang in metropolitan Australia.

It is possible to conceptualise the road betweeselstudents and rural health

professional careers in three steps.

e The first step involves the students aspiring tealth professional career, and
issues related to this.

e The second step involves the students accegsantigipating in and completing
health professional career courses.

e The third step involves the recruitment and résenof health professionals with
rural backgrounds in rural and remote areas ofraliat

The first step in the road—the students aspiring ealth professional career and
issues related to this—has been a key focus othdy. Before students can aspire to a
career, they must first know about that careers&tsudents had limited knowledge of
the diverse range of health professional caredrstet interview. Factors contributing to
this limited knowledge appeared to be:

e  the shortage of health professional role modelsiial and remote Australia

« the families’ geographic isolation

« the limited diversity of the parents’ career pool

« the parents’ and teachers’ restricted knowledgheorange of careers in health

» the absence of conversations about health piofedsareers as possible career
options, either in the home or with their teachers

e the very limited positive health professionalezarinformation in the curriculum

materials.

The number of visible health professional role niedethese students’
communities was even smaller than the number dfthpeofessionals serving the

communities, because short-term health professienfiy-in-fly-out or drive-in-drive-
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out—were not visible role models out in the widemmunity. The students also did not
have visible health professional student role modetheir district, because the closest
university was more than five hundred kilometresyvworeover, visits by health
professional student groups to some rural schadlaat appear to have reached their
communities or their school. So the students coatdsee’ the road to a health
professional career. Furthermore, teachers, paagatstudents agreed that the school
provided little positive career information to make for the environmental shortfall and
to widen students’ career choices. This finding vedkective of my review of the set

curriculum materials.

Students’ limited initial knowledge of the healttofessional careers was associated
with negative perceptions of, and little aspiratiowards, these careers. Other factors
also probably shaped the students’ perceptionggpidations. The shortage of health
professionals in rural and remote Australia melat health professionals still working
in their areas were overworked, which was consitlarenspiring. Health professionals
also did not appear to promote their professiorstudents. Recruitment of health
professionals from all over the world possibly ifeeed with local students perceiving
these careers as potential careers for localg¢Himmselves. In addition, over half the
students expressed focused or general fears ofiratieties about, hospitals, health
professionals, doctors’ surgeries or equipmengvents related to these. These fears and
anxieties may have a critical and enduring negatifleence on attitudes to health
professional careers as potential career optioilsettal., 2011, p.78). Hospitals are
common workplaces for health professionals. Ovgpaltents and students did not have a
high opinion of the hospitals they knew. Teachpesteptions of their local hospital
were mixed. Families and teachers neverthelesspositive views of the Royal Flying
Doctor Service, and of individual health professienNegative portrayals of health
professionals and their working conditions in thedna and curriculum materials may
have a disproportionate influence on these studsimise they had limited positive real
life exposure to give a balanced view. Finally, sasfithe participants shared the
perception that it was necessary to be ‘brainydéa health professional. It is difficult to
imagine that these perceptions would not negativiélyence students’ interest in health

professional careers.

Three students in this study had extensive expdsurealth professionals due to
family illness or injury and/or their mother beiadhealth professional. These students
had greater initial awareness of the diverse rafipealth professionals. This greater

knowledge was associated with a more positive péimreof, and interest in, the health
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professional careers compared to other studengswibrth mentioning here that much of
their exposure occurred outside their rural andoterarea.

The second step on the road for students livingrial and remote Australia
aspiring to a health professional career is acegsparticipating in and completing a
health professional career course at universitg. difficulties involved in providing
students in rural and remote Australia with eaHijdhood, primary and secondary
education of the standard and variety availablgtiostudents (Alloway et al., 2004;
Australian Institute of Family Studies, 2011; C8pg011; HREOC, 2000a, 2000b)
prevents many students from achieving the necessdjgct foundations and tertiary
entrance scores required for acceptance, and sudcdeealth professional university
courses (Heaney, 1998). For this study’s studémsclosest university was at least five
hundred kilometres away. Their access to univecsitytrasts with the access of many
students living in a university city. The significdamily, social, cultural, personal and
financial cost associated with sending a studemh frural and remote Australia to a
distant university has been previously documentdid\yay et al., 2004; AIHW, 2011,
Cripps, 2011). This can inhibit the development eraisation of a student’s aspiration
to a health professional career. The three younthens at the school who said they had
always wanted to be nurses but had never had phartomity (pagel19) are likely to be
evidence of this. Furthermore, the qualities thakethese students likely to return to
work in the bush could also prevent them from wamtbd relocate to a distant university
in the city or from succeeding at university. Thgsalities include, among others, a
passion for the bush, a strong bond with family fiihds in rural areas, a sense of
belonging in a rural area, and an enjoyment offter hours activities of rural areas.
Teachers believed that because most rural studpett their secondary years at

boarding school, many just wanted to come home eftmpletion of school.

The third and final step involves recruitment agténtion of health professionals
with a rural background in rural areas. The praesd challenges for health
professionals working in rural and remote areaer and above those for colleagues
working in the city, include professional isolatigenerally higher workloads and on-call
loads, and difficulty getting time off for recreati or continued professional
development—challenges which may have been made difficult in recent years
because of their association with an increasedofifkigation (MacLennan & Spencer,
2002). In addition, health professionals living amafking long-term in rural and remote
areas have to manage in an unstable work environchanacterised by comings and
goings of staff (Lenthall et al., 2009; Wakermatalet2005; Wakerman et al., 2012) who

bring variable language and clinical skills; hawearry the continuity of patient care in
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areas where the incidence of chronic disease s hiaye to work roster gaps when
vacant positions are not filled; and feel undergdlby the system, partly because
temporary staff are paid at higher rates than Ipeainanent staff. These conditions were
reflected in participants’ perceptions. Particigacstmmented on the relatively high pay
rates of temporary staff, with one participantietathat some temporary staff received
hourly remuneration up to three times that of perem staff. Participants also spoke
about the physical limitations of the buildings awgiipment at their hospitals. Some
parents and teachers also indicated that beingahhealth professional may not be a
good choice given the problems: ‘I don’'t know ifis® of them [rural health professions]

are very attractive careers in a suing world’.

It may be more difficult for the current generatiban for previous generations of
students living in rural and remote Australia ahdlging by distance education to travel
the road to a rural health professional career.pysical separation of School of the Air
bases from Royal Flying Doctor bases has diminisheil exposure to Royal Flying
Doctor health professional role models throughrteehooling. The change from local
hospital-based to distant university-based nursthgcation has removed permanent
nursing student role models from their communitée] reduced the number of
registered nursing role models familiar to locdlea students. The change has also
reduced their access to training for a nursingezaiehe loss of free tertiary tuition, the
lengthening of some health professional careersesuand changes to government
support for tertiary students has also reducecktheglents’ accessibility to these careers.
The worsening shortage of health professionalarial end remote Australia, and the
growth of litigation, have also made rural healtbfpssional positions less attractive. In
contrast, in some rural areas role models, loadtitrg, jobs and work conditions in the

mining industry have improved, and provide attractiareer options.

These students’ lack of initial connection with lieaareers contrasted with their
connection with the agricultural industry, espdgittie beef industry. While students
received little information or positive exposurehalth professional careers in their
daily lives, they received abundant and ongoingrimition, role modelling and work
experience in the beef industry from early childthde contrast to their knowledge of
the health professional careers, the parents wellénformed, and most were
passionate, about the beef industry and abougliemthe land. Teachers who had been
with the schools for many years, and parents, tegddhat many past students,
particularly boys, followed their parents into theef industry. Many expected this cohort
of students to do the same. Some parents alsoonedtthe mining industries, reflecting

the recent improvements noted above, as attraaligmatives. In summary, the paucity
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of positive role models, lack of local training davariable work conditions in health may
be making it difficult for rural health to compedgainst these other industries for student

aspirations.

Hope for the future

Despite the issues, there were glimpses of oppitigarhat could clear the road
between these students and health professionarsaFeor example, parents spoke about
the vulnerability of rural industries to weathemnket conditions and changes in
legislation. A number aspired for their childrerutedertake training or further education
after completing school to allow them to work isldlled position. They believed these
skills would provide something valuable for the eoumity, and much needed security
and additional income if their children chose teland work on the land. A health
professional career could meet these expectawdtimugh a quarter of the parents had
reservations, most said they would try to supguairtchild if they aspired to a health
professional career.

After the educational activities

After the delivery of the multidimensional healttofessional educational activities,
there was a shift in students’ knowledge and péimef, and aspirations towards,
health professional careers. Almost all the stuglanall the year levels appeared to have
a greater awareness of the diverse range of careleeslth. For some students the titles
of positions appeared to cause a problem with tieesll, but they tended to get around
this on follow-up interview by describing what wiasolved in the career. More
importantly, this increase in knowledge was asgediaith a positive shift in perceptions
of, and enthusiasm for, these careers in mosteo$tildents. Although the extent of the
shift varied, and responses from younger studeats vof course, less elaborate, there
was still this positive shift for most studentsr Reany, the project opened the door to the
world of health professionals and the health psitess. This is best epitomised by the
words of a Year 3 student already referred to:

Um ... people may not have thought that it [healtifggsional careers] would be
that good for them, but when they tried it, itlsdj WOW!

When this study began, no distance education stirdehever attended one of the
state wide Health Careers in the Bush workshopg (@) in the decade the workshops
had been running. Two students attended as a da=uit of this study.
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CONCLUSION

Reflecting on the research design

The research used a number of tools to explorestaonship between the students
and the health professions. Semi-structured qtisbtanterviews provided a telescope
with which to see the participants’ world in retatito the knowledge, perceptions and
aspirations of the students in regard to healtfegsional careers, before and after health
professional career educational activities. Throtinghinterviews with parents, teachers,
governesses and students, a three-dimensionalofithveir world was produced. My
observations of, and informal interactions withitiggpants, and a review of the set
curriculum materials, completed the data collectidareer development theories in
general, and Gottfredson’s theory of career devetaq in particular, provided the
framework to justify providing health professiomalreer education to primary students
as young as five years old. This is in sharp cehtathe almost ubiquitous practice of
directing career education at high school studenlg. The educational activities were
created and modified according to participant iript manner broadly reflecting action
research. The self-reflective spiralsptdin, act, observeandreflectmoulded the
activities to make them the best we could provitatiese School of the Air students at
the time. Multimodal delivery methods for the ediaaal activities accommodated
different learning styles and different family coitmments. The whole study, including
the educational activities and interviews, workéthin the framework of the School of
the Air system and its community, the James Coolkérsity Ethics Committee, and the

Department of Education.

Limitations

This project involved predominantly primary-levélidents living in rural and
remote Australia, and enrolled at two schools efatice education. Given more
resources, it would have been worthwhile to hateriiewed more students, teachers,
parents and governesses, and to have involvedsbbtols in the health professional
career educational activities.

The review of the curriculum materials was an intégpart of the study. The
curriculum materials included activity sheets, neatltics and LAC books produced by
the education department, audiotapes and videgtapdsesource books. The accuracy
of the quantitative review of the resource books;dntrast to the other materials, was
limited, because the resource books were not uniforfont, format or page size.
Nevertheless, an overall understanding of the aliily and nature of the information

about health professionals and the human bodyeimgbource books was achieved.
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What this project contributes to knowledge

Despite the limitations this research providesghsinto the potential of
encouraging young people from rural and remotesai@aonsider careers as
health professionals. It also highlights inhibitarsl facilitators which determine
if this potential can become reality. In addititime curriculum review provides
new information about the health professional catniéhich should be of interest
to relevant education and health stake holderst Mgsortantly, the thesis argues
that providing career education and associatedilegiopportunities for rural and
remote students before and during the primary yaarsvell as including their
parents and teachers, may make a significant bomitoh to sustainably
addressing the poorer health, and the limited admekealth services, of the

people in these areas.

Where to from here

The literature review demonstrated that the shertddhealth professionals
in rural and remote Australia and the poor hedltthe people in these areas is a
long standing problem. For over two decades, Aliatrand overseas studies
have reported that health professionals who grew aprural or remote area are
more likely than those from urban environmentsetom to work in a rural area
after graduation. What is needed now is long-overfttion to address the
findings of the research. As noted above, thisist&tsongly suggests the need to
open up education and other opportunities so ntackests from rural and remote
Australia can go on to become health professioseer development theorists,
including Gottfredson, argue that to be effectivese opportuniteemust start
before school age. Finally, these actions shoulchékied with research to
review and perfect the actions.

Without change people scattered through outbackralies will continue to
suffer the inequity of poor health, poor accessdalth services and limited career
options.
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Glossary

Bush people (bush folk) Drawing on my own experiential knowledge | useséhterms
to describe members of rural communities. This etxwith the way members
of rural communities use these terms in very pgesitvays to describe
themselves.

Governess A person (almost always a woman) employed sppadifi to supervise and

guide children with their distance education cuiien at home on the property.

Grazier Australian owner of a large property on whichegher cattle are raised (Moore,
2002).

Health professional and health care workefTerms used in this thesis to include, but
not restricted to: nurses, dentists, doctors, hlgsrapists, occupational
therapists, speech pathologists, audiologistsiciies, social workers,

podiatrists, radiographers, pharmacists and metéibatatory scientists.

Health profession, health professional career anddalth careerA vocation in which
health professionals work. When discussing thethgabfessionscareerand
occupationare used interchangeably because many occupatitweslth involve

ongoing study and advancement over many years.

Home tutor An adult who supervises the students doing tlefiosl lessons at home.
The home tutor is usually either the children’sgpai(almost always the mother)

Oor a governess.

Isolated Children’s Parents’ Association (ICPA)A voluntary, non-profit,
apolitical parent body dedicated to ensuring tHaiastralian rural and remote
students have equity of access to a continuingagpdopriate education (Isolated
Children’s Parents’ Association, 2011).

The ICPA's concerns encompass the education tfrehi from early childhood
through to tertiary education. Geographically isadechildren may be educated
in small rural schools, by distance education, thyna boarding schools or by
boarding at hostels. After Year 12, students wtiasgly home is in rural and
remote Australia frequently must live away from leota access further
education.

The association has over 4500 members, residitigeimore remote parts of
Australia, who all share the common concern ofiggiaccess to education for
their children and of the provision of servicesuiegd to achieve this (Isolated
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Children’s Parents’ Association, 2011). There &BA branches throughout

rural and remote Australia.

‘On air’ or airlessons School of the Air lessons involving studentseiishg to,
interacting with and learning from a teacher whin@ated at a distant School of
the Air base. Originally these lessons were dedigi@ver two-way radio, but
more recently the phone has been used for lessadins &avo Schools of the Air
involved in this project. If a student is ‘on @iirmeans they are having a lesson
with their teacher and classmates. A student mgyisheard that on air’,

meaning they heard about it during their air lesson

Overseas trained doctors (OTDs)Doctors who grew up and did their primary medical

training in another country.

Parents’ and Citizens’ (P & C) Association All state schools offer opportunities for
parents to join a P & C Association. These associstare involved in a variety
of school activities from policy to financial plang, as well as tuckshops,
fundraising activities, school functions and ousohool-hours care (Department

of Education, Training and Employment,2000).

Perception and attitudeln this thesis these are not used in the teche@ade, as they
are in psychology, but in the broader everydayeéménply how something is

seen or regarded.

Remote This study uses the state’s Department of Educatefinition of a remote area.

That is:

A person lives in a remote area if —

(a) the person’s principal place of residence —
(i) is at least 16 km from the nearest applicaileool; and
(ii) is at least 4.5 km from a school transpervice approved by the
chief executive (transport) or a public transpenvice to the nearest
applicable school; or

(b) the person’s principal place of residence —
(i) is at least 16 km from the nearest applicalleool; and
(ii) is less than 4.5 km from a school transpervie approved by the
chief executive (transport) or a public transpervge to the nearest
applicable school; and
(iii) is —

(A) at least 56 km from the nearest applicabl@sthsing the

route travelled by the transport service; or
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(B) at least 3 hours traveling time a day fromtlearest
applicable school using the transport servi@udensland
Education (General Provisions) Act 203649)

School of the Air A form of education offered to school-age childvemo live too
remotely to be able to access a regular schoolvdives curriculum materials
(such as home tutor guides, language and mathenmagtcuction papers and
assignment or activity books, text resources, dages, videos and digital
videodiscs) and lessons with a teacher and a smailber of classmates. These
lessons usually take 30 to 45 minutes each dayy Wkee originally conducted
over two-way radio, but more recently have beerduooted over the telephone.
For the rest of the school day students work thinahg set curriculum materials
under the supervision of their home tutor. In tbleo®l year there are also
infrequent face-to-face days with teachers andspiases, and, more recently,

some interaction using the internet.

School of the Air’ is the institution; the modeexfucation it offers is generically

referred to aslistance education

The bush Rural and remote areas of Australia away from ttye ¢
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Appendix A: Pilot study interview question outline

Appendix Al: Interview question outline for student
These questions are an outline only.

The interview begins with a greeting, introductiand information-gathering about

grade, home, and distance to school.

Section 1

1 Have you thought about what you would like tofaloa job when you grow up? If
so, what do you think you would like to do?
What made you interested in that job?
What do you think you might like about the job.of.......................... ?
Do you think there would be any training necessado the job of

5  What do you think that job might involve?

Section 2

1 Have you received any information at school et jobs you can do as an adult?
2 Where do students at your school get their infdion about jobs you can do as an

adult?

Section 3

1 Health professionals, also called healthcare aratkook after people when they are
sick. What sort of jobs can you think of that wobklong in this category?

2  What do you think of those jobs? Would you berested in one of those jobs?
What made you think that?

3 Do you think any of the students at your schoallass might be interested in one of
the health professional jobs? Why do you thinkzhat

Section 4

1  What do you think would be good ways to tell stud at your school about all the
different jobs in health?

2  What does your family think about your local hitesl?

3 What does your family think about the Flying DmcBervice?

Thank you
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Appendix A2: Interview question outline for parents

These questions are an outline only.

The interview begins with a greeting, confirmatafrpermission to audiotape the

interview, and a brief review of the backgroundhe study.

1  Tell me about where you live, and what you predoic your property.

2  How far are you from your children’s school?

3 Tell me about your children. Do you have boys gind? What grades are they in?

4 How long have your children been with distancecadion?

5  Are you their home tutor?

6  What do you think your children would like to ds adults? What has made you
think that?

7  What would you honestly like your children todmng when they grow up? Tell
me about this.

8 How do you think the students at your childresthool obtain their career
information? Have they had any career informatioschool yet?

9  This study is looking at the health professids.you think many of the students at
your school, or any of the students, would likééohealth professionals?

10 Have any of the other health professions beertiamed that you are aware of?

11 Do you think boys and girls would be interested?

12 What do you think would be good ways to intraglirformation for the students at
your children’s school about the health careeremihe distance education setting?

13 What does your family, in general, think of tbeal hospital?

14 What does your family, in general, think of fging Doctor Service?

Thank you

Appendix A3: Interview question outline for teaches and governesses

These questions are an outline only.

The interview begins with a greeting, confirmatafrpermission to audiotape the

AW N R

interview, and a brief review of the backgroundhe study.

How long have you been teaching?

How long have you been teaching distance edutatio

What grades do you teach?

What do you think the students you teach wiltlbang in 10 or 15 years’ time?

What makes you think that?

What do you think the students you teach wolkel 10 do as adults? What has made
you think that?
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6  How do you think the students at your school iolitaeir career information? Have
they had any career information at school yet?

7  This study is looking at the health professi@syou think any of the students
would like to be health professionals?
Have any of the other health professions beertioresd that you are aware of?
Do you think boys and girls would be interested?

10 What do you think would be good ways to intraglirformation to the students at
your school about the health careers, given thantie education setting?

11 What do the families at your school, in gendhahk of the local hospital?

12 What do the families at your school, in gendhahk of the Flying Doctor Service?

Thank you

23¢€



THE SHORTAGE OF HEALTH PROFESSIONALS IN RURAL ANDEMOTE AUSTRALIA

Appendix B: Main study interview question outline

Appendix B1: First interview question outline for gudents

Welcome and thank you for being part of this prbjeam really interested in what
School of the Air students have to say becauseay®@a very special group of students.
On the consent form you said it was all right fa to audiotape this interview so that we
can keep an accurate record of what everyone thifhikss okay | will turn the tape on
now. Is there is anything you would like to askfingt? Please remember this is not a

test and it's not school work; you are helping ngeahswering these questions.

Demographic section

1 What grade are you in now?

2  How long have you been with School of the Air?
3 What animals do you have on your property?
4

How far are you from [School of the Air base t¢\Behool of the Air?

General careers section

| am interested in what people from the bush ameggtm do when they leave school.
Please remember to tell me what you really thinka*d@orry about what you think |
want you to say.

What would you call the job your dad does?

What would you call the job your mum does?

How long are you going to stay at school?

How do you think your school work will help yos an adult?

What are you thinking about doing when you lesst@ool?

Can you remember what made you interested irjabat

What will you need to do to become a ......................2...

What do you think you would do each day in toat?]

© 00 N o o b~ WN PP

What work do you think your mother would like ytoudo as an adult?

=
o

What work do you think your father would likewto do as an adult?

[EEN
[N

| know you are in primary school, but have yad lany information about different
jobs you could do as an adult? Where did you gatittiormation from? Where else
could you get information about jobs from?

12 Which jobs have you heard about?
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Health professional careers section

1 Health professionals help look after people’dthesnd care for people when they
are sick. What sorts of jobs can you think of thelbng in this category? Tell me as

many as you can think of.

There are a lot of jobs involved in looking afteople when they are sick. There are
nurses, dentists, psychologists, physiotheragistiatrists, speech therapists,
occupational therapists, pharmacists, patholognsgisis, dieticians, research scientists
... and there are many, many different fields doctars work in—the Flying Doctor
Service is one of those fields. [I then went ooutline a number of these careers, being
careful to pitch the talk to the participant's age to keep the participant involved by

making the discussion interactive.]

What do you honestly think about those jobs?

Can you see yourself doing any of those jobs?yBartell me about this?

Tell me how do you think someone becomes a nliedeme how you think
someone becomes a dentist. Tell me how you thinlesoe becomes a doctor. Tell
me how someone becomes a .....................

5 Do you think there is any difference between Whi€these jobs boys can do and
which girls can do?

6 Tell me what you think each of these might dthiir day: nurse, dentist, doctor,
pharmacist, physiotherapist, occupational theragjstech therapist, radiologist,
pathology scientist, social worker, podiatrist.

What do you and your family think about the htapilosest to you?

What do you feel when you visit a hospital?

What does your family think about the Flying DmcBervice? Have you ever been
on the flying doctor plane or been to the flyingtiw clinic?

10 If you were given the job of telling childrenyatur school about all the jobs
involved in looking after sick people—nurses, dest@hysiotherapists, dentists and
so on—how would you do it?

11 How could we make these suggestions fun?

Appendix B2: First interview question outline for parents

First of all a big thank you for giving your time this project. Would you like me to go
over the aims of the study? Before | start thendiog | need to confirm that you are
happy for this interview to be recorded. Once itdtee recorder | will try not to use your
name, so | apologise if at any stage | sound fbital. In the write-up real names will

not be used.
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Demographic section

How would you describe to outsiders what you pogdon your property?
How far are you from your children’s school?

Can | please confirm with you what grades yolldobn are in?

How long have your children been with distancecation?

g b~ W N P

Are you their home tutor?

General careers section

1  What do you think each of your children woulcklio do as adults?

2  What has made you think that? What do you thadkrade them think of that?
When did they start to think of that?
What do you think each of your children will emgl doing as adults?
What would you honestly like your children todmng when they grow up? Tell
me more about this.
What do you think your husband would like youlldien to do as adults?
How do you think the students at your childresthool obtain their career

information? Have they had any career informatioschool yet?

Health professional careers section

1 This study is about health professionals as yamwk Tell me all of the different
careers in the health professional category thatcgm think of.

2 How many years at university do you think it tslke become: a doctor, nurse,
dentist, occupational therapist, physiotherapist?

3 Do you think many of the students at your schoogny of the students, would like
to be health professionals? Why, or why not?

Have any of the other health professions beertiamed that you are aware of?

Do you think boys and girls would be interested?

If you were given the job of advising the edumatilepartment on how to introduce
information to the students at your children’s sifabout the health careers, given
the distance education setting, what would you say?

7  Thinking of the stages they would go through—jaiynschool, secondary school,
university and then working time—what other thowgthd you have about
increasing the number of rural and remote studmsigng the opportunity to
become health professionals in rural Australia?

8  What would be your reaction if one of your chéldrsaid they would like to be a

health professional?
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9  What does your family, in general, think of tbedl hospital?
10 What does your family, in general, think of flging Doctor Service?

11 Last question: is there anything else you wdik&lto say on the topic?

Thank you

Appendix B3:First interview question outline for teachers and governesses

First of all, thank you for taking the time to barpof this project. To save time | will get
straight into the questions. | just want to confthat you are agreeable to my taping this
interview. No real names will be used in writingthe report.

Orientation section

1 How long have you been teaching/governessing?
2 How long have you been a distance education égach
3 What grade do you teach?

General careers section

1  What do you think the children you teagbuld liketo be doing in 10 years’ time?
2  What do you think the children you teagitl be doing in 10 years’ time?

3 Where do you think the students at your schobthugr career information from?

Health professional careers section

1 Tell me all of the different jobs in the healtiofessional category that you can think
of.

2  If one of your students wished to become oné®fdllowing, what preparation and
training would you tell them is required: nursentist, doctor, pharmacist,
physiotherapist, occupational therapist, speedfagist, radiologist, pathology
scientist, social worker, podiatrist?

3 Do you think any of the students you teach widildeito become health
professionals?

Do you think any of your students will becomeltteprofessionals?
If one of your students wanted to do one of tis jwe’ve just talked about, do you
see any problems, in general, in them achievintptha

6  Why do you think some studies have found thextetlis little interest in the health
professional careers among rural secondary stuglents

7  Would you like to see distance education studiefdsmed about the health
professional careers?
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8 If you were asked to inform the students at yahildren’s school about the health
professional careers, and you were passionate &bbatv would you go about it,
given the distance education setting and the tiomstcaints on staff and families?

9 Do you have any other suggestions on how to ritgdassible for more students
living in rural and remote Australia to go on tabme health professionals?

10 What do you think about your local hospital?

11 What do you think about the Flying Doctor Segfic

12 Is there anything you would like to say aboetshortage of health professionals in

rural and remote Australia?

Appendix B4: Follow-up interview question outline br students

Good morning. Thank you for taking the time to His tsecond interview. Before
starting | need to confirm that you and your pacemtsent to this interview being taped.
When you are ready we will start.

1. What did you get out of the project? | can remind pf the components of the

project if necessary.
2. Thank you. Did you learn anything new from the pot?
3. Thank you. What are you thinking of doing as ajydten you grow up?

4. Thank you. Can you tell me as many different typfesealth professionals as you

can think of?

5. Thank you that was a X (e.g. great) list. I'll tgtiu some of the other health
professionals ...What do you think of those soffslos?

6. Thank you. And if you couldn’t do (the career cleidentified by the student in
guestion 3 above) when you grow up do any of thesdth professional jobs interest

you? Which one would interest you? Why?

7. Is there anything else you would like to say alibatproject?
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Appendix B5: Follow-up interview question outline br parents

Thank you for giving up your time to do this secamigrview. Can | please confirm with

you that you agree to have this interview recoriféd.can start when you are ready.
1. Have you gained anything from the health profesdioareers project?
2. Thank you. Do you think your children have gainagithing out of the project?

3. Thank you. What influence, if any, has this projeatl on what your children

think of the health professional careers?

4. Thank you. What influence, if any, has this projeatl on what your children

would like to do for careers when they grow up?

5. Thank you. The project was a one off. What thinggalu think worked or made
a bigger impression and what things did not apfrearake an impression on the

students?

6. Thank you. Do you have any thoughts about incotpayanformation about the
diverse range of health professional careers iritexmtly or regularly into the

distance education program for the students?

7. Have you had any further thoughts about what woeléffective ways of
exposing the children to different health profesaiaareers through distance

education?

8. Do you have any suggestions on how to increasauimer of students from

rural and remote Australia going on to become hgaibfessionals?
Appendix B6: Follow-up interview question outline br teachers and governesses
1. What, if anything, do you think the students gaifreth the project?
2. What, if anything, do you think the parents gaifredh the project?
3. What, if anything, have you gained from the prdject

4. Do you think some parts of the project may havearabigger impression than
other parts?
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5. What influence, if any, do you think this projecayrhave on students’
perception of health professional careers?

6. This project was a one off. Do you have any thosigint what might be done on
an intermittent or regular basis for remote distaeducation students to inform

them about the health professional careers?

7. Thank you. Do you have any further thoughts on tmimcrease the number of
students from rural and remote Australia who gaoolbecome health
professionals?
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Appendix C: Portrayals of health professionals anaf the body
in LAC curriculum materials

Table C1: Portrayals of health professionals and of the hodg§ear 3 LAC curriculum
materials. References to health professionals dedueferences to workers, where they
work (e.g. hospitals), what they treat (e.g. disspand what they do (e.g. first aid). All
numbers except those in the first row refer to nerslof pages.

Unit 1 2 3 4 5 6 7 8 9 1011 12 13 14 15 16 Totals
Activity sheets book 29 38 40 43 44 29 26 34 48 33 38 41 38 29 42 47 599

refs to health

professionals 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

refs to human body 0.@.0 0.0 0.0 0.0 0.0 0.0 5.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 5.0
Activity book 52 47 48 50 51 55 51 55 58 59 62 50 60 63 47 53 861

refs to health

professionals 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

refs to human body 0.0.0 0.0 0.0 0.0 0.0 0.0 6.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 6.0
Handwriting book” - 19 17 14 19 21 20 15 15 17 - 15 13 15 15 11 226
Resource books 29 74 126 117 107 124 74 85 85 147 94 133 84 131 104 140 1654

refs to health

. 0.0 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.0 0.3 0.0 0.0 0.0 0.0 0.0 0.5
professionals

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.3 0.0 0.0 0.0 0.0 0.0 0.3
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.2

refs to human body  0.0.0 0.0 0.0 0.0 0.0 0.0 36.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 36.0

* There was no mention of health professionalderdody in any of the handwriting
books.

244



THE SHORTAGE OF HEALTH PROFESSIONALS IN RURAL ANDEMOTE AUSTRALIA

Table C2: Portrayals of health professions and of the bodyear 4 LAC curriculum
materials. References to health professionals decueferences to workers, where they
work (e.g. hospitals), what they treat (e.g. disspand what they do (e.qg. first aid). All
numbers except those in the first row refer to nerslof pages.

Unit 1 2 3 4 5 6 7 8 9 1011 12 13 14 15 16 Totals
Instruction paper 103 95 97 121 89 99 97 107 99 101 87 81 65 87 88 86 1502

refs to health

professionals 0.0 0.0 0.3 0.0 3.6 1.1 0.7 0.0 0.0 0.0 0.0 2.0 0.0 0.0 0.0 0.0 7.7

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.3 0.0 3.6 1.1 0.7 0.0 0.0 0.0 0.0 2.0 0.0 0.0 0.0 0.0 7.7

refs to human body 0.0.0 0.0 0.0 0.0 1.0 0.0 0.0 0.0 1.6 0.0 0.0 0.0 0.0 0.0 0.0 2.6
Activity book 25 31 19 31 33 33 35 33 18 33 33 35 19 31 39 17 465

refs to health

professionals 0.0 0.0 0.0 0.0 0.0 0.3 0.6 0.1 0.0 0.0 0.0 2.0 0.0 0.0 0.0 0.0 3.0

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.3 0.6 0.1 0.0 0.0 0.0 2.0 0.0 0.0 0.0 0.0 3.0

refs to human body 0.0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Resources books 75 98 156 88 54 42 116 157 49 87 107 144 64 128 112 145 1622

refs to health

professionals 0.0 0.0 2.7 2.0 0.0 0.5 0.0 0.0 0.0 0.0 0.0 2.2 0.0 0.0 0.7 0.0 8.1

positive 0.0 0.0 0.0 2.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 2.0
negative 0.00.0 1.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 11
neutral 0.0 0.0 1.6 0.0 0.0 0.5 0.0 0.0 0.0 0.0 0.0 2.2 0.0 0.0 0.7 0.0 5.0

refs to human body 0.0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
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Table C3: Portrayals of health professionals and of the hodg§ear 5 LAC curriculum
materials. References to health professionals decueferences to workers, where they
work (e.g. hospitals), what they treat (e.g. disspand what they do (e.qg. first aid). All
numbers except those in the first row refer to nerslof pages.

Unit 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 Totals
Student guide 93 74 92 92 93 89 101 102 117 117 107 86 81 66 77 76 1463

refs to health

professionals 0.0 0.0 0.0 0.0 0.0 2.5 0.8 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 3.3

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.7 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.7
neutral 0.0 0.0 0.0 0.0 0.0 2.5 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 2.6

refs to human body 0.®.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Assignment book 40 48 42 24 41 45 31 34 36 32 31 47 35 24 44 554
refs to health 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 00 0.0 0.0
professionals
positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
refs to human body 0.@.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Resource books 100 176 87 76 100 96 - 116 143 80 114 188 219 1495

refs to health

professionals 0.6 2000000113 - 02 00 0201 0.0 1.0 55

positive 0.0 0.0 0.0 0.0 0005 - 00 0.0 0.00.0 0.0 0.0 0.5
negative 0.60.0 0.0 0.0 0.0 00 - 00 00 0100 0.0 0.0 0.7
neutral 0.0 2000000108 - 02 00 0101 0.0 1.0 4.3

refs to human body 0..0 00000000 - 00 00 0000 0. 0.1 0.1

* Same assignment book is used for units 15 and 16.
T Shared resource pack for units 9 and 10; uni@nti314; and units 15 and 16.

24¢



THE SHORTAGE OF HEALTH PROFESSIONALS IN RURAL ANDEMOTE AUSTRALIA

Table C4: Portrayals of health professions and of the badgear 6 LAC curriculum
materials. References to health professionals decueferences to workers, where they
work (e.g. hospitals), what they treat (e.g. disspand what they do (e.qg. first aid). All
numbers except those in the first row refer to nerslof pages.

Unit 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 Totals
Instruction paper 69 46 73 63 72 91 125 111 75 83 105 128 113 129 101 129 1513

refs to health

. 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 3.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 3.0
professionals

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 3.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 3.0

refs to human body 0.@.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Activity book 31 33 33 32 24 29 20 33 37 20 39 31 26 20 25 - 433

refs to health

professionals 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.0 2.0 0.0 0.0 0.0 0.0 0.0 0.0 - 2.2
positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 - 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.3 0.0 0.0 0.0 0.0 0.0 0.0 - 0.3
neutral 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.0 1.7 0.0 0.0 0.0 0.0 0.0 0.0 - 1.9

refs to human body 0.0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 — 0.0

Resource books 154 96 76 125 - 149 47 62 209 120 109 135 215 31 136 251 1915

refs to health

professionals 0.0 0.00.025 - 0.00.00.0 2019 00 1.2 0.0 0.0 0.3 0.4 8.3

positive 0.0 0.0 0.0 0.0 — 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.2 0.0 0.2
negative 0.00.0 0.0 0.1 - 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.2
neutral 0.0 0.00.0 24 - 0.0 0.0 0.0 2.0 1.9 0.0 1.2 0.0 0.0 0.1 0.3 7.9

refs to human body 0..0 0.0 0.0 — 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
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Table C5: Portrayals of health professionals and of the hodg§ear 7 LAC curriculum
materials. References to health professionals decueferences to workers, where they
work (e.g. hospitals), what they treat (e.g. disspand what they do (e.qg. first aid). All
numbers except those in the first row refer to nerslof pages.

Unit 1 2 3 4 5 6 7 8 9 10 11 17rotals

Instruction paper 79 119 129 125 159 98 129 149 139 93 114 - 1333
refs to health professionals 0.0 00 0.0 00 00 29 0.0 00 0.0 00 - 3.7
positive 01 0.0 00 00 00 00 01 0.0 00 0.0 0.0 - 0.2
negative 0500 00 0.0 00 00 0.0 0.0 0.0 0.0 00 - 0.5
neutral 0.2 0.0 00 00 00 00 28 0.0 00 0.0 0.0 - 3.0
refs to human body 0.00.0 00 00 34 00 0.0 0.0 00 0.0 0.0 - 3.4
Assignment book 29 25 25 13 17 20 20 - 55 57 46 - 307
refs to health professionals 0.0 00 00 00 00 00 - 00 00 00 - 0.0
positive 00 0.0 00 00 00 00 00O - 00 0.0 0.0 - 0.0
negative 0.00.0 00 00 00 00 00 - 0.0 0.0 0.0 - 0.0
neutral 0.0 0.0 00 00 00 00 00O - 0.0 0.0 0.0 - 0.0
refs to human body 0.00.0 0.0 0.0 00 00 00 - 0.0 0.0 0.0 - 0.0
Student guide 35 42 29 54 47 53 61 56 57 53 58 - 545
refs to health professionals 0.0 00 0.0 00 00 0.0 0.2 00 0.0 0.0 - 0.2
positive 0.0 0.0 00 0.0 0.0 00 0.0 0.0 0.0 0.0 0.0 - 0.0
negative 0.00.0 00 0.0 00 00 0.0 0.0 0.0 0.0 0.0 - 0.0
neutral 00 0.0 00 00 0.0 00 00 0.2 00 0.0 0.0 - 0.2
refs to human body 0.00.0 00 0.0 00 00 0.0 0.0 0.0 0.0 0.0 - 0.0
Resource books 144 160 110 179 108 136 188 76 111 144 56 - 1412
refs to health professionals 1.0 00 00 0.7 0.0 187 00 0.6 0.0 0.0 - 211
positive 01 00 00 00 00 00 11 0.0 00 0.0 0.0 - 1.2
negative 0.80.0 00 0.0 06 00 55 0.0 00 0.0 00 - 6.9
neutral 0.2 0.0 00 00 0.1 00 121 0.0 06 0.0 0.0 - 13.0
refs to human body 0.00.0 00 0.0 00 00 0.0 0.0 0.0 0.0 0.0 - 0.0
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Appendix D: Portrayals of health professionals anaf the body
in mathematics curriculum materials

Table D1: Portrayals of health professionals and of the hod§ear 3 mathematics
curriculum materials. References to health profesds included references to workers,
where they work (e.g. hospitals), what they treag.(diseases) and what they do (e.qg.
first aid). All numbers except those in the firstwrefer to numbers of pages.

Other materials were addition and subtraction wekss for the multibase arithmetic
blocks humber book (units 2—16). These were nohtmlibecause of wide individual
variations in the number of worksheets completezhéNcontained reference to health
professionals.

Unit 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 Ibotals
Child’s *
book 27 33 25 35 31 32 36 36 37 31 36 37 - 49 33 59 537

refs to health

h 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 00 0.0 0.0 — 0.0 0.0 00 0.0
professionals
positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 00 0.0 — 0.0 0.0 0.0 0.0
negative 0.0 0.0 0.0 00 0.0 00 00 0.0 00 00 00 00 - 0.0 0.0 00 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 00 00 00 00 - 00 0.0 00 0.0
refs to
0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 00 0.0 — 0.0 0.0 00 0.0
human body
Activity

25 22 23 30 36 25 22 18 22 24 28 42 113 24 26 17 497
sheets book

refs to health
professionals

o

0 0.2 0.0 00 00 00 00 00 00 00 00 0.0 0.0 0.0 0.0 0.0 0.2

positive 0.0 0.0 00 0.0 00 00 00 00 00 00O 00 0.0 0.0 0.0 0.0 0.0 0.0
negatve 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

neutral 00 0.2 0.0 00 00 00 00 00 00 0.0 00 00 0.0 0.0 00 00 0.2

refs to 0.0 0.0 00 0.0 00 00 00 0.0 00 00 00 00 00 00 00 00 0.0
human body

* There was no child’s book in unit 13, but therereva large number of activity sheets
to complete.
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Table D2: Portrayals of health professionals and of the hod§ear 4 mathematics
curriculum materials. References to health professs included references to workers,
where they work (e.g. hospitals), what they treaj.(diseases) and what they do (e.g.
first aid). All numbers except those in the firstwrefer to numbers of pages.

Unit 1 2 3 4 5 6 7 8 9 1011 12 13 14 15 16 Totals
Instruction paper 58 49 73 75 32 61 61 41 31 48 50 45 51 41 48 37 801

refs to health professional€d.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
refs to human body 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Assignments book 25 27 27 29 39 27 33 33 49 27 31 29 25 39 28 29 497

refs to health professional€.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
refs to human body 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Table D3: Portrayals of health professionals and of the hod§ear 5 mathematics
curriculum materials. References to health profesds included references to workers,
where they work (e.g. hospitals), what they treag.(diseases) and what they do (e.qg.
first aid). All numbers except those in the firstwrefer to numbers of pages.

Unit 1 2 3 4 5 6 7 8 9 1011 12 13 14 15 16 Totals
Student guide 55 48 69 73 73 59 14 51 71 59 69 68 45 81 39 24 898

refs to health professional®.0 0.0 0.0 0.0 28.1 0.0 0.0 1.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 29.2

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.0 0.0 28.1 0.0 0.0 1.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 29.2
refs to human body 0.0 0.0 0.0 0.0 0.9 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.9
Assignments book 11 27 23 20 16 32 19 29 26 32 22 23 29 26 20 24 379

refs to health professional9.0 0.0 0.0 0.0 7.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 7.1

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.0 0.0 0.0 0.0 0.2 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.2
neutral 0.0 0.0 0.0 0.0 6.9 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 6.9
refs to human body 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
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Table D4: Portrayals of health professionals and of theybndrear 6 mathematics
curriculum materials. References to health professs included references to workers,
where they work (e.g. hospitals), what they treaj.(diseases) and what they do (e.g.
first aid). All numbers except those in the firstwrefer to numbers of pages.

Unit 1 2 3 4 5 6 7 8 9 1011 12 13 14 15 16 Totals
Instruction paper 33 35 39 47 33 33 33 41 41 31 75 47 63 41 42 42 676

refs to health professionals 0.0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1.4 0.0 0.0 0.0 0.1 15

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1.4 0.0 0.0 0.0 0.1 15
refs to human body 0..0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Assignment book 24 25 25 26 31 26 25 27 27 31 24 33 28 39 31 31 453

refs to health professionals 0.0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
refs to human body 0.@.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Table D5: Portrayals of health professionals and of the bodgear 7 mathematics
curriculum materials. References to health professs included references to workers,
where they work (e.g. hospitals), what they treaj.(diseases) and what they do (e.g.
first aid). All numbers except those in the firstwrefer to numbers of pages.

Unit 1 2 3 4 5 6 7 8 9 1011 12 13 14 15 16 Totals
Instruction paper 35 35 55 39 63 49 53 51 53 69 56 59 69 89 72 93 940.0

refs to health professionals 0.0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1

positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.1
refs to human body 0.0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Assignment book 24 35 33 35 35 34 33 30 35 36 36 33 27 - - - 426
refs to health professionals 0.0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 - - - 0.0
positive 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 — - - 0.0
negative 0.00.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 00 - - - 0.0
neutral 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 — - - 0.0
refs to human body 0.0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0000 - - - 0.0

* Mathematics instruction paper and assignment kayelkcombined in the one book for units 14,
15 and 16. Total page numbers for these are gimdenihe heading ‘Instruction paper’.
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Appendix E: Portrayals of health professionals anaf the body
in audio and video resources

Table E1: Portrayals of health professionals and of the bodgear 3 audio and video
resources. References to health professionalsdediteferences to workers, where they
work (e.g. hospitals), what they treat (e.g. dissqand what they do (e.g. first aid).
Numbers except those in the first row refer to neratof minutes (fractions of minutes
have been rounded to the nearest minute).

Unit 12 3 4 5 6 7 8 9 10 112 13 14 15 16 Totals
Audio — 23 62 73 47 97 — 95 48 125 71 44 19 116 84 58 962
refs to health professionas -0 0 0 0 0 - 0 0O O O O O O O O
positive - 000 OO- 0O OOOTUO OOTPO
negative -0 0O0O0OO0O- 00O OOOUO OOo0@wO
neutral - 000 OO- 0O OOOTUO OOTPO 0
refs to human body -0 0 80 0-390 0O0O0OO0O OO0TO0 a7
Videodisc — — 0 — I3 = == =200 = = 33
refs to health professionas — - - - - 0- - - - - 0- - - 0
positive - - - - - - 0- - - - =0 - - - 0
negative - = = - - 0- - - - = 0- - - 0
neutral - - - - - - 0- - - - -0 - - - 0
refs to human body -—_ - - - - 0- - - - - 0- - - 0

Table E2: Portrayals of health professionals and of the bodgear 4 audio and video
resources. References to health professionalsdediteferences to workers, where they
work (e.g. hospitals), what they treat (e.g. disspand what they do (e.g. first aid).
Numbers except those in the first row refer to neralof minutes (fractions of minutes
have been rounded to the nearest minute).

Unit 1 2 3 4 5 6 7 8 91011 12 13 14 15 16 Totals

Audio 42 46 25 57 64 22 78 131 42 27 84 74 37 70 163 37 999
refs to health professionals 0O 2 0 00O 1 0O0OOTO0ODO0OO0O OO 3
positive 0O 0 0O0OO0O OO OOOTOUOUOO O0OUD0o0 0
negative 00 0 0 0OOO O OOOOUOOTU O 0o 0
neutral 0 0 20000 1 0O0O0OO0OUO0OO0O OTPO 3
refs to human body 00 0 0O OOO O OOOTOOO 00O 0
Video - - - - - - - - - - - - =17 - 29 46
refs to health professionas - - - - - - - - - - — - 0 - O 0
positive - - = = = = = - - - - - - 0 - 0 0
negative - - = - - - - - - - - - - ©& 0 0
neutral - - - = = - - - - - - - - 0 -0 0
refs to human body - - = - - - - - - - - - - 9 0 0
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Table E3: Portrayals of health professionals and of the bodgear 5 audio and video
resources. References to health professionalsdediteferences to workers, where they
work (e.g. hospitals), what they treat (e.g. dissqand what they do (e.qg. first aid).
Numbers except those in the first row refer to neralof minutes (fractions of minutes
have been rounded to the nearest minute).

Unit 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 Totals

Audio 143 216 78 21 99 139 56 201 126* 85 70 *211 *55 1500
refs to health professionals 00 0 04 00 O O 0 0 O 0 4
positive 0O 00 0O 0O OO O O 0 0 O 0 0
negative 0O 0 0 00O OO0 0 O 0 0 O 0 0
neutral 0O 0 0 0O 4 0 O O O 0 0 O 0 4
refs to human body 00 0 00O OO O O 00 O 0 0
Video — — 4545 - 4068 43 - - 36 79 - - 46 - 402
refs to health professionals - - ® - 01 0-- 50- -0 - 15
positive - - 0 9 - o0 0-- 0O0- -0 - 9
negative - - 0 0 - o1 0-- 0O0- -0 - 1
neutral - - 00 - oo 0-- 50- -0 - 5
refs to human body - - 00 - oo 0-- 0O0- -0 - 0

* Shared resource pack for units 9 and 10; unitarid14; and units 15 and 16.

Table E4: Portrayals of health professionals and of theyhndrear 6 audio and video
resources. References to health professionalsdediteferences to workers, where they
work (e.g. hospitals), what they treat (e.g. disspand what they do (e.g. first aid).
Numbers except those in the first row refer to neralof minutes (fractions of minutes
have been rounded to the nearest minute).

Unit 1 2 3 45 6 7 8 91011 12 13 14 15 16 Totals

Audio 55 10 51 130 — 42 111 205 96 46 70 64 90 122 168 16 1276
refs to health professionas 00 0 O0- 0 0O 0 0O 0 0 0 O O O O 0
positive 000 0-0 O OOOOOO O o00o 0
negative 00 0 0- 0 O OO0OOOOO O o0wo 0
neutral o000 0- 0 O OOOOOO O O00o 0
refs to human body oo o 0- 0 O OO0 O O OO O 0o 0
Video - - - - - - - - - -18313- - - 30 126
refs to health professionas - - - - - - - - - 00 - - - 0 0
positive - - - - = - - - - 00- - -0 0
negative - - - - —- - - - - 00- - -0 0
neutral - - - - — - - - - 00- - -0 0
refs to human body - - - - - - - - - 00- - -0 0
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Table E5: Representations of health professionals and dbdldy in Year 7 audio and
video resources. References to health professior@disied references to workers, where
they work (e.g. hospitals), what they treat (eigedses) and what they do (e.g. first aid).
Numbers except those in the first row refer to neralof minutes (fractions of minutes
have been rounded to the nearest minute).

Unit 1 2 3 4 5 6 7 8 9 10 11 12 Totals

Audio 85 47 84 15 137 36 66 84 60 76 61 -— 751
refs to health professionals 00 0 O o 0 0 O O O o0 - 0
positive 0 0 0 O 0O 0 0 0 0 O O - 0
negative 00 O O o 0 0 O O O o0 - 0
neutral 0 0 0O O 0O 0 0 0 0 O O - 0
refs to human body 00 O O o 0 0 0O O O o0 - 0
Video - 21 - 98 - 57 - - 26 - - - 202
refs to health professionals - o 0 - 0o - - 0o 1 - - 1
positive - 0 - 0 - 0o - - o o0 - - 0
negative - 0 - 0 - 0o - - o o0 - - 0
neutral - 0 - 0 - 0o - - 0o 1 - - 1
refs to human body - 0- 0 - 0o - - o o0 - - 0
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