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Abstract 

Maternity unit closures in rural and remote areas of Australia have led to a notable gap 

in services for pregnant women. In cases where midwives are unavailable and suitable 

facilities are inaccessible, registered nurses (RNs) are expected to take on the 

responsibility. Although maternity education aims to prepare RNs for such situations, 

there is little evidence to suggest it fully meets their needs. The broad generalist scope 

of practice of remote RNs, combined with the unique challenges of living and working in 

rural and remote locations, adds to the stress. The added responsibility of providing 

maternity care only intensifies this pressure. However, the experiences of nurses caring 

for pregnant women in these settings have not been explored. 

Phenomenology was used in this study as a way of exploring and interpreting the 

experiences and perceptions of rural and remote nurses who provide care for pregnant 

women. RNs working in rural and remote health facilities without maternity services 

were recruited using a purposive sampling method. Semi-structured conversational 

interviews were conducted, recorded and transcribed verbatim. van Manen’s 

phenomenological six-step method and Gadamer’s hermeneutic circle were used to 

guide the research from data collection to completed analysis. 

Eight nurses participated, and three key themes with several sub-themes emerged from 

the data: (1) Being in the world of the rural and remote nurse, where participants 

described the unchangeable aspects of rural nursing that must be considered as a 

whole; (2) Scope of practice – unprepared or underprepared, in which participants 

expressed feeling unprepared, both theoretically and practically, as well as mentally, to 

care for pregnant women despite their extensive nursing skills; and (3) Moral distress, 

which extended to feelings of unpreparedness to feelings of inadequacy, fear, and 

concerns about the suitability of care provided.  

The findings indicate that, at some point, rural and remote nurses will be responsible for 

caring for labouring and/or pregnant women, and the women in these areas face a 

higher risk of complications due to lower social determinants of health. Although 

participants expressed pride in their nursing abilities and job satisfaction, they 

unanimously highlighted the fragmented and insufficient care resulting from an 

overstretched and under-resourced workforce.  
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This study highlights the experiences and perceptions of nurses delivering maternity 

care in rural and remote settings, a previously neglected topic. The voices of these RNs 

deserve recognition and attention from policymakers in government and clinical 

practice. Both the nurses and the women they care for require additional support. 
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Chapter 1: Introduction 

1.1 Introduction  

The past two decades have seen a staggering 43% closure of rural maternity services in 

Queensland (Hirst, 2004; Hirst, 2005; Kildea et al., 2016). Women who live in those areas 

account for 18% of the total number of women who gave birth in the state and the 

ramifications have forced over half to leave their communities to have their babies 

(Department of Health and Ageing [DoHA], 2015). The 2022/23 annual report, released 

by the Australian Health Practitioner Regulation Agency (AHPRA) (2023), showed 

453,515 nurses registered in Australia, of which only 26,344 (5.8%) held dual registration 

as a midwife. Rural and remote areas have a slightly higher nursing full-time equivalent 

(FTE) per 100,000 people compared to major cities. However, according to the 

Australian Institute of Health and Welfare (AIHW) (2024a) that workforce also 

demonstrates a transient and ageing demographic. Furthermore, people in these areas 

generally have poorer access to health services due to the distances they need to travel 

(AIHW, 2018, 2022a).  

The reality of rural and remote nursing practice demonstrates that at some point in their 

career, rural and remote area nurses (RNs) will care for a pregnant and/or labouring 

woman. Additionally, an increased likelihood of lower social determinants of health 

indicate that these women will have a higher risk of experiencing complications (AIHW, 

2024b, Barclay & Kornelsen, 2016). Little is known about the experiences of RNs placed 

in these situations. This chapter provides a background to the research presented in this 

thesis.  

This chapter will begin with information about myself and my background incorporating 

my impetus for this research. It will then review pertinent background information 

relating to the context of rural and remote living, health and health services, cultural 

and midwifery practices, and nursing scope of practice. This chapter will conclude with 

an outline of chapters contained within this thesis. 

1.2 About me  

I had no desire to ever become a nurse. However, with the introduction of the direct 

entry midwifery program in the late 1980s through the English National Board (ENB) 

(Radford & Thompson, 1994) this changed everything. I started to consider a profession 
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in health, and the birth of my midwifery career began in the mid-1990s in England. A 

short three years later I found myself as a clinical shift leader on a remarkably busy 12 

bed birth suite and in possession of a Bachelors (honors) degree.  

In a bid to ‘find my thing’ I navigated to clinical education and whilst I enjoyed the 

challenges and rewards of teaching and watching the positive effects it brought to 

midwives, doctors, women, and their families, I still had something missing – I just did 

not know what at that point. The life changing event of losing my mother completely 

altered my outlook and gusto for life and soon after, my husband, two teenage sons, a 

dog and I set forth on Australian soil seeking adventure and ready to trailblaze a path. I 

set off as a confident midwifery ‘Sister’ and educator with a Royal College of Midwives 

award for innovation in midwifery education tucked into my repertoire.  

I very quickly made a name for myself and not necessarily in the right way. I was 

reminded on numerous occasions when I set off to perform routine (to a United 

Kingdom [UK] trained midwife) tasks, ’you are not in the UK now Michelle.’ Hmm… I was 

beginning to realise this! People that know me will concur; I am impossible at 

maintaining the status quo and find it physically inconceivable not to ‘put my hand up’ 

when new challenges are presented to me. So, I found myself in roles that would give 

me the opportunity to make a difference (or so I hoped): midwifery educator and then 

midwifery manager. 

During turbulent times at work, a much-needed long service leave break gave me the 

opportunity to work in Alice Springs for three months. Having never worked with 

Indigenous Australian women before, I was completely overwhelmed and in awe of their 

resilience, sense of family and culture. Like a sponge, I soaked up our ‘yarning’ where we 

would swap stories of our families, our history, and our experiences. I had never 

experienced ways of working like this and was hooked. 

Back in Victoria, my patience and finally my spirit were broken as a midwifery manager. 

In a changing environment, my own principles and standards were challenged to the 

point of potentially destroying my very core as a midwife. I became overwhelmed with 

trying to navigate the fine line between management and leadership within the toxic 

culture of a health service ‘needing’ to make drastic changes if I were to meet the needs 

of women and midwives. To be honest, my time in Alice Springs had changed me. I 

stepped away. At the time, I believed I was not strong enough for the role of midwifery 

manager; I now know I was lost and destined for a different role, one that would allow 
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me to find myself as a midwife again. My husband and I took a huge leap of faith and 

moved 2500km north to remote Queensland, leaving our adult sons behind in Victoria. 

Rural and remote midwifery, and in particular midwifery education in this context, has 

brought me back full circle. There have been challenges. As a direct entry midwife 

working in a rural and remote health facility in Queensland, I was again questioned: 

’How useful would I be if I was not a nurse’? I thought at the time that this was a 

reasonable question. Most rural and remote hospitals have minimal numbers of 

maternity patients and needed staff to move between maternity and nursing roles. I 

found myself continuing to apologise for this apparent inadequacy, whilst frustratingly 

watching the employment of enrolled and registered nurses (non-midwives) in a 

maternity unit due to the short supply of dual registered midwives. In my educational 

role I was not allowed to teach certain things like advanced life support, (despite being 

educated to) as I was not a nurse. The irony, however, was in what I was allowed to 

teach - Imminent Birth to rural and remote nurses giving them the basic skills to look 

after a pregnant or labouring woman in the absence of a midwife.  

Visiting rural and remote health facilities in Queensland revealed working and living 

conditions I had never imagined, even in comparison to Alice Springs. Working out of a 

rural health service that provided maternity and birthing services, I travelled to seven 

remote health facilities that had no on-site midwifery inpatient services. One 

expectation of my role as educator was to teach nurses about imminent birth. Initially a 

full day's face to face study day preceded the implementation of a Queensland Health 

statewide education program developed in 2017, called the Imminent Birth Education 

Program (Connell, 2018). This program was very innovative, utilising an online delivery 

method to provide the theoretical component. I was lucky enough to be a part of the 

working party for this program. 

1.3 Impetus for the study 

It was during these education sessions that the impetus for this study originated. Whilst 

delivering new and refresher skills to nurses, part of my own brief was to understand 

their previous experiences and offer some kind of debrief session. At the start, there 

was trepidation from some nurses to voice their stories. The motivation to speak out 

about actual or perceived issues was complex: I was initially unknown to most, fear of 

ramifications they had done the wrong thing, feelings of inadequacy, feeling they had let 

the woman down, fear of acknowledging working outside their scope of practice, all 
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behaviours echoed by Umoren et al. (2022). All these concerns were revealed to me 

over time; initial apprehension gave way to the floodgate opening, and stories, events, 

tears, pride, fear, and joy emerged. I knew at that point that I needed to find out more 

about what rural and remote nurses were experiencing so I could be in a better position 

to help advocate for possible solutions to this issue. 

I had developed a rapport and kinship with these rural and remote nurses. My own 

feelings of being useless as a midwife rather than a nurse, in a rural and remote setting 

mirrored their feelings of inadequacy. As much as I did not want to be a nurse, similarly, 

they did not want to be midwives. The paradox was that I was not allowed to step into 

the nursing world, yet frequently the nurses were expected to step into the midwifery 

domain.  

A literature search revealed midwifery service closures in rural and remote areas were 

consistent across Australia (Evans et al., 2011; Hoang et al., 2014; Kildea et al., 2016; 

Longman et al., 2017; Sweet et al., 2015). The context of the enquiry into the deficit in 

maternity facilities focused on the impact on women, maternity policy, and procedure 

(Barclay & Kornelsen, 2016; Felton-Busch & Larkins, 2019; Longman et al., 2017) and 

how to upskill nurses to fill the gap (Belton et al. 2010; Kildea et al., 2006). No literature 

sought to ask rural and remote nurses how they felt about delivering care left by this 

deficit. 

1.4 Rural and remote  

The terms rural and remote are often used simultaneously and/or interchangeably 

(AIHW, 2020) with both encompassing areas outside Australia’s major cities and with 

remote areas being an extreme extension of rural. There are, however, distinct 

differences between the two. Smith (2016) contested that in a continent as large as 

Australia, it is not possible to have one rural or non-urban lifestyle that captures the 

diversity of people, places, and landscapes. Whereas Siberry et al. (2023) propose that 

health settings exist on a spectrum between rural and urban, yet the prevailing binary 

framework continues to dominate, leading to widespread misconceptions and poorly 

allocated resources. 

In Australia, there are several geographical classification systems commonly used. The 

Accessibility/Remoteness Index of Australia (ARIA), the Rural, Remote and Metropolitan 

Area (RRMA), the Australian Statistical Geography Standard- Remoteness Areas (ASGS-
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RA) and the Modified Monash Model (MMM) (Australian Bureau of Statistics [ABS], 

2018). There are benefits and disadvantages to each of these systems as they all classify 

remoteness differently. ARIA measures distance (in km) to services with values ranging 

from 0 (high accessibility) to 15 (high remoteness); this system however may appoint 

dissimilar areas with the same score. RRMA uses zones of metropolitan, rural and 

remote, and seven classes within these; this system is not updated to reflect population 

growth. ASGS-RA divides Australia into five classes of remoteness based on population 

and distance to services: RA1 (major city) to RA5 (very remote). The ASGS-RA model is a 

refinement of the ARIA system, however, does not take cultural or socioeconomic 

factors into account. The Modified Monash Model (MMM) (as shown in Table 1.1) is 

based upon the ASGS-RA model and defines areas in categories ranging from MM1 

(major city) to MM7 (very remote) (Department of Health [DOH], 2019). This system is 

reviewed and updated after each census.  

The MMM was used in this study for consistency with significant documents utilised 

(Australian Government, 2023; AIHW, 2009, 2020; Wakely et al., 2019) to provide clear 

definitions and scoring criteria for each location from which participants were recruited. 

All these locations were classified as MM7. 

Table 1.1: Modified Monash Model for Classification of Remoteness   

Modified Monash 

Category    

(DOH, 2019) 

Description including the Australian Statistical Geography 

Standard – Remoteness Area (2016) 

MM1 Metropolitan areas: (ASGS-RA1) Major cities accounting for 

70% of Australia’s population 

MM2 Regional centre: Inner (ASGS-RA 2) and Outer Regional (ASGS-

RA 3) areas that are in, or within a 20km drive of a town with 

over 50,000 residents.  

For example: Hobart, Bundaberg, Townsville, Darwin, Mackay. 

MM3 Large rural towns: Inner (ASGS-RA 2) and Outer Regional 

(ASGS-RA 3) areas that are not MM 2 and are in, or within a 

15km drive of a town between 15,000 to 50,000 residents. For 

example: Coffs Harbor, Maryborough, Kalgoorlie. 
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MM4 Medium rural towns: Inner (ASGS-RA 2) and Outer Regional 

(ASGS-RA 3) areas that are not MM 2 or MM 3 and are within 

a 10km drive of a town with between 5,000 to 15,000 

residents. For example: Port Augusta, Charters Towers, 

Moree. 

MM5 Small rural towns: All remaining Inner (ASGS-RA 2) and Outer 

Regional  

(ASGS-RA 3) areas. For example: Mount Buller, Mossman, Port 

Fairy. 

MM6 Remote communities: Remote mainland areas (ASGS-RA 4) 

AND remote islands less than 5kms offshore. For example: 

Cape Tribulation, Lightning Ridge, Alice Springs, Mount Isa, 

Mallacoota, Port Hedland. Additionally, islands that have an 

MM 5 classification with a population of less than 1,000 

without bridges to the mainland will now be classified as MM 

6 for example: Bruny Island. 

MM7 Very remote communities: Very remote areas (ASGS-RA 5). 

For example: Longreach, Mornington Island, Thursday Island 

and all other remote island areas more than 5kms offshore. 

Source: From Department of Health (2019) 

1.5 Health and demographics in a rural and remote setting 

The significance of accurate classification becomes pertinent when informing health 

policy development and subsequent distribution of resource allocation. The health 

status of the population is collected to determine National Health Priorities. There are 

three main indicators used for this: life expectancy, causes of death and morbidity 

(AIHW, 2022b). The National Health Priority areas focus on specific chronic conditions: 

cardiovascular health, cancer control, injury prevention and control, mental health, 

obesity, dementia and diabetes (Primary Health Network (PHN) for country South 

Australia, 2020). These are said to impact the three indicators representing a significant 

health burden (Smith, 2016). Health needs of rural and remote populations need 

consideration.  Twenty eight percent of Australians live in rural and remote areas, the 

contribution of geographical location and poorer health outcomes deliver unique 
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challenges. Data demonstrates higher rates of hospitalisations, injuries and deaths as 

well as poorer access to primary health facilities (AIHW, 2022b).  Taking into 

consideration areas focused on by the National Health Priority, the AIHW (2022b) 

reports a higher health differential for rural and remote Australians, when compared to 

those living in a major city, in arthritis, asthma and diabetes. The burden of disease for 

living with a chronic condition or dying prematurely from the condition is 1.4 times and 

1.8 times higher respectively (AIHW, 2022b). 

The concept of health is inherently complex and multifaceted. According to the AIHW 

(2024b), the determinants of health encompass factors that are beyond an individual's 

control, such as gender, culture, and genetics. Additionally, there are social 

determinants that may be within an individual's control to varying degrees, including 

employment, housing, and protection. 

When examining health inequalities within rural and remote populations, the 

significance of these determinants becomes evident. For instance, when comparing rural 

and remote populations to those residing in major cities, disparities in income and social 

status are apparent. Rural and remote populations have an average income that is 19% 

lower and a mean household net worth that is 30% less than their urban counterparts. 

Furthermore, educational attainment also differs significantly, with only 54-57% of rural 

and remote Australians having completed year 12 education, compared to 77% in major 

cities (AIHW, 2024b). 

The physical and social environments in rural and remote areas are directly related to 

health outcomes. Factors such as living conditions, social isolation, and distance from 

essential services have been documented as influential (Mills et al., 2010; Smith, 2016; 

Welch, 2000). These environmental determinants further exacerbate health disparities, 

highlighting the need for targeted interventions to address the unique challenges faced 

by rural and remote populations. 

The majority of agriculture, particularly grazing and cropping, occurs in regional, rural, 

and remote Australia (Australian Bureau of Agricultural and Resource Economics and 

Sciences [ABARES], 2024; Brown et al., 2020). Of the 239,093 employed in farming, 81% 

are reported as living in regional areas (ABARES, 2023). Agriculture is recognised as 

being one of the most dangerous occupations involving workplace injury (Safe Work 

Australia, 2016). This coupled with a reported indifference to health care (Brumby et al., 

2006; Dixon & Welch, 2000; Hull et al., 2022) and the aforementioned social 
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determinants places farmers and their families at even greater risk of poor health. Elliot-

Elliot-Schmidt and Strong (1997) propose that indifference to health among rural and 

remote populations is closely linked to their perceptions. Specifically, individuals in 

these areas often regard seeking medical assistance as an inconvenience that interferes 

with their work and may be perceived as a sign of weakness. This perspective is further 

supported by Brumby et al. (2006) who observed that farmers tend to equate adequate 

health with the ability to fulfill work-related demands. 

Moreover, mental health issues are particularly salient in this context. Brew et al. (2016) 

highlight that Australian farmers are significantly less likely to seek help for mental 

health concerns compared to their non-farming counterparts, with farmers being only 

half as likely to pursue such assistance. This reluctance underscores the broader 

challenges faced by rural and remote populations in accessing and prioritising 

healthcare services. 

The health status of Indigenous Australians is significantly worse than that of Australia’s 

non-Indigenous population on every health indicator, with lower life expectancies, 

higher burden of disease, higher likelihood of hospitalisations and poorer self-reported 

health (AIHW, 2021, 2022b; Dixon & Welch, 2000; Smith, 2016). Between 18 and 44% of 

Indigenous Australians live in regional, remote, and very remote areas with the 

proportion of total population who identify as Indigenous increasing from 1.8% in major 

cities to 32% in remote areas. Such are the issues that in 2008, following the National 

Apology to Australia’s Indigenous Peoples (Rudd, 2008), the first Closing the Gap report 

(Australian Government, 2009) was produced with an aim of building a ‘fairer’ Australia. 

This report highlighted six key targets:  

1. Close the life expectancy gap within a generation 

2. Halve the gap in mortality rates for Indigenous children under five within a 

decade 

3. Ensure access to early childhood education for all Indigenous four-year-olds in 

remote communities within five years 

4. Halve the gap in reading, writing and numeracy achievements for children 

within a decade 

5. Halve the gap for Indigenous students in year 12 attainment rates by 2020 
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6. Halve the gap in employment outcomes between Indigenous and non-

Indigenous Australians within a decade 

                                                                             (Australian Government, 2009, p. 5) 

Despite 16 years and 12 reports, the targets set forth have yet to be achieved. In 2019, a 

formal partnership agreement was established between the Commonwealth 

Government, state and territory governments, and the Coalition of Peaks. This 

agreement initiated a process of Indigenous consultation and co-design aimed at 

refreshing the Closing the Gap targets, as well as revising the prevailing strategy and 

ideological underpinnings (Bond & Singh, 2020; National Indigenous Australians Agency 

[NIAA], 2020). In the second and most recent report since the establishment of this 

partnership, the Australian Prime Minister, the Hon Anthony Albanese, emphasised the 

necessity for change by stating, “We cannot keep doing the same thing and expect to 

achieve a different outcome” (Australian Government, 2024, p. 2). In the same 

document, this sentiment was echoed by the Minister for Indigenous Australians, the 

Hon Linda Burney, who declared, “it is completely unacceptable that only four of the 19 

targets are on track” (p. 4). The report underscores that, while there has been progress 

in certain areas, significant challenges persist. It is evident that ongoing efforts are 

essential to achieve meaningful and sustainable improvements in Indigenous health, 

wellbeing, and social equity.  

The shortage of Aboriginal and Torres Strait Islander nurses in remote Australia 

continues to present a critical challenge, with many communities lacking culturally 

representative healthcare providers. This absence contributes to ongoing health 

inequities and limits the delivery of culturally safe care. National and state initiatives are 

attempting to address this gap through targeted recruitment strategies, culturally 

responsive education programs, and financial and mentoring support for Indigenous 

students pursuing nursing and midwifery careers. However, at the time of completing 

this research, there were no Indigenous nurses employed in any of the areas studied, 

which highlights and further emphasises the severity of the problem. Recent workforce 

reports confirm that the proportion of Indigenous nurses remains disproportionately 

low compared to population needs, and that sustained investment in Indigenous 

workforce development is urgently required to improve access, trust, and health 

outcomes for Aboriginal and Torres Strait Islander peoples (AIHW, 2024a; Department of 

Health and Aged Care [DHAC], 2023a). 
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Planning of health services to better meet the needs of the rural and remote population 

is suggested by the Queensland Health rural and remote services framework as needing 

to consider “geographical location, health service needs, distribution of population, 

transport networks, workforce supply, the availability of appropriate infrastructure and 

equipment, information communication technology requirements and available 

funding” (Queensland Health, 2014, p. 7). Whilst this is an extensive and complex list, 

the aims of the framework were focused on improving quality and equity within a 

sustainable configuration of health services. Use of this framework is considered in 

conjunction with the Clinical Services Capability Framework (CSCF) (Queensland 

Government, 2022).  

The CSCF describes service capability levels for public and licensed private health 

facilities within Queensland. Within specific service modules (for example, intensive 

care, emergency, mental health, surgical, neonatal, and maternity) there are minimum 

requirements for that service by capability level. The capability levels run from low level 

1 (low complex ambulatory care) to high level 6 (high complex inpatient and ambulatory 

care). The capability level criteria within the CSCF include service description, service 

requirements, workforce requirements, specific risk considerations, and support service 

requirements (Queensland Government, 2022). These criteria are particularly vital in 

rural and remote areas, where access to comprehensive health services is often limited, 

requiring tailored solutions to meet the needs of geographically dispersed populations. 

1.6 Maternity services in rural and remote Australia  

Between 1995 and 2015 over 150 maternity units in Australia closed, 41 of these were 

located in Queensland and are shown in Figure 1.1 (Australian College of Midwives 

[ACM] & Rural Doctors Association of Australia [RDAA], 2023; Kildea et al., 2015; 

Sinnerton, 2018). In a press release statement for the national rural maternity services 

forum, ACM Chief Midwife, Alison Weatherstone, stated: 

The risks to rural mothers and babies are enormous when there is no 

local birthing service, the costs to rural families are huge, and there are 

also significant indirect costs to rural communities – because when a 

local maternity unit is closed, doctors and midwives leave town too and 

other local health services are often lost. (ACM & RDAA, 2023, p. 1) 
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 Aligning with the minimal capability level requirements of the CSCF (Queensland 

Government, 2018), closures have been attributed to maternal and infant safety and the 

premise that closures are a lesser risk than running maternity units without obstetric 

back-up on site (Monk et al., 2013). However, there is little evidence that corroborates 

poor clinical outcomes for low-risk women, as a number of research papers 

demonstrate contradiction to this theory (Abdel-Latif et al., 2006; Cameron & Cameron, 

2001; May et al., 2007; Tracy et al., 2006) 

 

 

Figure 1.1 Queensland maternity units that have closed 

Source: From Sinnerton (2018) 

In 2011, the Department of Health and Ageing (DoHA), produced a report, The National 

Maternity Services Plan (Australian Health Ministers’ Conference, 2011) informed by a 

preceding inquiry Improving Maternity Services in Australia (DoHA, 2009). These key 
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documents reviewed maternity services in Australia highlighting inadequacies in access 

to, and choice of, maternity care for women living in rural and remote communities. 

Both documents made fundamental recommendations as priority areas for 

improvement; in particular, access issues for rural and remote women in the provision 

of maternity care. The latter document sets out a five-year strategy plan from 2010-

2015. Two years past this deadline saw the development of a further report, the 

National Framework for Maternity Services (NFMS), which established a bid to yet again 

“ensure equitable access to maternity care for all women that supports optimal 

outcomes for a woman and her baby” (Council of Australian Governments [COAG], 2017, 

Para 1), Figure 1.2 shows a visual timeline of maternity reviews and planning 

documents. Whilst maternity and consumer group pressures successfully influenced the 

re-opening of five birthing service facilities (Clinical Excellence Queensland, 2019), 

progression for most rural and remote women remains slow. 

 

 

Figure 1.2 Timeline of Maternity Reviews and Planning Documents  

Despite the intricate challenges inherent in providing maternity services in rural and 

remote areas of Queensland, contemporary discussions acknowledge the multifaceted 

consequences and risks faced by pregnant women due to closures of maternity services 

(Byrne et al., 2020; Donnellan-Fernandez et al., 2020; Jackson et al., 2012; Kildea, 2006; 
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Robinson, 2023). These ramifications for women encompass heightened feelings of 

stress, distress, and isolation, as well as less favorable outcomes and increased financial 

burdens (Barclay & Kornelsen, 2016). Additionally, reports (Longman et al., 2017; 

McLelland et al., 2013) show increased incidents of unplanned birthing, free birthing 

(where a woman choose to birth her baby outside a maternity facility without a 

healthcare professional present), and babies born before arrival (BBA). The Australia’s 

Mothers and Babies Report (AIHW, 2023a) showed in 2021, 514 mothers in Queensland 

gave birth somewhere other than a hospital, birth centre or home.  That number has 

increased proportionate with rural hospital closures. Unfortunately, exact data for these 

women has not been collected. Such outcomes are often attributed to inadequate 

antenatal care and/or delays in seeking hospital care, often stemming from 

apprehensions about being compelled to leave their community for childbirth (Barclay 

et al., 2016; Kildea et al., 2016). The percentage of women birthing away from their 

usual rural and remote Queensland Hospital and Health Service (HHS) ranges from 11% 

to 68%, a stark contrast to Queensland's regional and metropolitan HHS, where the 

highest rate is merely 8% (Clinical Excellence Queensland, 2019).  

The closure of maternity services can also have broader implications for the 

sustainability and viability of rural communities. Access to local maternity services is not 

only crucial for maternal and infant health but also for the social and economic well-

being of communities. The closure of birthing services may deter young families from 

settling in rural areas, leading to population decline and further strain on local resources 

and services. 

Cultural considerations play a significant role in the experiences of women birthing in 

rural and remote Australia. Indigenous women often face unique challenges and 

considerations due to cultural beliefs, traditions, and historical factors. For Indigenous 

women, childbirth is often viewed as a deeply spiritual and communal event, with 

traditional practices and ceremonies playing a central role (Kosiak, 2021). Accessing 

culturally appropriate maternity care in rural and remote areas can be challenging, with 

limited availability of Indigenous midwives or culturally sensitive healthcare providers 

(McCalman et al., 2018). However, the importance of culturally safe maternity care for 

Indigenous women in rural and remote Australia goes beyond cultural competence and 

acknowledges the power imbalances and systemic issues that can impact Indigenous 

women's experiences of childbirth (Kruske et al., 2016). Care involves creating an 
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environment where Indigenous women feel respected, supported, and empowered to 

make informed decisions about their care (Felton-Busch & Larkins, 2019; Kosiak, 2021).  

The reproductive health and outcomes for Indigenous women and their infants exhibit 

notable disparities compared to the non-Indigenous population. In the period 2012 – 

2021, the maternal mortality rate (MMR) for Indigenous women was 16.8 per 100,000 

women giving birth, in comparison to a rate of 5.3 per 100,000 non-Indigenous women 

(AIHW, 2023b). The stillbirth rates for First Nations babies are 1.6 times higher and 

neonatal deaths 1.8 times higher than for non-Indigenous babies (AIHW, 2023c). 

In an article by Robinson (2023) high profile maternity care leaders Professor Sue Kildea, 

Professor Ruth Stewart and the ACM chief midwife Alison Weatherstone believe that 

midwifery services in rural and remote Australia are now at crisis point, a situation, they 

suggest, is not insurmountable. Reprioritisation of midwifery services through innovative 

approaches that invest in midwifery continuity of care models and the workforce is the 

solution put forward (ACM & RDAA, 2023).  Like-minded reports and midwifery research 

uphold the safety and cost-effectiveness of midwifery models (Bradow et al., 2021; 

Robinson, 2023; Sinnerton, 2018). Queensland’s Chief Midwife, Liz Wilkes, simplifies this 

as explicitly, allowing midwives to work to their full scope of practice (Sinnerton, 2024). 

1.7 Midwifery practice in the rural and remote context 

Midwives are uniquely essential to the provision of quality of care for pregnant women 

and newborns in even the most difficult humanitarian, fragile and conflict-affected 

settings (World Health Organisation [WHO], n.d.). Midwifery in Australia is a stand-alone 

profession with entry into that profession by one of two means; either as a registered 

nurse who then completes a post graduate midwifery course, or by completing a 

Bachelor of Midwifery either by itself or alongside a Bachelor of Nursing. Traditionally 

within Australia midwives were primarily nurses, with the introduction of direct entry 

Bachelor of Midwifery in 2002 (Gray & Smith, 2017). The introduction of the single-entry 

program was borne from a desire by the profession to separate from the nursing 

medical model, a shortage in recruitment of a skilled and competent midwifery 

workforce and the ability for cross continental midwifery working (Gray & Smith, 2017; 

Leap, 1999; Yates et al., 2013).  

Employers in rural and remote healthcare settings tend to prioritise hiring dual 

registered midwives, as evidenced by research (Bull et al., 2023; Kensington & Rankin, 
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2021; Longman et al., 2017; Reiger, 2000). These midwives possess the capability to 

fulfill various roles across multiple clinical domains (Yates et al., 2013), making them 

appear more flexible. However, the reality of small rural and remote hospitals presents 

these midwives with the challenge of maintaining competence and confidence during 

periods of low midwifery activity (Bull et al., 2023; Yates et al., 2011) or when emergent 

nursing requirements are prioritised over routine midwifery tasks (Hundley et al., 2007; 

Kensington & Rankin, 2021) thus leading to dampening of their midwifery skills (Hoang 

et al., 2012). 

The availability of midwives working in the Australian rural and remote context is 

diminishing for several reasons. Australia in general has faced a concerning trend of 

declining midwifery workforce. The DHAC (2023b) report shows a reduction of 2,132 

dual registered midwives between 2018 and 2022; however, the numbers of single 

registered midwives showed an increase of 1,319 for the same period. There is also a 

growing concern that the impact of an ageing midwifery workforce will further decline 

numbers as older midwives retire (Callander et al., 2021; Schofield & Beard, 2005). This 

is evident particularly within the rural and remote data, which shows the average age of 

employed nurses and midwives raises by five years commensurate with rurality (DHAC, 

2023a) with the highest proportion of midwives being aged between 55 – 65 years 

(DHAC, 2019). In addition, rural midwives are reportedly working lesser hours than their 

metropolitan counterparts (National Rural Health Alliance [NRHA], 2019).  

There have been several attempts to address recruitment and retention in rural and 

remote contexts. Attracting new midwives to the profession has been shown by 

research to involve students coming from a rural background and/or having a positive 

rural placement in their education (Dunbabin & Levitt, 2003; McElroy et al., 2022). 

Consequently, universities are focusing on working with health industry partners to 

attract students from local communities and provide opportunities and support students 

with rural placements (Centre for Rural and Remote Health [CRRH] & James Cook 

University [JCU], n.d.; O'Connor, 2018; Walsh et al., 2023a). Financial incentive schemes 

to attract existing midwives have also been employed (Queensland Health, 2023). 

However, Smith (2016, p. 275) suggests that in the ‘pull and push factors’ for 

recruitment and retention, “financial incentives come only halfway down an extensive 

list of 11 with factors such as lifestyle, rural background and attractive location coming 

before”.  
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Despite these attempts, there is growing evidence of departure from the profession due 

to factors such as disillusionment of the role and the profession, stress, and exhaustion 

(Ball et al., 2003; Harvie et al., 2019). The loss of skilled midwives negatively impacts the 

sustainability of midwifery care, with the shortage also intensifying the workload and 

stress experienced by remaining midwives, potentially compromising the quality of care 

delivered. Consequently, the declining midwifery workforce in Australia not only 

threatens maternal and neonatal health outcomes but also widens the disparity in 

healthcare access between urban and rural populations. 

1.8 Nursing scope of practice  

Currently, programs of study for nursing in Australia do not cover midwifery theory. 

Whilst the Nursing and Midwifery Board (Nursing and Midwifery Board of Australia 

[NMBA], 2013) require nursing students to complete a minimum of 800 hours clinical 

placement in a variety of settings, there is no requirement for student nurses to attend a 

maternity related setting or even witness a birth. The Scope of Practice and Capabilities 

of Nurses' Fact Sheet, when describing the two separate professions of nursing and 

midwifery, clearly states “each of these titles [nurse and midwife] are protected under 

the National Law with each having different education, knowledge, skills and standards 

for practice and different responsibilities and activities” (NMBA, 2022, p. 1). Whilst the 

Scope of Practice of an Enrolled Nurse (EN) states they provide nursing care under the 

supervision of or delegated to them by a registered nurse (RN) or midwife, there is no 

such caveat under the RN for the provision of midwifery care. Indeed, there is no 

reference to the provision of maternity care in the RN activities within their scope of 

practice (NMBA, 2013). What is stated in standard 3 of the Registered Nurses Standard 

for Practice is that “RNs, as regulated health professionals, are responsible and 

accountable for ensuring they are safe, and have the capability for practice” (NMBA, 

2016a, p. 4) alongside standard 6.2 that emphasis the RN “practises within their scope of 

practice” (p. 5) and standard 1.5 stating the RN “uses ethical frameworks when making 

decisions” (p. 4). 

Considering the governing statements for nursing practice in Australia, the confusion 

surrounding the RN scope of practice is evident (Bragg & Bonner, 2015; Kidd et al., 2012; 

Parker et al., 2013; Smith et al., 2019). Interestingly, there is no such confusion 

regarding the scope of practice for midwives, who are not expected to include RN 

activities in their practice. Understanding the needs of rural and remote Australians, as 
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discussed earlier in this chapter, highlights the need for rural and remote RNs to have a 

wider, generalist set of skills and scope to manage the specific context of practice 

(National Rural Health Commissioner [NRHC], 2022).  

To address this, the first national rural and remote nursing generalist framework (2023–

2027) was developed. This framework outlines the comprehensive skill set required for 

nurses to work to their full scope of practice as rural and remote nursing generalists 

(NRHC, 2022). It encourages RNs to leverage their entire skill set across various stages of 

care and lifespan, advocating for clinical bravery and extending abilities beyond familiar 

territories. The framework is further supported by the Commonwealth of Australia's 

document, which recommends that all health professionals in sexual and reproductive 

health work safely to their full scope (Senate Community Affairs References Committee, 

2023). 

However, this extension of scope does not apply to midwifery. Maternity and antenatal 

care by nurses is only discussed in the context of working with midwives as part of a 

multidisciplinary team (Homer, 2022; NRHC, 2022). Despite the lack of midwives in rural 

and remote locations, the question remains why nurses are providing care to pregnant 

women when it is clearly outside their scope of practice and not endorsed by governing 

bodies. 

The exploration of the RN scope of practice through the development of the national 

rural and remote nursing generalist framework sets the stage for understanding the 

deeper associations and links between phenomenology and nursing that will be 

addressed in upcoming chapters. However, as stated by Cohen et al. (2000), beginning 

research is like a beginning, a journey worth the time and trouble and what researchers 

learn about themselves along the way is often the most important part of the process. In 

research, as in marriage, having wonderful partners with whom to share the process will 

make the journey more fun and a richer experience (Cohen et al., 2000). What will 

transpire over the coming chapters and borne from the soul searching displayed early in 

this chapter is the revelation of relationships built on this journey. Thus, this journey has 

enabled a life-changing experience for myself, and hopefully for rural and remote 

nurses.  

This study aimed to examine the insufficiently documented experiences of rural and 

remote registered nurses in providing care to pregnant women. The central research 

question underpinning this investigation is: ‘What are the experiences and perceptions 
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of RNs who deliver maternity care in these resource-limited environments?’ By exploring 

these experiences, the study aims to generate a nuanced understanding of how such 

circumstances affect not only the provision of care to mothers and babies but also 

influence the nursing workforce and the wider healthcare system.  

1.9 Conclusion 

This chapter has provided an overview of my background and impetus for this study, 

highlighting the significant challenges faced by rural and remote nurses and midwives in 

Queensland. It has also reviewed pertinent background information relating to the 

context of rural and remote living, health services, cultural and midwifery practices, and 

nursing scope of practice. The following chapters will delve deeper into these issues, 

exploring the experiences of rural and remote nurses and proposing potential solutions 

to improve support and outcomes for both healthcare providers and the communities 

they serve. 

1.10 Structure of thesis 

Chapter Two will provide an outline of current literature in relation to rural and remote 

nurses. Chapter Three discusses the philosophical underpinnings of the research 

approach taken and the reasoning for the chosen methodology of Hermeneutic 

interpretive phenomenology, including a historical examination of this methodology. 

Chapter Four explores how van Manen’s methodological themes guided the research 

and describes the methods used to obtain and analyse the data, including ethical 

considerations and methodological rigour. 

Chapter Five introduces the participants of the study giving a contextual view of the life 

of the rural and remote nurse. This chapter will also detail the interview process and 

how a reflective diary was used to enhance reflexivity and transparency. Chapter Six 

explores the interpretation of the data collected, revealing the experiences and 

perceptions of the rural and remote nurses in providing care to pregnant women 

through the identification of three main themes: (i) Being-in-the-world of the rural and 

remote nurse: (ii) Scope of practice – unprepared or underprepared: and (iii) Moral 

distress. Each of these themes will be supported by the words of the participants. 

Chapter Seven discusses the themes in relation to the available, relevant literature. The 

final chapter, Chapter Eight, will address limitations to the study, and suggest 

recommendations for practice, education, research and policy.  
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Chapter 2: Literature review 

2.1 Introduction 

Some discussion regarding methods undertaken will necessitate the use of first-person 

language relating to myself as the Principal Investigator (PI). 

The PI’s interest was sparked by personal experiences while facilitating and delivering 

basic emergency maternity training to rural and remote nurses. It became apparent that 

the stress and anxiety associated with potential and actual birthing events were 

significant. The reality of rural and remote practice indicates that, at some point in their 

careers, RNs will inevitably care for pregnant and/or birthing women. Furthermore, the 

increased likelihood of low social determinants of health, which are prevalent in rural 

and remote living conditions, suggests that these women are at a higher risk of 

experiencing complications (Barclay & Kornelsen, 2016; Queensland Health, 2009 - 

2016). 

As previously discussed, the landscape for maternity care in rural and remote Australia 

has undergone significant changes over the past decade. These changes have had varied 

consequences for different groups, including RNs. However, as presented in the 

previous chapter, the impact on RNs does not occur in isolation. Exploring the literature 

in hermeneutic research extends beyond merely justifying the study; it involves 

considering the broader context. Therefore, it was essential to situate RNs within the 

rural and remote maternity care environment to provide a comprehensive 

understanding. 

Engaging in a literature review at an early stage is sometimes argued to potentially 

influence the researcher and lead to less innovative methodological choices (Finlay, 

2009; Kumar & Owen, 2019). However, Lockhart and Resick (2014) challenge this view; 

suggesting that clarifying the problem and its significance is crucial, particularly for 

novice researchers. Furthermore, guiding the reader to understand how this research 

addresses any knowledge gaps is paramount (Cohen et al., 2000) and prevents aspects 

being viewed in isolation (Aveyard, 2019). The justification of the PI’s research topic is 

thoroughly addressed through the examination of existing literature presented within 

this chapter (Creswell & Creswell, 2018).  The study is systematically situated within the 

broader body of research, while employing phenomenology as an appropriate 

methodological framework. This approach offers a fresh perspective on the challenges 
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and experiences of rural and remote nursing, as demonstrated through the discussions 

in preceding and forthcoming chapters (Cohen et al., 2000).  

Two reviews were undertaken. The first was a review to ascertain the outcomes 

resulting from births that occur in a non-birthing facility in rural and remote Australia 

(rural and remote birthing), and the second was a review examining what challenges 

and enablers elicit job satisfaction in rural and remote nursing in Australia (rural and 

remote nurses). The former review has not been published and has been included in the 

thesis as Appendix 1, and the latter review was published in a peer reviewed journal 

titled ‘Nurse Education in Practice’ and is included in this chapter. 

A preliminary literature search, assessing the range and diversity of literature 

associating rural and remote area nurses and birthing in a remote non-birthing facility 

was undertaken prior to these reviews as suggested as good practice by Aveyard (2019). 

This search produced no literature; therefore, the research question was refined to 

‘exploring the impact on mothers, babies, the workforce, and the healthcare system.’  

2.2 Review ascertaining the outcomes resulting from births that occur 

in a non-birthing facility in rural and remote Australia 

A systematic review (Appendix 1) was conducted to ascertain the outcomes resulting 

from births that occurred in a non-birthing facility in rural and remote Australia and 

what impact this had on mothers, babies, the workforce, and the healthcare system. 

This review was submitted but not accepted for publication; however, the information 

gained was deemed pertinent as background to this study and thus will be discussed 

briefly in this chapter. 

During the first systematic literature search, international studies, in particular 

Canadian, were reviewed and analysed. Despite similarities in the remote working 

conditions and Indigenous populations between Australia and Canada, there are 

differences in Canadian nurse education, namely the Canadian RN being able to obtain a 

certificate in ‘obstetric nursing’ (Faculty of Health Sciences and Wellness, 2020).  It was 

decided that these disparities in scope of practice would not align with the review's 

aims, and these papers were excluded. 

In Australia, a significant closure (41%) of small rural and remote maternity units 

occurred over the preceding three decades. This article explored the outcomes of what 

birthing in a rural and remote non-maternity setting means to those involved. What 
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transpired from this review was limited research into the impact birthing outside a 

maternity facility has on mothers, babies, the workforce, and the healthcare system. 

What has been highlighted is the multifactorial complexity of rural and remote 

maternity services and the need for further research into this area. 

2.3 Review of the challenges and enablers that elicit job satisfaction in 

rural and remote nursing in Australia 

McElroy, M., Wicking, K., Harvey, N., & Yates, K. (2022). What challenges and enablers 

elicit job satisfaction in rural and remote nursing in Australia: An Integrative review. 

Nurse Education in Practice, 64, 103454. 

https://doi:https://doi.org/10.1016/j.nepr.2022.103454 

 

Research into any relationship between midwifery service and the role of the nurse in 

the rural and remote setting is meagre at best. As shown in the previous review, when 

an association has been made it is focused on upskilling of the RN to meet service needs. 

Following the previous review and to develop a deeper understanding of the current 

workforce conditions for RNs, an integrative literature review was undertaken to 

provide a comprehensive understanding of the remote area nurse phenomenon. 

This article explored job satisfaction for RNs through the identification of challenges, 

enablers and stressors. The results, as in the rural and remote birthing review, again 

highlighted multifactorial complexities of which some were unchangeable. However, 

many warranted further attention. Indeed, where interventions had been employed, 

these studies drew attention to positive outcomes. 
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2.5 Conclusion 

This chapter has provided a context from which to situate the nurses in this study. The 

chapter has highlighted the gaps in rural and remote midwifery service delivery and the 

impact and current working conditions for RNs. Situational freedom, as termed by 

Leonard (1989), suggests that the RNs, whilst not constrained to make choices, are 

circumscribed by the specific conditions of rural and remote working. As multi-skilled 

generalist healthcare workers, RNs are consistently asked to work to the limits of, and 

often beyond, their scope of practice. To date there is no literature that explores nurses’ 

thoughts and feelings on this phenomenon. This thesis will explore the perceptions and 

experiences of registered nurses who do not hold a midwifery qualification and are 

providing care to pregnant women in a rural or remote setting, answering the research 

question "What are the experiences and perceptions of RNs working in a rural and 

remote setting who provide care to pregnant women in the absence of midwives?"  

The following chapter presents a detailed exploration of the methodology chosen for 

this study, phenomenology. This chapter will examine the historical and theoretical 

underpinnings of phenomenology and its relationship with and justification for this 

study. 
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Chapter 3: Methodology 

Throughout this chapter, discussion utilising my own philosophical standpoint in relation 

to my chosen methodology will necessitate the use of first-person language. 

3.1 Introduction 

This chapter will initially explore my philosophical position that led me to choose 

phenomenology as the methodology for this research. The history of phenomenology 

will be examined, discussing the works of Edmund Husserl, his student Martin Heidegger 

and the later scholar Max van Manen. An explanation as to why a hermeneutic 

(interpretive), as opposed to a Husserlian (descriptive) approach was chosen for this 

study will be given. Finally, the nature of the lived experience and the relationship with 

nursing and how these concepts resonate with my own philosophy will be considered. 

3.2 Finding my own philosophy  

Identifying my philosophy has probably been the most challenging concept of this 

research project causing confusion and self-doubt. I first needed to reflect upon my own 

assumptions, biases, beliefs and values before I was able to articulate my own 

standpoint and position myself as a researcher. According to Alele and Malau-Aduli 

(2023) research endeavours to answer questions through an approach constructed of 

paradigms and philosophical assumptions. My understanding of how I, as a woman and 

a midwife, live my life and practice professionally, was centered around my life events 

and influences. However, as suggested by Whitehead et al. (2020) I was drawn to the 

practical application of my research rather than the theoretical foundations. I had never 

consciously considered my beliefs in the context of the terminology identified by 

philosophers, a terminology that I saw as being shrouded in intellectual thinking 

(Creswell & Creswell, 2018; Guba & Lincoln, 1994; Wahyuni, 2012).  

While Creswell and Creswell (2018) advocate for starting the research process by 

identifying a predominant worldview, my own approach diverged significantly in its 

focus and trajectory. Rather than beginning with a predefined framework or 

philosophical orientation, I prioritised a reflective exploration of existence itself and the 

influence of life experiences on my philosophical thinking. 

This perspective aligns more closely with Jaspers’ (1971) assertion that existence serves 

as the fundamental arena for realising our origins, guiding me toward my chosen 



 

46 
 

methodology in a manner that feels deeply personal and rooted in subjective 

interpretation. Unlike Creswell and Creswell’s (2018) structured approach, which 

emphasises the establishment of fixed paradigms early on, my research methodology 

evolved fluidly, shaped by the process of uncovering meaning and addressing practical 

questions step by step. Wahyuni (2012) might describe this as a pragmatic stance; 

wherein philosophical convictions are developed along a continuum in direct response 

to the issues posed by the research question. 

In this way, my approach embraced the dynamic interplay between philosophy and 

practice, allowing for the adaptation and refinement of my standpoint throughout the 

research journey. 

 

Figure 3.1 My Philosophical standpoint, research paradigm, methodology and methods 

 

Worldview
• Constructionist Ontology

Research 
Paradigm

• Interpretivism

Methodology
• Hermeneutic Phenomenology

Methods

• Interviews, open-ended questions, 
thematic analysis
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Creswell (2012) states that research paradigms consist of four philosophical elements: 

axiology (values, beliefs and ethical position), ontology (the nature of reality), 

epistemology (the study into the nature of knowledge) and methodology (the process 

adopted for doing the research). Guba and Lincoln (1994) define these elements as the 

foundations upon which paradigms sit. Patterson and Williams (1998) regard how these 

elements, albeit without the inclusion of methodology, should be consistent together, 

with axiology being the element that attains more than justification with the others as 

detailed in Figure 3.2. 

 

 

 

 

 

 

 

 

 

 

Figure 3.2 Three philosophical elements 

Source: Patterson and Williams (1998, p. 286) 

 

The written order of these elements appears from text to be inconsequential (Alele & 

Malau-Aduli, 2023; Creswell, 2012; Killam, 2013; Patterson & Williams, 1998).  My 

decision to cite axiology as the initial element in this list is, however, completely 

intentional.   

I believe that Axiology (derived from the Greek words ‘axios’ meaning worthy and ‘logos’ 

meaning science) (Encyclopedia Britannica, 2015) is central and underpinning to all 

philosophical elements and paradigms, the blanket that is thrown over to draw them 

together. When considering what I value, standards taught in my upbringing come first 

to mind, those of knowing right from wrong, doing to others what I believe I would want 

Axiology 

Epistemology 

 

 

Ontology 

Justifies 

 

Justifies 

 



 

48 
 

done to myself or my family. This communication stems from listening to my parents, 

teachers and the local vicar, from moral stances, examples being set and the words in 

hymns and church readings. Reflecting on my personal journey, I resonate with 

Olafson’s (1998) viewpoint that the foundation of my future moral compass was laid in 

terms of possibilities rather than just actualities. I perceive the world not merely as a 

collection of fixed realities that are factual, real, and empirically verifiable, but rather as 

a landscape filled with potentialities that are speculative and open-ended, allowing for 

diverse interpretations and potential courses of action. 

As a midwife, values and judgements have been paramount in my practice throughout 

my career, addressed professionally through codes of conduct and ethics. It is therefore 

fitting that axiology is forefront of my beliefs and ethics at the start of my research 

journey. This quote by Hart (1971, p. 29) fittingly embodies my belief in and motivating 

factor behind my research: “behind our passions, interests, purposive actions, is the 

belief that they are worthwhile”. In providing examples of axiological stances in 

healthcare, Guba and Lincoln (1994) refer to health equity, emphasising the need to 

address inequality and promote justice. This statement epitomises my decision to 

undertake this research and to answer the axiological question of ‘what ought to be’ 

(Brown & Dueñas, 2020) with regards to health impartiality in a rural and remote 

Australian setting. The application of axiology within the paradigm and methodology will 

be discussed throughout this chapter. 

Addressing the basic structure of ‘being’ (Harman, 2007), ontology focuses on the 

researcher’s assumptions of truth. Heidegger defined this concept further in his lecture 

course in 1923 as ‘Ontology: Hermeneutics of Facticity’ (Heidegger & van Buren, 1999). 

Facticity literally means ‘the condition of being fact’ (Cambridge dictionary, n.d.-a) and 

Heidegger situates facticity as the truth that lies in the reality of ‘dasein’ (being). The 

nature of the reality does not exist as independent and cannot only be described in 

theoretical terms, as “human life is always immersed in a specific situation, involved 

with its surroundings in a very particular way” (Harman, 2007, p. 25). In this sense, 

Heidegger’s philosophy for the nature of existence characterises ontology. 

My perceptions of a reality have changed over time and been dependent upon 

circumstance and events. As a child, I was raised to see hurdles as objects to overcome, 

be that as an independent person (or being) or by seeking assistance. This mindset 

followed forth into my career pathway of healthcare and again into my research 

journey. My ontological stance has similarly changed over time. Change is evident in my 
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midwifery practice since as a junior midwife I believed that my practice and relationship 

with the woman was key in delivering best practice. However, as my career has 

progressed, I now understand that the concepts, relationships and entities relevant to 

midwifery spread much wider than myself and the influence I have can be greater 

through the structured framework that ontology provides. Patterson and Williams 

(1998) suggest this is a normal linear process where revision and understanding are 

contextual and time bound, aligning this process with Gadamer’s reconceptualised 

hermeneutic circle (Gadamer, 2006). These concepts will be discussed further in chapter 

4. 

I believe that different assumptions adopt differing approaches to the nature of reality 

(Brown & Dueñas, 2020). For example, in a discussion with one of my advisory team, I 

was asked if I believed if a person who drove through a red light should be prosecuted. 

My first thought was to find out more information, very few acts can be considered in 

isolation, a decision is usually formed by a myriad of quick choices (Rosen, 2017). As 

most actions deliver consequences, the knowing and willing choices of an individual and 

whether they had contemplation of such consequences needs to be addressed. All these 

considerations have the potential to differ at each event and with each individual. 

Linking this with the midwifery profession, quantitative research is paramount in 

delivering concise knowledge, the ‘black or white’. However, midwifery also deals with 

human beings, and over my career I have grown to understand that the ‘grey’ is where 

the quality lies. As such, my research is searching for meaning that is subjective with 

multiple realities and qualitative in nature. 

Epistemology derives from the Greek epistēmē (knowledge) and (like axiology) logos 

(reason) (Stroll & Martinich, 2023).  Epistemology is concerned with the nature and 

scope of knowledge and is intricately linked with my ontological assumptions, which 

pertain to the nature of reality itself. These assumptions fundamentally influence my 

epistemological perspective, shaping the questions asked by Alele and Malau-Aduli 

(2023). I will ask about knowledge ‘what is knowledge?’ ‘how do we acquire 

knowledge?’, ‘is it trustworthy?’ and these questions will guide my methods of inquiry.  

Patterson and Williams (1998) suggest that the relationship between the reality and its 

study is paramount with regards to characterising paradigms as epistemology needs 

consistent ontology.  

I believe that knowledge is multifaceted in its creation. Not a singular fact of 

information, it emphasises the significance of context, language, culture, and historical 
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background in shaping meaning. In this view, knowledge is not something that exists 

independently of interpretation but rather emerges through the process of 

interpretation itself. Consequently, I believe that a person’s ability to acquire knowledge 

is dependent upon these factors and will therefore vary between individuals irrespective 

of any knowledge delivery mode based on reliable sources, empirical evidence or logical 

reasoning. Trustworthiness of knowledge in research is understood in its relation to the 

process through which it is constructed and validated (Taylor & Francis, 2013). This 

concept will be discussed in more detail in chapter 4; however, I believe that 

trustworthiness should also be applied to the multiplicity and diversity of perspectives 

used in its construction. Trustworthy knowledge is characterised by inclusivity, 

reflexivity and openness to alternate viewpoints (Southworth, 2022). Applying my 

axiological and ontological stance to how knowledge will be gained and its 

trustworthiness in my own research, I addressed the questions previously stated above 

by Alele and Malau-Adule (2023). While my knowledge of the research provided 

understanding, it was not my experiences that were sought. As a researcher, my role is 

to represent the participants of the research fairly. I believe this is best done through 

the interpretivist paradigm, especially hermeneutic constructivism, which aims to 

illuminate a person's inner perspective for qualitative research (Peck & Mummery, 2023) 

Reading, as a new researcher, has opened up and broadened, not only my practical skills 

but, more importantly, my sense of self. Extensive researching and a desire to develop 

my study to be authentic and true to its meaning led me to phenomenology. Reading to 

the point of obsession, I believe I have gained an understanding that has still only 

scratched the surface of this methodology, and I am still by no means an expert in the 

field of phenomenology. Indeed, Smythe and Spence (2020) suggested that by “trying to 

understand Heidegger word by word actually risks losing the spirit of the meaning he 

was striving to grasp” (p. 4). To those philosophical purists potentially reading this and 

to the Heidegger legacy, I apologise in advance. However, my interpretation is, in itself, 

true to ‘Dasein’ [Being there] (Heidegger, 1973) and I will therefore forge onwards with 

sharing my understanding, reasoning and application of this methodology. 

Both Harman (2007) and Rothman (2014) suggest that my introduction to, in particular, 

Heidegger’s phenomenology is my witnessing the emerging drama of 21st century 

philosophy. Unlike traditional philosophers who teach by presenting slices of the 

problem, Heidegger states this “simply drains the life out of philosophy” (Harman, 2007, 

p. 51). I have been seduced by Heidegger’s veiling and unveiling of things encountered in 
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the world by Dasein. Although initially appearing complex and unfamiliar, persistence in 

examining these concepts revealed that, despite Heidegger’s contentious historical 

affiliations and political ideology—topics that will be explored in greater depth later in 

this chapter—his philosophical contributions offer profound insights that transcend such 

controversies. Fitting to Harman (2007), Heidegger’s way is typical of great thinkers, 

who resonate, appeal and ultimately challenge. This has certainly been my experience 

and thus brought forth my own emerging philosophy. 

3.3 Choice of methodology 

Phenomenology was used in this study as a way of exploring and interpreting a number 

of nurses’ experiences, both actual and perceived, of caring for pregnant women in a 

rural or remote health care setting and in the absence of a midwife, a subject previously 

uninvestigated. As a researcher and midwife, who does not hold a nursing qualification, 

the notion of my understanding of the RNs world was contextual and, as claimed by 

Heidegger (1973), any insight would always be partially withdrawn into shadow. As 

stated in the previous chapter, searching the literature produced no studies in this area. 

Therefore, despite the suggestion by Harman (2007) that a revealed phenomenon is 

never entirely discernable from the outside, phenomenology, which is deemed by Polit 

and Beck (2017) as especially useful when a phenomenon is poorly defined, was chosen.  

The term phenomenology is derived from the Greek word ‘phenomenon’ meaning 

‘appearance’. Witnessing firsthand, the complexities surrounding rural and remote 

nursing, I believe that their [the nurses’] opinions and reality of practice is significant. 

What Heidegger’s hermeneutical phenomenology offers is a platform for that practice to 

be interpreted through their experiences. The parallels between the philosophical 

framework of this methodology and nursing ideology uncovers the ‘humanness’ of 

science (Whitehead et al., 2020) and draws on notions of care and being-with by the use 

of storytelling of the lived experience. The concept suggested by Heidegger that unless 

you ‘cared’ about something, it stayed concealed (Heidegger, 2013; Rothman, 2014) is 

congruent to nurses’ and midwives' practices. Suggested by Cohen et al. (2000) as a 

methodology seeking to understand another’s experience being ideally suited to nursing 

research; this concept will be discussed in more detail further in this chapter.   

van Manen (2014) observes that scholars from professional human sciences, despite 

their limited philosophical background, are increasingly engaging with phenomenology. 

He asserts that these disciplines contribute valuable perspectives to phenomenological 
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research. As a researcher, my role involves ‘thinking phenomenology while doing 

phenomenology’ (Berndtsson et al., 2007). Despite not being a philosopher, van Manen 

(2014) argues that anyone can engage in phenomenology through reflection and 

appreciation of classical texts. Achieving this status requires a deeper understanding of 

the methodology.  

3.4 Phenomenology background and history 

The phenomenological movement has been described by Spiegelberg and Schuhmann 

(1982) as a movement in three phases: the preparatory phase, the German phase and 

the French phase. The preparatory phase involved two major philosophers Franz 

Brentano [1838-1917] and Carl Stumpf [1848-1936]. Whilst Stumpf is credited with 

founding experimental phenomenology, it was Brentano who had a greater impact and 

influence on the development of the later phases. In the German phase, Edmund 

Husserl [1859-1938] and Martin Heidegger [1889-1976] are considered the father of the 

movement and his radical critic student, respectively.  The French phase identifies key 

figures such as Gabriel Marcel [1889-1973], Jean-Paul Sartre [1905-1980] and Maurice 

Merleau-Ponty [1908-1961].  Whilst the historical background to phenomenology goes 

beyond Husserl and Heidegger, it is their work that has had the greatest influence on the 

use of phenomenology in nursing research (Cohen & Omery, 1994) and will be outlined 

further in this chapter.  

Influenced by Franz Brentano, Edmund Husserl’s phenomenology was described as a 

response to what he saw as a crisis in science whereby the discipline was “crying out for 

a philosophy that would restore its contact with the deeper concerns of man” 

(Spiegelberg & Schuhmann, 1982, p. 112). The publication of his [Husserl’s’] multi-

volume ‘logical investigation’ 1900-1901 [reprint (Husserl, 2001)] marked the birth of 

the name ‘phenomenology’ in his trailblazing attack on “psychologism: the theory that 

logical laws are really just psychological laws of the human mind” (Harman, 2007, p. 18). 

In his work, Husserl made some conceptual elaborations. He asserted that the act of 

studying consciousness (as experienced from the first-person perspective), required the 

researcher to differentiate between consciousness itself and the phenomena at which it 

is directed (Husserl, 2001). In applying his mathematical background Husserl described 

the method of reduction, termed ‘bracketing’, in a bid to describe how a researcher 

could suspend their own ideas and beliefs to fully support their understanding of the 

phenomenon being described (Guignon, 2012; Husserl, 2001). Thus, intentionality of 
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consciousness would then allow the things of the world to show themselves as a 

phenomena (van Manen & van Manen, 2021). This understanding, an insight into a 

descriptive view of a given experience, exemplifies one of the principles that is at the 

core of Husserlian phenomenology, reflective intuition.  Husserl suggested that 

knowledge of an object outside the mind came from its depiction in the mind; a theory 

to be later radicalised by Heidegger (1973).  

Initially idolising and studying his senior colleague’s philosophical work, Heidegger’s 

philosophy travelled in quite a different direction from Husserl’s, with a focus on human 

existence and being rather than, as suggested by Nelms (2014) on pure ego. Heidegger 

shifted from phenomenological thinking as an epistemological concern to ontology and 

what it means ‘to be’. The German word ‘Dasein’ [meaning presence] was adopted as a 

Heideggerian term and is suggested by Ricoeur and Thompson to be that of a being 

which understands being and having an “ontological pre-understanding of being” (1981, 

p. 54).  A more recent summarised understanding of ‘Dasein’ by van Manen and van 

Manen states, “let that which shows itself be seen from itself in the very way in which it 

shows itself from itself” (2021, p. 1070).  

Heidegger challenged Husserl’s descriptive phenomenological reduction, or bracketing, 

stating that an integral component to his interpretive phenomenology is the 

researchers’ experiences and presuppositions are embraced rather than set aside (Miles 

et al., 2013a; Miles et al., 2013b). van Manen (1990) further asserts that the reduction of 

bias is untenable and actually emerges from the connection between the philosophical 

framework and the interpretive process. Additionally, Cohen et al. (2000) acknowledge 

that rather than having an epistemological approach, hermeneutic phenomenological 

interpretation relies upon the researcher’s own perspective. The challenge, they 

suggest, is the bias reduction brought with their dialogue (Cohen et al., 2000). 

When discussing the historical background of phenomenology, it would be remiss to 

exclude the paradox between Husserl’s Jewish background and the Anti-Semitism 

displayed by Heidegger in his Nazi affiliation. Comparable to Rothman (2014), I 

resonated with the Heideggerian philosophy and my ability to understand the truth lay 

in my ability to care about wanting to know. The more I read about Heidegger the more 

his Nazism played its role in his hidden truth. Brody (2014), Faye (2006), Grange (1991), 

Mitchell and Trawny (2017), Rothman (2014), Smyth and Spence (2020) and Trawny 

(2014) have all discussed Heidegger’s connection with the Nazi party, but it is Trawny’s 

(2014) publication of Heidegger’s ‘black notebooks’ that revealed Heidegger used “his 
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own philosophy for anti-Semitic ends” (Rothman, 2014, p. 2).  Trawny, a lifelong self-

confessed Heideggerian, declared at an event on Heidegger and Nazism hosted by the 

Goethe Institute [2014] where he was a panel member, that publishing the anti-Semitic 

passages had been “very painful” (Rothman, 2014, p. 3).  

The paradox arises when looking at the prominent Jewish associations of Heidegger over 

his career and private life. At the age of 20, Heidegger, albeit for a short period of time 

and before being discharged for medical reasons, entered Jesuit training in Austria. 

Although historical writing examines the Jesuit hostility to Judaism (Bell, 2020), 

Heidegger’s alienation over time with the Catholic Church throws doubt into an early 

indoctrination. It appears that Heidegger’s relationship with Husserl went from 

adulation to intellectual decline before coming abruptly to an end in the early 1920s 

with Heidegger’s growing Nazi allegiances (Harman, 2007).  Notwithstanding the evident 

shift in the dynamics of the relationship, it was Husserl’s inclusion of Heidegger’s book 

titled ‘Being and Time’ in his journal that secured Heidegger’s role as professor at 

Marburg University in 1927. However, Husserl also stated his disappointment of the 

book in his personal notes (Harman, 2007, p. 19). Heidegger’s failure to attend Husserl’s 

funeral in 1938 caused further controversy. Heidegger was also acknowledged to have 

had a number of mistresses during his married life. Hannah Arendt, a Jewish student, 

was the most prominent and was said to have been the inspiration for his major works 

of the 1920s (Harman, 2007). 

Questions arose for me as I continued to read; should Heidegger’s Nazi affiliation eclipse 

his intellectual legacy, had it tainted his philosophy, and in due course my connection 

with it? Searching for a reason to, according to Babich, “not throw the baby out with the 

bathwater,” cited by Rothman (2014, p. 4), I found myself in agreement with both 

Rothman and Trawny (Rothman, 2014; Trawny, 2014). Heidegger's concept of errancy 

portrays him as human, emphasising that the possibility of being wrong is an inherent 

aspect of human existence. As a health professional rather than a philosopher, I was 

looking for a platform to reveal a lived experience and, like Smythe and Spence (2020), 

his writing ‘called to me’. Rothman concluded that Heidegger was too influential to 

disavow and marginalise (2014), an opinion I concurred with, for similar reasons to 

Smythe and Spence (2020), there is something in his writing that calls to me. 

Max van Manen [1942 – present] is a more recent proponent of phenomenology as a 

qualitative research method. His scholarly background specialises in phenomenological 

research and pedagogy as is detectible in his call for researchers to consult primary 
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rather than secondary literature, consulting “the tradition and movement of 

phenomenology” (van Manen, 2018, p. 1966). Whilst adopting characteristics of both 

Husserlian (descriptive) and Heidegger’s Hermeneutic (interpretive) phenomenology, 

van Manen does, however, concur with the Heideggerian position on bracketing. van 

Manen’s work positions that phenomenology is the study of the lived meaning of 

experience, and therefore the researcher needs to ask, “what is that experience like?” 

(van Manen, 2014, p. 35).  

3.5 Why hermeneutic phenomenology? 

Despite the common standpoint of exploring the lived experience, there are 

fundamental differences between Husserlian and Heideggerian phenomenological 

approaches. These are compared in Table 3.1. 

Table 3.1 Comparison of the characteristics of Husserlian and Heideggerian 

phenomenology 

Husserlian phenomenology Heideggerian phenomenology 

                                                         The lived experience 

Epistemology – the philosophy of 

knowing 

Ontology – the science of being, of what is 

Descriptive – the essence of 

transcendental subjectivity 

Interpretive 

Questions what is known Questions what is experienced and 

understood 

Consciousness – person lives in a world 

of objects 

Being - person exists in and is part of the 

world 

Interpreter bias is bracketed out Interpreter must clarify the pre-

understanding of their understanding 

Intentionality is cognitive Intentionality is practical 

 

Descriptive, even eidetic in nature, Husserl‘s phenomenology, sometimes termed 

transcendental, can be described as the science of the essence of consciousness or an 
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enquiry into the consciousness of the researcher (Porter, 1998).  Husserl believed that 

when relating to consciousness, phenomenology suspended all assumptions related to 

the individual’s experience. These experiences of perception, memory, thought, 

imagination and emotion, he termed intentionality, a directed consciousness of an 

object or event (Reiners, 2012). In considering consciousness as a model of self-

awareness based on a subject-object contrast, Zahavi (2003) argues Husserl’s restricted 

use of a reflective rather than pre-reflective model shows limitations, a criticism 

previously shared by Heidegger (1973).  

Husserl contended that consciousness always has intentionality. Simply defined as “the 

unique peculiarity of experiences to be the consciousness of something” (Husserl, 2004, 

p. 242), Husserl again refers to the relationship between subject and object; subscribing 

to the Cartesian view of mind-world split (Dreyfus, 1993). He clearly held intentionality 

as an essential property of consciousness when writing “Intentionality is what 

characterizes consciousness” (Husserl, 2004, p. 242). Husserl stated that all conscious 

states are intentional and believed that some content in the mind, a conscious 

awareness, accounts for directedness; the intentional content, a description of reality 

(Koch, 1999).  Indeed, Goldie reiterates, in terms of directedness towards an object, 

bodily feelings are unproblematically intentional (Goldie, 2002). 

Neoma and Noesis are terms employed by Husserl in his writings on intentionality. 

Moustakas describes these as “Noema being the landscape that is my perception and 

noesis the joyful feeling the landscape evokes” (Moustakas, 1994, p. 29) with these 

terms showing an evident correlation with directedness. Whilst thoughts, feelings and 

emotions can contribute to the subject/object relationship, are they always directed or 

pre-reflectively intentional? A number of alternate viewpoints are posited. van Manen 

proposes intentionality is only available to awareness retrospectively (van Manen, 

2015).  Challenging the assertion that all conscious states are inherently intentional, 

Zhongwei (2014) posits that certain sensory experiences constitute non-conscious 

states, thereby serving as counterexamples to this claim. Similarly, existential feelings, 

as elaborated by Slaby and Stephan (2008), are non-directed, objectless emotions that 

form a significant part of a person's background and beliefs. This perspective aligns with 

my research findings, corroborating Heidegger’s proposition that an individual's 

engagement with the world is mediated through intentional content (Dreyfus, 1993). 

This notion suggests a process of reduction by the participant, isolating the mind and its 
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contents from the external world, a notion that I believe would not be possible within 

the lifeworld of the rural nurses in this research. 

Thoughts, feelings and actions are orientated to be ‘in’ and ‘of’ the world (van Manen, 

2014). As such, Husserl termed the notion ‘life world’ (2001) whereby, reflective 

intuition would assist the researcher in defining the experiences of those that have 

experienced them. Bowie and Wojnar (2014) portray this stance as Husserl’s explanation 

of how the researcher can overcome biases to achieve a state of transcendental 

consciousness. As previously described, reduction (or bracketing) would be used to 

assist the researcher in achieving this concept. The ‘setting aside’ of any preconceptions 

allows the researcher to view and describe the meaning of the experience in more and 

more detail. 

Hermeneutic phenomenology transitioned from Husserlian phenomenology which 

centred around the pure description of the lived experiences or lifeworld from those 

who have experienced it (Cohen et al., 2000), to the interpretation of such experiences. 

Gadamer further suggests that it is this interpretation, rather than the phenomenon, 

that should be the object of the research (Gadamer, 1989, pp. 254-264).  How a 

researcher interprets and makes meaning of the experiences of individuals’ lives is 

fundamental to hermeneutic phenomenology. Such an approach requires the researcher 

to recognise, embrace and address any pre-suppositions (McConnell-Henry et al., 2009). 

Elaborating further, Koch (1995) suggests that it is actually the experiences and 

understanding of the researcher that allows immersion and interpretation of the data, 

making them as much a part of the research as the participants. In adopting a 

hermeneutic, interpretive, phenomenological perspective for this study, I have been 

able to incorporate and engage with my existing knowledge and understanding. 

Engagement facilitated a deeper comprehension, connection, and advocacy with the 

participants, thereby enhancing the depth of data analysis. 

3.6 The nature of the lived experience, phenomenology in nursing 

van Manen (1990) suggests that phenomenology involves examining the experiential 

significance of lived experiences, thus enabling an opportunity to understand a 

phenomenon previously rarely reported upon (Crowther et al., 2017). The term ‘lived 

experience’ used in phenomenology is derived from the German word Erlebnis (Dilthey, 

1985).  Lived experiences refer to everyday subjective or actual encounters, perceptions, 

and emotions that individuals undertake throughout their lives. These experiences are 
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deeply personal and can encompass a wide range of phenomena, yet most are often 

fleeting in our consciousness and not brought to reflective awareness. However, such 

ordinary experiences are suggested by van Manen and van Manen (2021) to become 

quite extraordinary when held to a phenomenological gaze. This hermeneutic 

phenomenological gaze considers the experience in relation to time with dasein being 

the past, present and future (Heidegger, 1973) therefore simultaneously defining lived 

experiences described by individuals (Burns & Peacock, 2018). Heidegger insists 

however, that time is not considered a situation-less experience, should the context of 

the experience change, so therefore would the meaning of the event. 

The use of phenomenology as a research method in nursing, and in particular lived 

experience studies, has been criticised by some scholars. Paley suggested that nursing 

researchers undertaking life experience studies contravene Heideggerian ontology by 

“invoking cartesian duality between what is experience and what is reality” (Paley, 1998, 

p. 4) and subscribe only to a positivist model. Whereas Crotty (1997) asserts that nursing 

researchers must understand Heidegger’s intent through his text Being and Time 

(Heidegger, 1973) to truly interpret his work. Despite these questions around the 

appropriateness of hermeneutic phenomenology as a method for nursing research, its 

popularity remains strong among nursing researchers (Beck, 1994; Benner & Wrubel, 

1988; Davis, 1973; Johnston et al., 2017; Mackey, 2005; Miles et al., 2013b). 

When considering the appropriateness of examining the lived experience through 

phenomenology in nursing research, Heidegger’s delineated use of sorge (care) 

(Merriam-Webster, n.d.-a) as a fundamental structure of dasein emphasises its 

significance in the nursing world. Sorge, is inherently relational, as relationships stem 

from caring and concern. Engaging with something or someone necessitates a sense of 

importance and connection, whether positive or negative. Sorge fosters the 

interconnectedness essential for active participation in the world or in another person's 

life (Miles et al., 2013a). This concept underpins every facet of nursing practice, as caring 

and concern are integral to the relationships nurses cultivate with patients. The depth of 

these connections profoundly impacts identities; actively engaging in another's lifeworld 

becomes intrinsic to dasein's essence.  

When investigating an appropriate methodology for my research, I recognised the 

congruence between phenomenological methodology and nursing research. Like Wilkes 

(1991) I understood that a nursing appreciation of caring and holism should employ 
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research methods that utilise the lived experience to explore and analyse this holistic 

approach. Furthermore, Knaak (1984) determines that the emphasis placed on 

observation, interviews, interaction and interpersonal relationships during data 

collection highlights a shared set of values between phenomenologists and nurses. 

These parallels drew me to the knowledge that phenomenology was the most 

appropriate methodology for this study. I now understand and share van Manen’s view 

that the joy of phenomenology includes becoming familiar with some of the 

great philosophical phenomenological texts. It is here that we may become 

infected by the pathos that drives phenomenological thought and that makes 

‘thinking’ such a compelling engagement into the exploration of lived meaning 

of human life and existence (van Manen, 2014, p. 24). 

3.7 Conclusion 

This chapter has described my own philosophical standpoint and how this has 

influenced my choice of methodology for this study. The historical background to 

phenomenology and its associated scholars were discussed. Reasoning for the choice of 

interpretive as opposed to descriptive phenomenology was given. Finally, consideration 

was given to how phenomenology, and specifically the lived experience, aligns with not 

only my own, but nursing values, making it the most appropriate fit for this study. 

The following chapter will present the data collection tools and techniques used in this 

study including how van Manen’s six step method (1990) and an adapted hermeneutic 

circle (Cushing, 2020; Gadamer, 2006) guided the process. 
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Chapter 4: Methods 

As with the previous chapter, some discussion regarding methods undertaken will 

necessitate the use of first-person language with some relation to myself as the Principal 

Investigator (PI). 

4.1 Introduction 

The aim of this study was to examine the poorly described experience of rural and 

remote RNs providing care for pregnant women, thus suggesting phenomenology as an 

appropriate methodology. With its roots in philosophy, each aspect of the research must 

be congruent with the hermeneutic phenomenological way of ‘dasein’ which has been 

discussed in the previous chapter.  

This chapter will describe the methods used and how they are underpinned by the 

philosophy of phenomenology. In an aim to gain structure in a methodology, which by 

nature is described as nebulous (Taylor & Francis, 2013), van Manen’s 

phenomenological six-step method (1990) was used to guide and inform the research. 

Whilst not intended to be prescriptive, its use is guiding the researcher through 

“woodpaths, towards a clearing” (van Manen, 1990, p. 29). The methodological themes 

described by van Manen below, were used in this study, alongside other authors’ 

dialogue, as a means of allowing emerging research techniques to be developed and 

evolve. 

1. Turning to the nature of the lived experience 

2. Investigating experience as we live it, rather than as we conceptualise it 

3. Reflecting on the essential themes which characterise the phenomenon 

4. Describing the phenomenon through the art of writing and rewriting 

5. Maintaining a strong and orientated relation to the phenomenon 

6. Balancing the research context by considering the parts and the whole 

                                                                     (van Manen, 1990, pp. 30 - 31) 

4.2 van Manen’s methodological themes 

This section will outline the application of van Manen’s methodological themes in detail, 

providing a comprehensive examination of how these principles shaped the study's 

methodological approach and informed its processes. 
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4.2.1 Turning to the nature of the lived experience 

As discussed in previous chapters, the nature of the lived experience piqued my interest, 

through incidental narrative during delivery of education in rural and remote areas of 

North Queensland. Thus, this deeply fascinating starting point into the 

phenomenological research journey was identified as a true phenomenon (van Manen, 

1990). As a midwife educator who is not a nurse, the experience analogy came from 

discussing critical health education when having never cared for an ‘acute trauma 

patient’ or an ‘elderly gentleman in the end stage of life’. There was no concept of their 

[rural and remote RNs] lived experiences working with pregnant women as non-

midwives. As such, in the formulation of the phenomenological question, van Manen 

(1990) reminded me to be constantly mindful, to be orientated to their ‘lived 

experience’ making it possible to ask the question ‘what is it like?’. Being a midwife and 

an educator, I felt well placed to explore this phenomenon. However, I was cautioned by 

van Manen’s suggestion of “knowing too much” (1990, p. 46), predisposing assumptions 

and pre-understandings prior to really understanding the phenomenon. It is important 

to recognise the role of the researcher and, as previously discussed, an inability to 

ignore what is known by ‘bracketing’. 

In an attempt to identify and overcome such suppositions, Gadamer’s reconceptualised 

hermeneutic circle, as shown in Figure 4.1 (Gadamer, 2006), was employed as an 

iterative process of developing a new understanding by guiding on several levels.  

 

 

 

 

 

 

 

 

Figure 4.1 Hermeneutic circle  

Source: Image adapted from Cushing (2020) and Gadamer (2006) 
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The hermeneutic circle allows the researcher, utilising reflexivity and examination of 

individual dialectical parts of the data, to better understand the data as a whole and vice 

versa (Cohen et al., 2000). The word context in the circle therefore refers to the smallest 

units of data right through to the data as a whole. Gadamer (2006) viewed this 

understanding as the exploration of a reality through conversation to develop an 

agreement representing new understanding. To achieve transparency through critical 

thinking and reflection (Cohen et al., 2000) I began the process of pre-research writing 

and journaling and continued through the context to text phases (Alsaigh & Coyne, 

2021) and back again. 

4.2.2 Investigating experience as we live it 

Hermeneutic phenomenology in practical terms is, according to Cohen et al. (2000), the 

study of how people interpret and make meaning of their life experiences. Gadamer 

(1989) further explains this as the study of texts (languages). Therefore, investigating 

remote RNs experiences necessitated inquiry through one-on-one interviews to unfold 

the language and then transcribe it to allow investigation of the text.  

An interview protocol guided the dialogue, through semi-structured conversation and 

probing questions, to elicit a free-flowing account. Active narrative production is seen by 

Holstein and Gubrium (1995) as setting parameters that both constrain as well as 

provoke relevant narrative. Whilst some constraint was needed to maintain connection 

with the research question, it was important to explore and direct the respondent’s 

ongoing responses. 

Employing video on the Zoom Video Communications platform [Zoom] (for those who 

consented) and keeping a reflective diary at the time of interviews also allowed for 

direct observation and collection of experiential anecdotes. The use of technology will 

be discussed later in this chapter. van Manen (1990) suggested that the best anecdotes 

are sometimes difficult to recollect in the moment and may provide accounts that were 

never written or spoken, making it necessary to go back and observe.  

4.2.3 Reflecting on the essential themes which characterise the phenomenon 

In order to effect and understand direct contact with the experiences of those living the 

phenomenon, van Manen describes the researcher as “crafting a text” (1990, p. 78). 

Eliciting meaning from these texts he suggests, involves considering the phenomenon 
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described by recovering themes. Reflecting on the lived experiences of those involved 

then leads to reflectively analysing the themes uncovered.  

van Manen (1990) describes a three-step progressive approach to identifying themes. 

The sententious approach describes eliciting meaning from reading the text as a whole. 

The selective approach then involves re-reading the text several times to elicit phrases 

deemed particularly relevant which are then highlighted. Finally, the detailed approach 

examines further each sentence and/or paragraph seeking how it describes significance 

of the phenomenon. After utilising an electronic transcription service, I listened/ 

watched the tapes for accuracy and edited the texts where needed, also adding to my 

reflective journal. This process allowed me to gain general feelings about the 

experiences being described. Identification of standout paragraphs was commenced at 

this stage. Re-reading and listening to the transcripts further allowed identification of 

relevant statements following which a detailed analysis examined line by line 

consideration of the relevance of each statement to the phenomenon. A detailed 

description of these processes is described later in this chapter under data and thematic 

analysis. 

4.2.4 Describing the phenomenon through the art of writing and rewriting 

In phenomenology, to be an authentic writer (speaker) one must be attuned to listening 

deeper than what is our accustomed range of hearing (van Manen, 1990). Ultimately, 

Goble et al. (2012) suggest this can only be achieved by writing phenomenological text. 

Only through this reflective writing and rewriting can one examine every word for its 

vocative meaning and cognitive weight (van Manen, 2017).  

Writing, reflecting, and rewriting ultimately allows comprehension and meaning of the 

phenomenon under investigation to emerge from the text. This process, however, 

began long before data collection, at the start of the research journey for me. My insight 

into the phenomenological process enabled a deeper level of reflection and ability to 

become sensitive during the interviews to the nuances of language, the silence between 

words and the body language on display. Journalling during the interviews ensured 

these insights were documented and provided a context into the narrative data 

collected.  

The iterative process of moving between data sources, draft writings, and discussions 

with my advisory team deepened my immersion in the phenomenon’s ‘lifeworld’ (Paley, 

2014), enhancing my understanding. In phenomenology, the relationship between 
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research and writing goes far beyond the act of reporting. Writing not only externalises 

internal thought—a process described by van Manen (1990) as a ‘producing activity’—

but also serves as an avenue for deeper reflection and self-discovery. Sartre’s 

perspective complements van Manen’s view by emphasising that writing measures "the 

sense of one’s own depth” (Sartre, 1977, p. 5), suggesting that the act of writing is not 

merely about documenting insights but about delving into the dimensions of 

understanding and personal engagement with the research. Together, these 

perspectives highlight how writing in phenomenological research is both an intellectual 

and observational practice, allowing the researcher to fully immerse themselves in both 

the meaning of the phenomenon and their own reflective process. 

4.2.5 Maintaining a strong and orientated relation to the phenomenon 

The objective of the movement between data, reflection and writing is the generation of 

themes that will elicit meaning to the text. Braun and Clarke define a theme as a 

“pattern of shared meaning organised around a central concept” (2022, p. 77). Such 

themes need to be derived from the research question (Kiger & Varpio, 2020). van 

Manen (1990) asserts that if the researcher does not maintain a strong orientation to 

the fundamental question, there is a tendency to become side-tracked and settle for 

superficial speculation. Holding on to the question, “what are the perceptions and 

experiences of registered nurses who do not hold a midwifery qualification and are 

providing care to pregnant women in a remote setting?”, was therefore essential. 

Maintaining this central research question as a foundational anchor ensures that the 

thematic development process remains firmly rooted in the lived experiences of the 

participants, rather than being influenced by the researcher’s assumptions or 

preconceived notions (Nowell et al., 2017). This methodologically disciplined approach 

facilitates the articulation of themes that authentically and intricately capture the 

multifaceted nature of participants' experiences. Through iterative engagement with 

data, critical reflection, and scholarly writing, the research question serves as an 

analytical lens, effectively distinguishing between profound insights that enhance the 

depth of understanding and superficial observations that merely skim the surface 

(Clarke & Braun, 2018). Consequently, thematic analysis transcends its role as a data-

organising method to emerge as a rigourous interpretive endeavour that upholds the 

core objectives of the inquiry. 
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4.2.6 Balancing the research context by considering the parts and the whole 

Within the research aim lies the question ti einai: what are? Whilst this question is the 

ultimate target, van Manen suggests that when engaging in ‘the parts’ one can easily 

lose ‘the whole’ (1990). Each narrative transcript and associated data were analysed 

individually. The adapted hermeneutic circle previously discussed (Cushing, 2020; 

Gadamer, 2006) was utilised associating text and context; where text represented ‘part’ 

and context represented ‘the whole’. Thus, movement between the individual text and 

the entire transcripts assisted to situate them within this circle. 

Connection, or indeed disconnection, from the parts to the whole need to be 

considered. This consideration can be achieved by the researcher re-examining the texts 

in relation to the bigger picture. Do the individual themes fit meaningfully within the 

larger dataset? (Kiger & Varpio, 2020). Braun and Clarke (2022) recommend visual 

thematic mapping as consideration of the overall story in a bid to demonstrate how 

themes interrelate.  

4.3 Ethics 

This qualitative research study relies upon the intimate and trusting relationship sought 

between the researcher and participants deeming ethical treatment mandatory.  The 

conduct of this study meets the requirements set out in the National Statement on 

Ethical Conduct in Human Research (National Health & Medical Research Council 

[NHMRC], 2018). The purpose of the National Statement is the protection and respect of 

any participants and promotion of research underpinned by beneficence and non-

maleficence to not only the participants but also the community surrounding them. As 

such, the values and principles of this statement must be considered to inform every 

aspect of the research being undertaken. 

Research merit and integrity were demonstrated throughout from the reasoning of the 

research need, the appropriate methodology utilised for the little-known subject area to 

the qualifications, appropriateness and commitment of the PI and supervising team. 

Demonstration of justice was exhibited with participants. Recruitment processes 

including purposive sampling was fair and non-coercive. The PI’s lack of current 

employment within the organisation ensured no potential exploitation or unfair burden 

to participate in the research. All potential participants were fully informed of the 

potential risks and benefits and had mental health welfare access should they deem it 
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necessary. All participants gave free and informed consent and have access to view the 

research outcomes. 

Respect for participants above all else is demonstrated through the nature of the 

research under investigation. A desire to delve into the lifeworld of remote nurses 

shows respect for their voices.  Respect was also displayed regarding to reassurance of 

participant confidentiality and anonymity. 

Participants were assured that any data from the study would be dealt with in a way 

that any identifiers, be that place names, dates, or persons, would not be able to be 

identified. Transcripts from Zoom interviews were downloaded from the Zoom cloud to 

the JCU Tropical Data Hub (TDH) and stored and archived. In line with the JCU research 

data management toolkit (MacKay et al., 2021), three copies of the data will be kept in 

separate places. Written data was scanned to my hard drive, an external password 

protected hard drive and paper stored in a secured filing cabinet in my office. Likewise, 

audio/video data, once transcribed and categorised is archived on the JCU TDH, on the 

PI’s hard drive and an external password protected hard drive. All data will be kept for 

the duration of the thesis work, then destroyed after five years as per the NHMRC 

(2019) in a secure manner, as organised by the university. Participants were able to 

choose dates and times of their interviews and as these were carried out over Zoom 

platform or telephone.  Participants also were able to choose a location of their choice 

to conduct the interview, giving them the ability to feel comfortable in their 

surroundings. 

The PI sought and gained ethical approval from the Research and Ethics Committees of 

Townsville Hospital and Health Service and James Cook University. Site-Specific 

Application (SSA) of Governance was obtained from the research site Hospital and 

Health Service (Appendices 2 & 3). 

4.4 Recruitment and participants 

When considering potential participants for hermeneutic phenomenological research, 

Cohen et al. (2000) ascertain it is essential to view them as people who offer a picture of 

an individual making sense of an important experience.  Alongside this, sample size in 

phenomenological research, as suggested by Speziale and Carpenter (2011), should be 

small enough to allow in depth examination rather than generalisation of findings. The 

sampling strategy of this study was purposive in nature and directed by the criteria of 
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selecting individuals who have knowledge of the phenomenon of concern. Participants 

were recruited from seven facilities within one rural and remote Hospital and Health 

Service that was known to the PI, from prior employment. All of these sites had no 

maternity facilities. The inclusion criteria for nurses participating in the study were: 

• Currently working in a remote facility as an RN  

• Has worked in a remote facility for a least 3 months 

• Is not now, or has previously been, registered as a midwife (in any country) 

• Willing to participate in the study and has given written informed consent 

Email contact with the Directors of Nursing (DONs) at the chosen sites was made during 

the governance process as a means of attaining written support for the study. Following 

governance approval, DONs were sent a follow up email informing them of the status of 

the study, pre-empting postal delivery of information sheets and posters to the sites and 

requesting time to deliver information sessions to potential participants.  

Two of the sites made immediate contact and arranged dates and times for information 

sessions. The first one delivered was well attended with RNs who appeared enthusiastic 

about the study as indicated by their engagement and questions asked. The second 

arranged information session needed to be rescheduled on three occasions. These re-

schedules ironically were borne from issues identified in the literature review around 

staffing shortages and the inability to backfill for education purposes (Connell, 2018; 

Hegney et al., 2002; Kenny & Duckett, 2003; Kidd et al., 2012). The second information 

session, when delivered, was again well attended. Contact with two of the sites was 

hindered by a change in DON role and subsequent contact confusion. One of these sites 

had three changes of DON within the recruitment period. Staff turnover in rural areas is 

a known issue. Research by Wakerman et al. (2019) reported that turnover for remote 

area nurses working in clinics was 148% with only 20% working longer than 12 months 

after commencement. The challenges of sustaining an adequate nursing workforce is 

suggested by Henwood et al. (2009) as stemming from a lack of ongoing support leading 

to burnout and attrition. 

Two of the sites consisted of only one or two RNs and therefore, information was 

delivered via a telephone call rather than a scheduled Zoom session. Two sites 

necessitated numerous contacts because of confusion over their ability to partake. The 

DONs emailed me after the initial contact to stress that they did not provide birthing 

services and therefore would be unable to help. Whilst Ennis and Wykes (2016) state 
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that study information sheets need to contain adequate information for potential 

participants to make an informed decision, their research also suggested that the 

complexity of the information had little bearing on successful recruitment. The Flesch-

Kincaid readability score (Flesch, 1948) for the information sheet in this study was 40.7, 

which is well within the range of 33 – 53.3 found for healthcare providers in a study by 

Mac et al. (2020). The higher a Flesch-Kincaid reading score the easier it is to read with 

Lynch et al. (2021) stating a reading score of between 30 and 49.9 equates to college or 

university level.  In both site cases, the confusion was explained and eliminated 

following telephone contact thus acknowledging, as evident in Xu et al. (2020), that 

various modes of communication were necessary. The potential that the form was not 

actually read also exists and further strengthens Xu et al.’s emphasis that verbal 

communication helped “highlight the really important bits” (2020, p. 5). 

A total of eight participants were recruited over a three-month period. After the eighth 

interview, no new information was identified. Participants represented four of the seven 

sites contacted.  

4.5 Consent 

At the beginning of each interview, participants were asked if they had read and 

understood the information sheet and consent form for the study (included in 

Appendices 4 & 5). There were no instances where further clarification was needed. 

Most participants forwarded the completed consent form prior to the interview and 

others did so at the time of the interview. All participants agreed to the interview being 

recorded. 

4.6 Data collection 

The use of Zoom technology for conducting the interviews in a phenomenological study 

warrants justification.  This research planning commenced during challenging and 

unprecedented times within the Covid-19 pandemic. Eke et al. (2021) prophesised that 

whilst emergency care and frontline research remain imperative, drained resources and 

risk avoidance would impact research in other areas. In a bid to reduce risk and limit use 

of personal protective equipment (PPE), already in short supply, virtual meetings, and 

telemedicine have highlighted a potential answer to enable researchers to conduct 

projects wisely and strategically. In their reflections of online versus face-to-face 

interviews, Deakin and Wakefield (2014) found no difference in the quality of the data 
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and that many of the participants were more expressive during online interviews, due to 

preferring the geographical anonymity. Likewise, Archibald et al. (2019) reported key 

aspects of convenience and simplicity. Similarly, for the researcher, the convenience, 

efficiency, flexibility and cost-effectiveness of performing online interviews have been 

reported (Horrell et al., 2015). Travel and accommodation, to facilitate face-to-face 

interviews, formed a major part of the initial budget for this study. A geographical 

distance of over 3000km, seven towns (one of which is an island and therefore required 

a flight) dictated significant time and financial cost.  It was therefore decided to perform 

the interviews using the Zoom platform. 

Mastering active enquiry in the field of phenomenology involves many technical skills 

that develop over time (Cohen et al., 2000). Piloting for interviews has been suggested 

as an integral aspect of qualitative research for an inexperienced interviewer (Abdul 

Majid et al., 2017; Jacob & Furgerson, 2015). Therefore, pre-data collection, practice 

interviews were undertaken to test a number of things: the interview protocol (included 

in Appendix 6), PI technique, technology used for conducting the interviews and 

recording the data and PI transcription techniques.  

Three practice interviews were conducted over a week, two via the Zoom platform and 

one over the telephone and recorded with a hand-held digital recorder. One of the 

practice interview participants had also utilised the Zoom platform for their own 

research interviews and advised the PI on potential pitfalls for internet connection 

dropouts and ways to address these issues with participants prior to interviews starting.  

Two of the practice interview participants commented on my accent. Originally from the 

United Kingdom, I had not considered this would be an issue. Both participants did not 

have English as their primary language and found my Northern English accent and the 

speed of my speech difficult to understand in places. After an initial defensiveness 

considering my whole career had relied upon effective communication, I was able to 

reflect and understand the different needs of the participants in these interviews. In 

accordance with the guidance provided by Brinkman and Kvale (2015), which 

emphasises the central role of the interviewer as the principal instrument in qualitative 

inquiry, my approach was to furnish participants with sufficient information about the 

study to facilitate their comprehension and enable an informed response. To enhance 

clarity and engagement, I deliberately modulated my communication style, ensuring to 

articulate more slowly and distinctly. 
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Despite developing a semi-structured interview protocol, clarity in this area was needed. 

Maintaining the focus of the fundamental question stated in the research aim can, 

according to van Manen (1990), be confusing for beginner researchers. Difficulties 

emerge from allowing the method to lead the question rather than allowing the 

question to determine the method. Practicing and developing probes from this protocol 

served to develop a flow of conversation without allowing the interview to become too 

directed or structured. It was important that hermeneutic principles of interpretive 

phenomenology were upheld.  

Reflecting on the practice interviews allowed personal insights into my own abilities as a 

research interviewer. My capabilities as an experienced managerial and clinical 

interviewer were not the same skill set needed for research interviews. I developed skills 

in listening as opposed to guiding, employing, as suggested by Tuffour (2017), an open-

minded curiosity and empathy.  I endeavoured to clarify my thinking to developing 

narrative text conversations rather than interviewing. I was also able, through recording 

and practicing transcription, to hear what the participant would hear and how language, 

accent, tone, and body language (for those interviews on Zoom) can affect the flow of 

the conversation. Whilst not having the ability to modify my language or accent, I was 

able to slow my speech and ensure that the participant felt comfortable to ask for me to 

repeat a question from the beginning of the interview. 

As a consequence of the practice interviews, there were a small number of additions to 

the interview protocol that were suggested and approved by the Human Research Ethics 

Committee (HREC). There were also issues regarding the uploading of the files to 

NVivo12™ (Lumivero, 2020). These issues were addressed and resolved through the 

James Cook University (JCU) Information Technology (IT) department (2021).  

Four of the eight interviews were conducted and recorded, without issue over the Zoom 

platform. Three interviews experienced internet/reception issues and were conducted 

via telephone and audio recorded onto a separate voice recorder. When a telephone 

interview is used instead of a Zoom interview, visual cues such as facial expressions, 

gestures, and eye contact—which provide additional context in qualitative data—are 

not available. To address these limitations, enhanced verbal probing, reflective listening 

and journaling, and attention to vocal tone and pauses were utilised to obtain detailed 

responses and maintain engagement. 
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Two of the interviews needed to be postponed from the initial date booked. The first 

was postponed twice, once due to sickness and then internet issues and the second due 

to internet issues. Interviews all commenced the same way. To help participants feel 

relaxed and open to sharing their stories, the PI began with a short introduction about 

their own background. They also encouraged participants to share a bit about 

themselves. In some cases, this conversation was informal, resembling a casual ‘catch-

up,’ particularly when the participant and interviewer were already acquainted from the 

PI’s previous work in Queensland. 

Understanding the importance of this initial communication and in a bid to not let the 

‘recording button’ function as a context marker (Brinkmann & Kvale, 2015), the 

recording was started before these introductions and ‘chit chat’ and would be addressed 

in the transcription phase. Social conversation to create a relaxed and trusting 

atmosphere is supported by Moustakas (1994), suggesting to the participant that the 

interviewer is both honest and supportive. Whilst the openness of each interview 

progression was unique in nature, as each participant recounted their story, sufficient 

direction assured requirements of the research topic were met (Smythe et al., 2008).   

Interviews are described as the building of field text for data collection (Kahn, 2000).  In 

hermeneutic phenomenology, interviews are an essential method of enquiry and can be 

prospective or retrospective in nature. van Manen (1990) describes them as a resource 

for developing a richer and deeper understanding through an experiential narrative. 

Whilst the basic elements of interviewing technique are similar across methods, there is 

potential for bias, misdirection, and misunderstanding. A corrective solution, according 

to Holstein and Gubrium (1995) is for the researcher to merely ask the questions 

properly, to emit the desired information.  

The aim of the interview in this research was to construct an interaction between the 

interviewer and participant. It is acknowledged that this relationship is not an equal one. 

As the researcher, the PI defines and introduces the topic and then critically analyses the 

responses to these questions (Brinkmann & Kvale, 2015). However, learning the 

interviewer role means shaking off the pull to conversation and maintaining a managed 

‘push of inquiry’ (Holstein & Gubrium, 1995). With a background of conducting 

structured managerial interviews and in a bid to avoid controlling the conversation, the 

PI adopted an interview protocol where semi-structured life world interviews allowed 

exploration and interpretation of the phenomenon being described (Brinkmann & Kvale, 
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2015). The technique employed was also practiced and modified during the practice 

interviews. 

4.7 Data analysis 

Phenomenological analysis begins at the start of data collection. The process in 

phenomenology nevertheless is much more complex than beginning and end. The 

analysis has been described as “moving between two metaphors” (Cohen et al., 2000, p. 

71) from field text to narrative text. The latter presenting the researcher’s 

understanding and interpretation of the data in the form of the findings of the study. As 

described in chapter 3, Husserlian phenomenology calls for reduction (bracketing) of any 

preconceptions or presuppositions to suspend the bias of the researcher (Knaack, 1984). 

Heideggerian phenomenology, however, describes a researcher’s pre-understanding 

(fore-conception) as a structure of ‘being-in-the-world’ and not something that can be 

eliminated or bracketed. Indeed, this notion of pre-understanding is, according to Koch 

(1995) an inescapable portion of the hermeneutic circle.  

Following completion of each interview and once assigned a pseudonym number, 

transcripts were generated from the recordings. For those undertaken on the Zoom 

platform, transcripts were automatically generated, voice recorder audio were 

transcribed through Otter.ai™. All interviews were uploaded to the PI’s JCU secure 

OneDrive and an external hard drive for storage and into the NVivo™ platform 

(Lumivero, 2020). In this platform, the PI then read each transcript whilst listening to the 

recording. This process served two purposes; it enabled the PI to begin immersion into 

the data whilst identifying any contradictions and making any alteration as required to 

ensure concise and accurate data transcription. A number of errors in the transcripts 

were noted, especially around place names and colloquialisms. The reflective diary 

notes made during and following each interview were also referred to at this phase. 

These notes referred to any non-verbal communication and how this may have 

impacted on the spoken words, any background or environmental interference, internet 

issues that may have interrupted the conversation flow and any pertinent points that 

stood out. This process has been described as ‘second abstraction’ from the lifeworld 

conversation, the first abstraction being the recording of the interview (Brinkmann & 

Kvale, 2015).  Poland (1995) also recognised the importance of the emotional and non-

verbal context of an interview, suggesting that the audio alone does not make verbatim 
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transcripts. Only once this process had been completed were the transcripts considered 

verbatim. 

Reflexive journal notes are, according to Braun and Clarke (2022), one of the most 

important aspects of a research journey, situating them as a repository for documenting 

and storing thoughts. A space, further suggested by Gerstl-Pepin and Patrizio (2009), for 

metacognitive reflection that enables others to ultimately engage in the researcher's 

interpretation of the data. Maintaining a reflective diary was a new concept and, whilst 

initially I needed conscious reminders to undertake the task, they soon became second 

nature and invaluable in not only the data collection and thematic analysis phases but in 

my journey as a researcher.  

Reflecting on the transcripts alongside writing and re-writing enabled the 

commencement of theme identification from sententious through selective to a detailed 

approach, as recommended by van Manen (1990). I utilised a variety of methods in the 

documentation of theme development. These included utilising my reflective journal, 

the copy/transfer of significant text in the NVivo™ platform (Lumivero, 2020), 

handwritten index cards, post it notes and the development of concept maps. These 

steps are expanded upon in the thematic analysis phase. 

4.8 Thematic analysis 

Whilst van Manen’s (1990) six step approach was utilised in applying a 

phenomenological methodology to this study, his distaste for coding and technology led 

(for reasons to be discussed further in this section) me to examine an additional 

appropriate fit for the thematic analysis process. van Manen suggests that theme coding 

is “an unambiguous and fairly mechanical application of some… coding of selected terms 

in transcripts” (1990, p. 78). In particular, Qualitative Data Analysis Software (QDAS) is 

an inappropriate way of doing phenomenology (van Manen, 2014). van Manen is not 

the only phenomenologist to warn researchers against the trappings of the perceived 

‘easy option’ of QDAS: Heidegger suggests it as ‘dehumanising’ (1993): Morison and 

Moir propose the ease of ‘code and retrieve’ distances researchers from the data (1998, 

p. 115); Flusser and Matthews describe technology as a trick extending our reach (1999, 

p. 18); and lastly Goble et al. summarise QDAS as an obstacle to phenomenology 

affecting the researchers ability of “being in the world” (2012, p. 4). 
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The decision to challenge the thinking of these learned and purist phenomenologists, in 

particular Heidegger who commanded such a prolific role in the PI’s phenomenology 

journey, was one of curiosity rather than arrogance. As discussed in the previous 

recruitment and data analysis sections, the use of technology in this research has been 

adopted for many reasons. Without technology, the reach of this research may have 

been restricted and as stated by Sohn (2017), a potential benefit which was difficult to 

ignore. It became evident therefore, that the use of QDAS for thematic analysis in this 

research was not the potential problem in relation to the chosen methodology; rather, 

the control over the choices being made by the PI within the context of the QDAS. 

Conclusions were also drawn by Davidson and Di Gregorio (2011) and Sohn (2017) who 

suggested that qualitative researchers are agentic actors in the choices they make to use 

a combination of software and manual methods of analysis. Indeed, Zamawe (2015) 

suggests that software packages are merely there to aid the analysis process, not 

analyse the data.  As such, clarification of its use and related challenges will be 

described, showing congruence with van Manen’s (1990) three step approach to 

isolating thematic aspects of phenomenology: the wholistic approach, the selective 

approach and the detailed approach.  

The holistic approach was undertaken, as stated in the data analysis section, during 

interviews, reading, listening, and transcribing the interview data. Through this process, 

the PI was able to further immerse in the data and begin to formulate an overall 

understanding of the text (Cohen et al., 2000). Only once the transcripts were read and 

listened to several times and considered verbatim did the selective approach begin. 

Whilst moving on in van Manen’s (1990) three step approach, it should be noted that 

this was not a linear process. van Manen’s (1990) six research activities being followed 

in this study, in conjunction with the dialectic process of the hermeneutic circle 

(Gadamer, 2006) determined the fluid movement of moving back and forth between 

themes, sub themes and the text as a whole. 

QDAS, utilised as an index system rather than a writing driver, facilitated organising data 

through nodes described by NVivo™ as containers for related material (Lumivero, 2020). 

Statements, phrases, and paragraphs were transferred into nodes, a process van Manen 

terms saving “rhetorical gems for developing phenomenological texts”(van Manen, 

2014, p. 320). Figure 4.2 illustrates NVivo™ theme names linking quotes and concepts, 

with 'Education' as the overarching theme, segmented into sub-themes like 'barriers to 

education.' 
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Figure 4.2 Developing meaning from text – Selective approach Round 1 

This selective approach was completed for each transcript twice at this stage (concept 

runs) and was deemed round 1 in this approach. The second concept run, as suggested 

by Braun and Clarke (2022) was commenced in a different order to the first. New 

themes or sub themes were added as necessary, and I moved back and forth between 

transcripts making ‘annotations’ and ‘memos’. There are several benefits to the NVivo™ 

program and its ability to link phrases, quotes, and concepts alongside these memos and 

annotations. In this study, maintaining an electronic dataset enabled ease of fluidity in 

data management and assisted in linking the PI’s reflective diary notes, sharing data 

with the PI’s advisory team, and providing an electronic audit trail.   

In round 2 of the selective approach, an excel spreadsheet was produced transferring 

the concepts into a format that enabled ease of cross examination. Cross referencing to 

allow reference back to the transcript was enabled by writing the line from the 

transcript next to the concept. Having a visual representation of the concepts saved 

gave the PI a wider view of the data and highlighted where some participants were more 

vocal in areas than others. For instance, in the spreadsheet under the overarching initial 

theme of Education, sub theme Timeframe, comments were made from 3 of the 8 
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participants. Figure 4.3 below shows this from participant 5 onwards. The transcripts 

were re-read again at this stage in a bid to ensure that distinguishing diverse meaning 

was captured.  

 

Figure 4.3 Developing meaning from text – Selective approach Round 2 

The third approach informed the detailed line by line reading, where van Manen (2014) 

suggests the researcher asks the question, what does this reveal about the 

phenomenon? as they examine every sentence and concept saved.  In round 1 of this 

approach, I examined each concept individually to illicit meaning from each sentence or 

sentence cluster in relation to identified themes. I looked for confirmation of 

relationship, any new ideas or conflict with initial themes identified. Figure 4.4 shows 

this process was done initially with the research team by using index cards, ‘post-it’ 

notes and butcher's paper. 
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Figure 4.4 Developing meaning from text – Detailed approach Round 1 

This process then moved onto round 2, theme generation over another 4 stages. Stage 1 

started with 4 themes and numerous sub themes (as shown in Figure 4.5) and was 

refined through to stage 4 (as shown in Figure 4.6) with the final 3 themes and 7 sub 

themes. Throughout each of these stages, the process of moving forwards and 

backwards allowed for the identification and comparison of themes to a wholistic 

picture of the phenomena as an entirety. Cohen et al. (2000) describes this as the 

conversion of field text into narrative text. 
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Figure 4.5 Developing meaning from text – Detailed approach Round 2, stage 1 

 

Figure 4.6 Developing meaning from text – Detailed approach Round 2, stage 4 
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These processes led to the identification of three themes and sub themes and can be 

seen in Table 4.1. Each of the themes and sub themes were named using interpretation 

of the data and, in some instances, using the participants' words. Whilst each theme is 

discussed separately in the coming chapters, they are all interwoven to represent my 

interpretation of the experiences and perceptions of nurses caring for pregnant women 

in a rural and remote environment in North Queensland. 

Table 4.1 Theme generation stages 

Theme generation stages 

                  Phase 1                                       Phase 2                              Phase 3                                       Phase 4 

Education: 

Needing education 

 

Getting education 

Meeting the 
Educational needs of 
the R & R nurse 

Barriers to 
education 

 

Theme 1 

Being-in-the-world of the rural 
and remote nurse  

Sub themes 

• The setting 
• Interdisciplinary 

working 
 

Theme 2 

Scope of practice – unprepared 
or underprepared  

Sub themes 

• Skills and 
Knowledge  

• Education needs 
 

Theme 3 

Moral distress 

Sub themes 

• Fear 
• Inadequate and 

unsupported 
• Resignation 

 

Aware of 
benefits to 
education 

R & R nurses R & R services Service issues 

Service positives 

R & R nursing: 

The rural and remote nurse 

Scope of practice Stretches SOP 

Does not step 
out of SOP 

Realisation of 
SOP 

Seniority & SOP 

Aware of SOP 

Staffing to SOP 
needs 

Human resources Navigating the 
conundrum of  

R & R nursing 

Role 
understanding & 
interdisciplinary 
respect 

Concern for 
delivery of care 

Role reality 

It’s how we feel 

Supporting the 
role 
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4.9 Methodological rigour 

The validity of a phenomenological study lies in the uniqueness of the interpretation and 

accuracy of that process demonstrated in the findings (van Manen 2014). Providing 

rigour in qualitative research is not, according to Cohen et al. “stiff or linear but rather 

well examined or well explained” (2000, p. 95). Testing the preconceptions of the 

researcher through a rigourous inquiry began with a reflexive journey. Demonstrated 

throughout the study, the researcher has addressed and challenged any assumptions 

and beliefs. Rather than bracketing out researcher bias, as discussed in chapter 3, this 

study was borne from subjective motivation from the researcher. Critical regard of the 

influences the researcher may have on the study was managed, controlled and 

understood with the researcher moving beyond the data to offer an interpretation of 

the experiences.  

Each decision made in the methodological process is presented in a transparent way 

that allows the reader to follow the journey. There were a number of strategies 

implemented to convey the rigour of this study. These included the use of purposive 

sampling with eligibility criteria, use of the researcher’s prior knowledge of the 

population was to pursue those most likely to have experienced the phenomenon (Dyar, 

2022) and interviewing continued until saturation had been achieved. Data analysis, 

concurrent with data collection, involved a lengthy, rigourous process. Intentionally 

moving back and forth between audio, transcripts, reflections and text, brought with it a 

deep level of immersion in the data and, as suggested by Dyar (2022), a 

multidimensional view of the phenomenon.  

4.10 Conclusion 

This chapter has presented the methods used in the interpretive phenomenological 

study of rural and remote nurses experiences and perceptions of caring for pregnant 

women. It has shown how van Manen’s (1990) six-step method was used, alongside an 

adapted hermeneutic circle (Cushing, 2020; Gadamer, 2006) to guide the process. 

Methods of data collection and analysis along with ethical considerations were also 

discussed. The following chapter will introduce the participants and locations of this 

study. 
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Chapter 5: Results - The participants and locations 

As with the previous chapter, some discussion regarding methods undertaken will 

necessitate the use of first-person language. 

5.1 Introduction 

This study explored experiences and perceptions of Registered Nurses (RNs), who do not 

hold a midwifery qualification, providing care to a pregnant woman in a rural and 

remote setting. A void in the literature guided the researcher to a phenomenological 

methodology to understand the lived experiences associated with a previously 

unexamined phenomenon. 

This chapter introduces the participants of the study and gives an overview of their 

personal and professional life in the context of the rural and remote backdrop. Details of 

the interview process and reflections from my diary leading up to, at the time of, and 

following the interviews will be outlined. Quotes will reference the transcript line, e.g., 

Line 12 will be written as L12. Secondly, an outline of the facilities where the participants 

were recruited from will be given to enable context to be drawn from the geographical 

locations. 

5.2 Participant overview 

Participants were purposively recruited from rural and remote facilities within one 

hospital and health service (HHS) in North Queensland. The facilities were specifically 

chosen due to their lack of maternity services. Additionally, all facilities were known to 

me from my previous work as a midwifery educator and the ad-hoc conversational 

debriefs that occurred because of this role. Whilst I had previously worked within this 

health service, at the time of this study there was no employment connection and 

therefore no potential for pressure to participate or any power imbalance between 

myself and participants.  

Participant recruitment was initiated from information given via flyers (Appendix 7) 

posted in each facility and followed up with either Zoom™ sessions or telephone 

conversations organised with the Directors of Nursing. Nurses interested in participating 

were invited to contact me to arrange a suitable date and time for an interview to be 

conducted on the Zoom™ platform. Interviews were conducted over a two and a half 

month period. 
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There was a total of eight participants, seven female and one male, recruited and 

interviewed, representing four of the seven facilities within the targeted HHS.  Due to 

the size of the HHS and facilities, it was felt that distinguishing between male and female 

participants would potentially threaten anonymity. Therefore, all participants were 

assigned a non-gender-specific pseudonym to uphold privacy and confidentiality. In 

conjunction with this, the pronoun ‘she’ will be used for all. 

Three participants were already known to the principal investigator. Interviewing 

acquaintances can enhance trust, openness, and communication, often resulting in 

more detailed narratives. However, this familiarity also introduces notable pitfalls—

participants may engage in "frame shifting," tailoring their responses to align with 

perceived expectations or shared history, which can obscure genuine insights into their 

lived experience (Aarsand & Aarsand, 2018). Such relational dynamics risk introducing 

inconsistencies, social desirability bias, or a lack of authenticity in the data, ultimately 

complicating interpretation and threatening the integrity of qualitative findings. 

Potential limitations inherent in the study were addressed through the implementation 

of a semi-structured interview protocol, triangulation of data as well as the principal 

investigator's engagement in reflexive practices to systematically identify and minimise 

potential biases. 

Whilst phenomenological research does not set out to generalise findings, some 

demographic information was asked of the participants at the beginning of each 

interview. This information assisted in gaining context into the experience of the nurse 

in relation to the rural and remote setting and the lived experiences being explored. This 

information is shown in Table 5.1. Seven of the eight nurses interviewed had been 

practicing for 11 or more years, with three nurses having over 35 years of experience. 

The shortest length of time employed in a rural or remote facility was three years, with 

five participants working for eight years or over. Two participants had worked their 

whole careers in a rural or remote location. General nursing was consistent among all 

the participants, with four nurses practicing in more than one other nursing specialty. 

Two nurses had specialist experience in trauma and orthopaedics, two in paediatrics, 

and two had been nurse educators. Six of the participants held senior nursing roles.  

Whilst the duration of interviews varied, I found that this was largely attributed to 

differences in participants’ communication styles—some were more concise and direct 

in expressing their views, while others engaged in more conversational or reflective 
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dialogue. As such, the duration did not necessarily correlate with the quality of the data, 

as both shorter and longer interviews yielded valuable insights in their own ways. 

Table 5.1 Participant information 

Participant 
pseudonym 

Has 
cared 
for a 
woman 
in 
labour 

Has cared 
for a 
pregnant 
woman 
not in 
labour 

Overall 
nursing 
exp 
(yrs.) 

Rural & 
Remote 
nursing 
exp 
(yrs.)  

Specialty 
nursing 
roles – 
other than 
general 

Permanently lives 
at workplace with - 
partner / 
dependent 
children 
(no.)/Adult 
children (no.) 

Riley Yes No 28 6 0 No / 0 / 1 

Kai No Yes 12 8 1 No / 0 / 0 

Ash No Yes 41 9 3 No / 0 / 1 

Charlie No Yes 3 3 3 No / 0 / 0 

Frankie No Yes 11 11 0 Yes / 2 / 0  

 Lives locally off 

workplace site. 

Alexis No No 39 10 5 No / 0 / 2 

Stevie No Yes 39 9 2 No / 0 / 2 

Lesley Yes No 20 3 0 No / 0 / 0 

 

5.2.1 Participant 1: Riley 

Riley graduated as a RN in 1994. Riley had previously worked on a general nursing ward 

in a rural hospital that had Clinical Service Capability Framework (CSCF) (Queensland 

Government, 2018) Level 3 maternity services and as an RN at a number of Australian 

immigration detention centers caring for refugees. One of these centers provided 

birthing facilities. Riley has been in her current role for four months, lives alone in 

hospital accommodation and has one adult child that lives interstate. 

I had been contacted by Riley’s predecessor who had expressed an interest in partaking 

in the research as a participant. However, when further contact was not made over the 

coming month, I contacted the facility to speak with her.  Riley advised that this person 

had left and that she had taken over the role. Riley also advised that she had actually 
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been intending to contact me as she had seen the research poster in the facility and 

asked for further information. Following a 30-minute telephone conversation where I 

gave her information about the study, Riley very enthusiastically expressed a desire to 

be part of the research. We made an appointment for a week later to conduct the 

interview over the Zoom™ platform. 

I noted in my reflective diary that as this was my first participant interview and despite 

conducting practice interviews, I felt nervous. However, Riley showed no signs of being 

nervous or uncomfortable by her relaxed posture and welcoming demeanor. Riley 

communicated freely from the onset of the interview, requiring very few prompts. The 

interview lasted 27 minutes. Early in the interview Riley expressed that in a previous role 

she had been involved in a flight transfer of a pregnant woman. Riley said the fear she 

felt during this episode was suppressed until she started her current role. Riley appeared 

to have come to the realisation that working in a remote location was different to her 

previous roles and was keen to discuss these differences. 

5.2.2 Participant 2: Kai 

Kai graduated as an RN in 2010. After initially working on a medical ward in a tertiary 

hospital, Kai moved to a rural location eight years ago. During the last eight years she 

had held a number of different roles. Kai lives alone in hospital accommodation and has 

no children. Kai was the first participant to contact me after seeing the recruitment 

poster for this research displayed at the facility in which she was working. Kai expressed 

enthusiasm for participating in the research. She stated that in a previous position, she 

had discussed with the midwifery educator about the roles nurses take in caring for 

pregnant women in a rural and remote setting and was keen to share her experiences.  

Kai contacted me via telephone and a Zoom™ interview was arranged for two weeks 

later. Kai appeared very relaxed and spoke freely about her experiences during the 

interview that lasted 33 minutes. There were no technical issues. Kai stated that her 

viewpoint was influenced from her experiences in education roles declaring “I think 

coming from an education background for so long, I think you get a different 

perspective” (L68). During the interview, this statement was expressed in several 

comments, but not all were related to the research topic. Therefore, it was necessary to 

intermittently utilise prompts to gently steer the conversation back to the research 

question. 
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5.2.3 Participant 3: Ash 

Ash was the most experienced RN participant with 41 years of service since graduating 

in 1981. Ash trained overseas under a hospital-based training program and later 

completed a Bachelor of Nursing. Ash’s nursing background was in general, trauma and 

orthopaedic nursing. She had been employed in senior nursing roles for the last 25 

years. Ash lives alone in hospital accommodation and has one adult daughter that lives 

overseas. Ash and I had previously met during an education session that I was 

conducting. Having commonalities of both emigrating to Australia, we bonded over 

stories of challenges we had encountered in this process. Following this initial meeting, 

our paths crossed several times over the coming years, and we developed a friendly 

professional relationship. During our previous encounters, Ash expressed on many 

occasions that midwifery was not a career path she would ever venture down and these 

feelings were again evident in the interview. 

Ash contacted me via email after receiving the information poster at the facility in which 

she worked. My initial contact with this facility was with another nurse who was 

relieving as Ash had been on leave. A Zoom™ interview was arranged for Ash’s day off, 

which was four days later. Unfortunately, on the day of the interview the internet server 

at the facility was down. After trying to connect for 10 minutes, Ash telephoned me to 

let me know what the issue was and why I could not get through. We discussed either 

postponing the interview to another day, when hopefully there would not be internet 

issues or conducting the interview over the telephone. Ash was keen for the interview to 

go ahead that day, so I recorded the interview using a hand-held voice recorder with the 

speaker function on the telephone enabled, a technique that had been tested in the 

practice interviews. 

During a 53-minute telephone interview, Ash's tone and clarity indicated confidence 

despite no visual confirmation. She strongly expressed her views on the research topic 

with minimal prompts needed. With years of experience in high-stress specialties, she 

considers herself highly skilled, saying, "an absolutely fantastic nurse, I have got this 

huge armoury of skills within nursing"(L9). However, she has a long-standing aversion to 

obstetrics due to the fear of litigation in that field, which began during her student days. 

5.2.4 Participant 4: Charlie 

Charlie was the least experienced nurse interviewed, graduating in 2019. Charlie had 

worked in rural and remote areas and in a number of specialist areas. Charlie currently 
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works in a remote location; she lives alone in hospital accommodation and has no 

children. Charlie has registered with a university to commence a postgraduate midwifery 

qualification and was very interested in partaking in this study when she saw the poster 

in her workplace. Charlie contacted me via email after attending one of the Zoom 

information sessions and we arranged an interview date and time for a later date. 

During the 37-minute Zoom™ interview, Charlie was relaxed and very keen to share her 

experiences and perceptions. There were some prompts needed during the interview as 

the conversation veered towards midwifery as a profession rather than the research 

topic and it was evident that Charlie was very excited at the prospect of becoming a 

midwife in the future.  Charlie believes that she feels more comfortable as a nurse 

looking after a pregnant woman because she had an interest in midwifery “But I think 

I've always sort of had some what, you know, a liking to it…if you didn't have any liking 

to it, because a lot of people don't as nurses, it freaks them out” (L81). Charlie wants to 

continue to work in a rural and remote setting after completing her midwifery degree. 

5.2.5 Participant 5: Frankie 

Graduating in 2011, Frankie has worked her whole career as a RN in the rural and 

remote environment. During this time, Frankie has worked in three of the sites within 

the chosen HHS performing many in-charge positions. She also had breaks from her 

career to raise her children. Currently Frankie lives with her partner and two children on 

a remote station. Frankie and I knew each other from previous education interactions, 

and she was aware of my interest in this topic. After seeing the information poster, 

Frankie contacted me and was very keen to be included in the research despite only 

currently working on a casual basis at one of the remote sites. 

A Zoom™ interview date was set, however, on the day internet issues made it 

impossible to continue past a very brief introductory discussion. Therefore, another date 

was set for ten days later. The new interview date went ahead as planned. The interview 

lasted 71 minutes and we experienced some minor technical issues. The connection 

froze a few times and sped up when re-connecting. Despite these technical issues the 

flow of the conversation was only minimally affected. However, these issues, as well as 

some interruptions from one of Frankie’s children, extended the interview time, making 

this the longest interview undertaken.  

Of all the participants, Frankie needed the least amount of prompting within her 

interview. Having cared for a number of pregnant women throughout her career, 
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Frankie was very enthusiastic in her recollections, thoughts and feelings. She stated: 

“over the course of my career out here I have looked after many, many, many pregnant 

women, I guess with complications mostly” (L34). Frankie expressed concerns about 

having to care for pregnant women; however, she also discussed possible solutions for 

these encounters.  She was passionate about the community in which she lived and 

worked and was keen to help me understand her experiences as a nurse, caring for 

pregnant women in a remote location.  

5.2.6 Participant 6: Alexis 

Alexis trained under a hospital system, graduating as an RN in 1983. She later obtained 

her post registration bachelor’s degree. Alexis has always worked in adult nursing in 

varied specialties such as emergency nursing, orthopaedic, spinal, transplant and 

surgical. She has a strong history in triage nursing and has undertaken further education 

in this area. Alexis moved to rural and remote nursing 13 years ago and in that time has 

worked in various locations, both within the HHS for this study, and in other locations 

around Australia. During Alexis’ time in the rural and remote setting she has worked as 

an RN, nurse in charge and DON (Director of Nursing). She is currently employed as a 

DON within the research HHS. Alexis lives alone, in hospital accommodation and has two 

adult children. 

Alexis is known to one of the other participants (Stevie) and was informed of the 

research study by them prior to seeing the information poster herself. A conversation 

with the other RN, who had already agreed to be a participant, prompted Alexis to get in 

touch, which she did via email, and we arranged a suitable date and time for her 

interview. The first interview date needed to be rearranged as Alexis was unwell.  

Unfortunately, the second date arranged, two days later, there were internet issues. 

Subsequent to this, Alexis and Stevie both suggested that they do the interview 

together. Despite my initial reservations, both participants were keen for this to happen. 

From my knowledge of the other participants’ career, I knew they had both worked in 

different locations so agreed this could be done.  

On the arranged day of the interview, there were internet issues again. However, the 

interview went ahead as planned via telephone and was audio recorded. I was easily 

able to separate the transcript to identify answers from each participant. The interview 

lasted 28 minutes and there were very few prompts needed. Whilst unable to view both 

participants due to being a telephone conversation, they both spoke clearly without 
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apparent hesitation. It was clear that the participants were prompting each other as the 

conversation flowed freely.  

Alexis is a very experienced nurse who, despite being DON in a remote location where 

there were pregnant women in the community, had never experienced caring for a 

pregnant woman. During the interview, Alexis spoke very passionately about never 

wanting to be put in a position that was outside of her scope of practice. She stated: “I 

would have to seriously think if I was going to an area that had a lot of young mums. I 

don't know that I would accept [a job], with young mums. But the older people, chronic 

conditions, they're fine. Yeah, it would probably determine where I worked” (L64). 

5.2.7 Participant 7: Stevie 

Stevie graduated from hospital training in 1983 as a RN and returned to complete her 

paediatric nursing a few years later. After working overseas for a number of years, 

Stevie returned to Australia and commenced working in the rural and remote location 

eight years ago. In that time, she has been employed as a paediatric nurse, a nurse 

educator and DON in a number of facilities within the targeted HHS and other rural and 

remote locations in Australia. Stevie is married and is currently employed as a contract 

nurse, mostly in DON roles for 12 weeks at a time and lives in hospital accommodation 

alone during these contracts. She has two adult children who live interstate. 

Stevie contacted me via email after seeing the information poster in her place of work. 

Stevie was the other participant that was interviewed with Alexis.  The group interview 

was done over the phone at their request, due to internet issues on the day. During the 

interview, Stevie was very comfortable speaking about her experiences and feelings 

about caring for pregnant women. As a previous educator, Stevie had worked alongside 

a midwifery educator and discussed, on numerous occasions, issues surrounding 

maternity care in the rural and remote environment. Stevie had also picked up on how 

conditions can affect women in pregnancy. She stated: “I knew that UTIs [urinary tract 

infections] could bring on labour from working with the midwifery educator” (L26). 

As a previous educator, Stevie also had very strong thoughts about the delivery of 

education, particularly for maternity care in the rural and remote environment. She was 

very passionate about the need for multifaceted learning that encompassed both 

theoretical and practical components. Stevie was keen to share that despite attending 

theoretical education in maternity care, she did not feel any more comfortable when 

she had to care for a pregnant woman. 
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5.2.8 Participant 8: Lesley 

Lesley graduated as a RN with a bachelor’s degree in 2002. Following her education, 

Lesley worked in a medical ward of a tertiary hospital as a general nurse and moved to 

her current role as DON in a remote location three years ago. Lesley lives alone in 

hospital accommodation and has no children. Due to Lesley’s position as the DON, I 

contacted her myself to inform her about the study. Working in a very small facility, 

there had been a telephone conversation about the study that did not warrant further 

information sessions.  During this discussion, Lesley had expressed an interest in 

participating, and we had arranged an interview straight away. 

The interview was conducted over the Zoom™ platform without any issues on the 

arranged date and time and lasted 22 minutes. During the interview, Lesley appeared 

very comfortable discussing her experiences and perceptions. Being relatively new to 

the rural and remote environment, Lesley had actively sought out education in 

maternity care. However, at times during the interview the conversation veered off 

track as Lesley, who knew my background, asked for pieces of advice about maternity 

care topics. Whilst wanting to help Lesley, I was also aware of the interview protocol. I 

was able to give minimal advice before gently guiding her back to the research topic. 

5.3 Locations 

This study was focused on seven facilities within one HHS that did not provide maternity 

birthing services. All these facilities were targeted for recruitment and four were 

represented by the participants. The fifth facility discussed in the results chapter 

represents the base hospital within the HHS. The geographical location of services is 

pivotal to the complexity of rural and remote nursing in this study. To enable a visual 

comparison to demonstrate this, the following maps have been drawn. Each map shows 

a driving distance starting and ending in the same place. Map 1 is located in Victoria and 

starts and ends in Melbourne as shown in Figure 5.1. Map 2, as shown in Figure 5.2, is 

located in the study area in Queensland and starts and ends with the base hospital (the 

red dot on the map). In Map 2, place names and the descriptor names (locations 1 - 7) of 

the areas in the study given below, have purposely been removed to maintain 

confidentiality and do not correlate with the represented location names (Locations 1 – 

5) in the results themes of this study. 
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According to an AIHW (2019) report, the average available beds per 1,000 population for 

the location of Map 1 (Victoria) is around 2.75 and for Map 2 is around 2.7. Whilst these 

figures appear to meet the needs of the rural and remote population, what they fail to 

illustrate is the distances people need to travel to access a health service, bearing in 

mind that these may be a primary health clinic rather than a hospital and therefore with 

no maternity services. A study by Barbieri and Jorm (2019) calculated, using population-

weighted averages, the travel time to a hospital for people in Map 1 to be between 0 

and 1 ½ hours as opposed to Map 2 being between 1 ½ and 3 ½ hours.  

 

Figure 5.1 Map 1 in Victoria - 104,897 km2  

Source: (Google Maps, n.d.-b) 

In Map 1, the total distance travelled between each of the points in the image is 

1792km. Within this area (periphery and internal) there are over 250 hospitals. There 

are 37 hospitals that provide birthing maternity services, 15 within the Melbourne inner 

city and 22 outside the city limits. Whilst it is difficult to estimate the population for the 

map area used, census data (ABS, 2023-24) indicates a population of 6,503,491 for the 

whole of Victoria.  
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Figure 5.2 Map 2 in Queensland - 112,014 km2 

Source: (Google Maps, n.d.-a) 

In Map 2, the total distance travelled between the points in the image is 1805km, similar 

to Map 1. Within this area (periphery and internal) there are seven facilities. These 

facilities demographics are shown in Table 5.2: three hospitals, one Multipurpose Health 

Service (MPHS) and three Primary Health Clinics (PHC). One of the hospitals provides 

birthing maternity services (base hospital, which was not included in recruitment) and 

one hospital provides ante-natal and postnatal maternity services only. One of the 

facilities (hospital) targeted is not represented on map 2 as it cannot be accessed via 

road. The HHS used for this study serves around 32,000 people. 

 

Symbol  Meaning 

White squares: Road/highway 
names 

Green rectangles: Road/highway 
names 

White circles: Town names 

Red dot:  Base hospital 

All road and town names removed 
from map to protect participant 

anonymity. 
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Table 5.2 Overview of the facilities within the HHS from which participants were recruited  

Location and service 
descriptor 

1 
PHC 

2   
Hospital 

3  
PHC 

4  
PHC 

5  
MPHS 

6   
Hospital 

7  
Hospital 

CSCF maternity level 1 2 1 1 2 2 2 

Staff numbers 3 including DON, RN 
and an AHW 

18 including MO, 
DON, RNs ENs and 
AHW 

2 including DON, 
AHW 

3 including DON, RN 
and an AHW 

8 including MO, 
DON and RN 

15 including MO, 
DON, RN and AHW 

16 including MO, 
DON, RN and AHW 

Population serviced 
(number) 

240 1250 190 550 increasing up to 
3000 in winter 

510 1400 1005 
 

Percent identified as 
Aboriginal and/or 
Torres Strait Islander 

40% 60% 60% 13% 4.8% 93.7% 88% 

Visiting Services Women’s health,  
Cardiology, 
Endocrinology, 
Diabetes NP, 
Ophthalmology, 
Breast screening. 

Women’s & sexual 
health, 
Deadly ears, 
Diabetes, 
Mental health. 

RFDS, 
Endocrinology, 
Cardiology, 
Child health, 
Women’s health, 
Dentistry, 
Diabetes NP, 
Podiatry. 

Women’s health, 
Chest physician, 
Dietitian, 
Physiotherapist, 
Podiatrist, 
Mental health. 

Aged care, 
Dental, 
Mental health, 
Optometry, 
Women’s health, 
Diabetes. 

Women’s & sexual 
health, 
Maternal health, 
Deadly ears, 
Cardiology  
Diabetes, 
Mental health, 
Midwifery/ 
obstetrics, 
Paediatric  
Alcohol & drug 
counselling, 
Dermatology, Oral 
health, 
Speech therapy 

Maternal health,  
Mental health, 
Diabetes, 
Dental. 

Legend: RN (Registered Nurse); DON (Director of Nursing); AHW (Aboriginal Health Worker); NP (Nurse Practitioner); EN (Enrolled Nurse); MO (Medical Officer) 
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5.4 Conclusion 

This chapter has provided a description of both the participants in this study and the 

locations they came from. Basic information surrounding each participant, including 

details of their recruitment to the study and subsequent interview was provided from 

data obtained directly from the participant and the researcher’s journal notes. This 

information, alongside descriptions of the facilities in which they work, were given to 

add context to the information interpreted from the interview transcripts. The following 

chapter will discuss the phenomenological themes identified from these interview 

transcripts. 
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Chapter 6: Results – Presentation of themes 

As with previous chapters, some discussion will necessitate the use of first-person 

language. 

6.1 Introduction 

The key findings from this study have been published in the journal of Rural and Remote 

Health and the paper has been reproduced in this chapter in full.  The decision regarding 

which examples to include in the publication was guided by both the number of 

instances supporting each theme and the strength of their contribution to thematic 

development. Many examples overlapped or conveyed similar insights, necessitating a 

selective approach to avoid redundancy while preserving analytical depth. For 

completeness, additional results, that were unable to be included in the published 

manuscript due to word count restrictions, will be presented at the end of this chapter.  

Consequently, there may be some slight repetition of the description of themes and 

subthemes, but this is needed to ensure clarity.  

The full reference for the published paper is: 

McElroy, M., Wicking, K., Harvey, N., & Yates, K. (2024). The experiences and 

perceptions of rural and remote nurses who provide care to pregnant women in 

the absence of midwives. Rural And Remote Health, 24. 

https://doi.org/10.22605/RRH8721 
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6.2 Publication 
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6.3. Additional data supporting themes and sub-themes 

The above paper published in the Rural and Remote Health journal highlighted the key 

themes and sub-themes of this study, as seen in Table 6.1. For completeness, additional 

data relevant to each theme will be presented below so that a comprehensive picture 

can be painted. 

Table 6.1 Key themes and sub-themes 

Themes Sub-Themes 

Being-in-the-world of the rural and remote 

nurse 

 The setting 

 Interdisciplinary teamwork 

Scope of practice – unprepared or 

underprepared 

 Skills and knowledge 

 Education needs 

Moral distress  Fear 

 Inadequate and unsupported 

 Resignation 

 

6.3.1 ‘Being-in-the-world of the rural and remote nurse’ 

As discussed in the published article, there are numerous complexities relating to 

residing and practicing as a nurse in rural and/or remote areas. The implications that the 

physical remote setting had on the working environment was seen to negatively impact 

recruitment by a number of participants. Frankie spoke about the ability to attract 

permanent staff and the effect this had:  

The services in [location 3] are more proactive and they have a lot more 

staff, it is easier to attract staff here close to [location 5] (Frankie/L193). 

I think there is such a high turnover in these little remote hospitals, they 

are often agency staff (Frankie/L174). You get burnt out so quickly, in 

these small remote hospitals on skeleton staff (Frankie/L180). 
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Lesley and Frankie also highlighted problems encountered with staff retention. Having a 

quick turnaround of high-level staff brought inconsistency to a workplace that Lesley 

considered detrimental to a health facility. Aspects of the DON role that were open to 

interpretation would see personality traits in the senior nurse change things that led to 

confusion for other staff: 

We had seven DONS here [location 1] in 2 years and each one had their 

own ideas and personalities, and one would come in and just completely 

gut the place and throw everything out and then another time you had 

to kick (sic) something that went out of date in 2009, it's just all over the 

place, without consistency (Lesley/L40).  

Whereas Frankie spoke about the extra level of work necessary for permanent staff 

when agency staff were employed. She exhibited frustration that agency nurses did not 

have access to simple things like the computer programs necessary to complete patient 

care: 

And now you are working with a bunch of agency nurses… it puts stress 

on the permanent staff, so the retention of nurses in these districts is 

such a big deal (Frankie/L181). 

Some participants were concerned about the limited consistent face-to-face access to 

help and advice from midwives or doctors. Riley mentioned that having a reliable, 

familiar contact would help build confidence: 

…it's not just, you pick up a midwife that's on shift who might, you know, 

either know, or have something different to the person that you talked 

to last week, you know, just that continuous continuity … through the 

same sort of person… just having that person out there to contact I 

mean, even if we don't have to do it, you know, on a weekly, monthly 

yearly basis, at least, you know, you've got someone to contact 

(Riley/L41). 

Whereas Frankie considered how being so far away from the maternity facility, and 

without having electronic medical records, hindered patient care: 
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So, if someone came into ED in an acute stage it would be really hard to 

then get their midwifery care record and it would be really hard to get 

that info, because often they come in after hours (Frankie/L219). 

Many of the experiences voiced by participants about working in multidisciplinary teams 

were positive. Kai felt that her previous interactions working with a small team of 

interdisciplinary professionals (that had included midwives) had built a level of respect 

but also increased her vocabulary and comprehension of terminology and skills. In 

Riley’s and Frankie’s case, actually working with midwives in the clinical area had 

increased their confidence. However, they both acknowledged the fact that these 

instances were often fortuitous as unplanned: 

Our nurse practitioner is a midwife, so that's good but she's not always 

here (Riley/L14). 

I had another lady come in with a bit of bleeding in [location 3] … I was 

just an extra set of hands. The visiting midwife had it all under control, I 

think she's a super experienced midwife. She does a wonderful job; she's 

a real credit to the district. I think having her there like that, and she was 

sort of teaching me a couple of things and showing me a few things just 

having someone like that around is just incredible (Frankie/L164). We 

actually were fortunate at the time, just by chance to have had a midwife 

working at [location 3] … it was just sort of convenient that she 

happened to be a midwife, because there was never one employed in 

the hospital ever (Frankie/L38-39). 

Lesley acknowledged her gratitude to the retrieval services that also highlighted the 

unpredictability of maternity patients: 

The RFDS plane flew to get her and they said to bring her out to the 

tarmac [sic] but they brought her back and she actually birthed in the 

clinic (Lesley/L54). 

Frankie also discussed the pressure on dual registered midwives when they were 

employed. She recalled an occasion where an agency nurse/midwife who had already 

worked a double shift was called back in whilst waiting for the retrieval team as she was 

the only midwife. 
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However, not all experiences of multidisciplinary interactions were positive. 

Lesley talked about calling to ask for advice from midwives and feeling nervous 

due to previous hostility towards her:  

…it's random whoever answers the phone (Lesley/L47). 

Both Riley and Frankie acknowledged the workload of their medical colleagues did 

sometimes negatively impact on interactions they had with them. At times, Frankie and 

Alexis were frustrated with the attitude displayed towards their consultation: 

…twice in my career, I've had to write [sic] in the patient progress [notes] 

doctor refused to come over and see the patient… getting another nurse 

to listen to that conversation with the doctor and then co-sign those 

notes to say that the doctor was heard saying he would not come over 

to review that patient (Frankie/L185). 

Alexis had a similar situation when asking a doctor to come a see a patient, the doctor 

asked: 

Do I have to hurry? (Alexis/L8). 

6.3.2 Scope of practice – unprepared or underprepared 

In referencing skills and knowledge, several participants highlighted the confidence 

gained from even minimal knowledge of knowing the basics of maternity care. Frankie 

recalled how her nursing training, albeit over a decade ago, had at least given her some 

knowledge preparation that she felt more confident about as she had gained it hands-

on: 

…we did a fair component of maternity and I guess infant care in my 

training (Frankie/L104). 

Similarly, Ash believed skills she had gained were more easily embedded from being 

applied: 

I’ve been around longer than most people, to learn something you have 

to experience it (Ash/L1). 

Most of the participants believed that education was critical for them in relation to 

caring for a pregnant woman and the imminent birth program (Clinical Excellence 
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Queensland, 2020) being free and available through Queensland Health in particular was 

appreciated: 

I had done my imminent birth training. Yeah, in [location 5]… that was 

really good (Charlie/L36). I've done it once when [the midwifery 

educator] came out… after that, I felt okay (Alexis/L48). Imminent birth 

took me 10 hours (Ash/L10). we had done the imminent birth before 

maybe only once (Frankie/L60). 

Riley also believed that as a senior nurse she has an obligation to junior nurses and 

students to be prepared to enable her to provide adequate support. She stated: 

Once I have done imminent birth and CRANA [MEC] I might be able to 

give them a bit more guidance on what’s important (Riley/L21). 

Lesley had been guided to the Maternity Emergency Care (MEC) course (CRANAplus, 

2024a) by a colleague who had praised the teaching style and the confidence that had 

brought: 

A colleague from RFDS they've done it [MEC], and they said the way that 

is done… just makes you not feel stupid, and you walk away [sic] feeling 

so much better (Lesley/L69). 

Unfortunately, getting a positive experience from maternity training was not the same 

for all participants. Alexis discussed her second experience of attending the imminent 

birth course stating the online version of the training was not as useful as the face to 

face: 

But last year, I did it [imminent birth] online… on Teams™ and thought I 

really didn't get a lot out of that because she [midwifery educator] was 

doing Teams™ with a few other facilities as well.  I didn't get as much 

out of it… you’re all just on computer screen (Alexis/L48). 

In a previous education role, Kai had observed the delivery of the imminent birth 

training but had not been an active participant in the learning. She had attended the 

facility to cover for the nurses in the clinical area whilst they attended the education but 

had been able to catch most of the session as there were no patients. She expressed 

dismay at assumptions being made around her level of knowledge in this area as an 

educator, despite not being qualified as a midwife to deliver the training herself.  
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The availability of face-to-face education was also discussed by Charlie and Stevie, in 

relation to changes since the Covid-19 pandemic. Whilst they recognised the need for 

remote training during the pandemic, they saw its continued use, after the pandemic, as 

an excuse: 

Education really, isn't put to the, I feel like, put to the forefront of the 

moment… the excuse of Covid-19 now, which has been going on for two 

and a half years, is a bit old… having in-services or training courses is not 

being prioritised. (Charlie/L100, 116). I haven't had any training there 

for ages. And kept getting told all because of Covid-19 (Stevie/L41).  

A number of participants were keen to share their thoughts on ways they saw education 

could be improved for them in their setting. The acquisition, recurrence and consistency 

of the maternity education was discussed by Frankie who stated her starting point in 

this area: 

...sometimes I think you can have the education at Uni but I think if you 

don't sort of get any further follow-up for a couple of years, you kind of 

do forget what things are (Frankie/L92). 

Lesley believes that gaining experience on a maternity ward prior to moving into a rural 

or remote role would be the most beneficial, however she also recommends that 

maternity theory and practical training should be mandated to be within the first 12 

months of employment. In regard to skill maintenance she stated: 

…definitely some education [maternity] that I would like to feel more 

comfortable and confident in. How often should that happen? I think… 

there should be a refresher. You know, we do it annually, supposed to, 

but that isn't always happening. I think there should be a refresher every 

six months…If they are not going to do the training more than yearly, 

then they need to come out and do scenarios (Lesley/L41, 43). 

Riley believed the interpersonal relationships developed through a consistent approach 

to education would help her learning. She remarked: 

…it'd be just good to have a support person or group where we can just 

tap in to (Riley/L41). 
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Lesley was enthusiastic about the potential for change. She discussed a conversation she 

had with a midwifery educator about the potential introduction of a Virtual Reality (VR) 

system that enabled delivery of maternity education in real time with an educator 

remotely through the participant wearing VR goggles: 

And the education team told me that they had just received funding for 

a virtual reality. Goggles and programme for the remote facilities -you 

know, we get these goggles and the programmes for maternity training 

(Lesley/L41). 

6.3.3 Moral distress 

Moral distress has been described as negative and undesired and can manifest in 

irrational fear or aversion (Tigard, 2019). The fear of the actual or unknown for the 

participants in this study was deeply held and articulated and displayed strongly: 

I was always a little bit nervous if someone did say they were pregnant…I 

knew that UTIs [urinary tract infections] could bring on labour, and I've 

never delivered a baby and I'm not a midwife, and it scared the shit [sic] 

out of me… I just hoped that I wouldn't be there (Stevie/L25, 34, 38). 

Just before I came here, was the last birth where the mum couldn't 

wait… she actually birthed in the clinic and she's pregnant [again] at the 

moment. So that does make me quite nervous (Lesley/L54). 

Anxious because, like again, you know you're not only caring for the sick 

mum, but you've got to be also mindful of the child (Kai/L18). 

Charlie summarised how she thought rural and remote nurses felt, giving further 

explanation to potential reasoning for some of the anxiety: 

If you didn’t have any liking to it [midwifery], because a lot of people 

don’t as nurses, it freaks them out (Charlie/L 81). 

They might have the panda, [neonatal resuscitaire] or the isolette 

[neonatal incubator] or whatever they have got… but you actually don’t 

know what you are doing with it (Charlie/L90). 

For many participants in this study there was a chasm between how they would like to 

have performed according to their professional duty and obligations as nurses versus 
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the reality of actual or perceived provision of care for pregnant women.  Despite some 

of the challenging conversations in these interviews, an overwhelming sense of pride 

and love for their jobs was displayed by the participants. This was particularly evident in 

their display of resignation at the reality of working in a rural or remote location: 

you know, like it's just getting used to a totally different world of nursing 

[rural and remote nursing] (Riley/L8). 

Lesley sums up her feeling of resignation, discussing the options she would have when a 

pregnant woman presents. She did not have an answer to her own question: 

What are you supposed to do in this situation, what do you do when that 

happens? (Lesley/28). 

6.4 Conclusion 

This chapter has provided an interpretation of excerpts from the participants' narratives. 

The three main themes derived from the data—‘Being-in-the-world of the rural and 

remote nurse,’ ‘Scope of practice – unprepared or underprepared,’ and ‘Moral 

distress’—have been described. Additionally, subthemes: ‘the setting,’ ‘interdisciplinary 

teamwork,’ ‘skills and knowledge,’ ‘education needs,’ ‘fear,’ ‘inadequate and 

unsupported,’ and ‘resignation’ have all contributed to revealing insights into the 

experiences of rural and remote nurses when caring for pregnant women. The following 

chapter will discuss these findings in relation to current literature. 
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Chapter 7: Discussion 

7.1 Introduction 

The objective of this study was to explore the experiences and perceptions of Registered 

Nurses (RNs) caring for pregnant women in rural and remote areas of North 

Queensland. The research question, "What are the experiences and perceptions of RNs 

working in a rural and remote setting who provide care to pregnant women in the 

absence of midwives?" was examined using hermeneutic, interpretive phenomenology 

based on van Manen’s (1990) six step method. As discussed in previous chapters, 

analysis of participants’ interview data informed the development of three major 

themes. These were: (i) Being-in-the-world of the rural and remote nurse; (ii) Scope of 

practice – unprepared or underprepared; and (iii) Moral distress. 

Within these themes and sub-themes, new findings revealed that the rural and remote 

nurses interviewed felt inadequate and underprepared to care for pregnant women. 

Their confidence in their nursing knowledge and skills did not extend to maternity care, 

which instead caused stress, and fear of working beyond their scope of practice. Whilst 

some of this information has been previously identified in general, it specifically 

emerged in relation to caring for pregnant women, highlighting the unique challenges 

faced in maternity care. Participants also highlighted the complexities inherent in 

working in a rural and remote setting emphasising the professional and geographical 

isolation associated with these settings.  

Chapters Three and Four discussed that this study, following Heidegger’s interpretive 

phenomenological research, asserted that rather than ‘bracketing’ my own background 

and beliefs, as with Husserlian phenomenology, I embraced and acknowledged them. 

Utilising the hermeneutic circle throughout this research allowed me to further develop 

my own personal philosophy and how this potentially influenced my interpretation of 

the data. My knowledge of and experience in the topic went beyond that of being a 

health professional who has worked in a rural and remote setting. During the analysis 

and results writing phases of this study and in consideration of this discussion, it became 

evident that my being in the world of education was eliciting theoretical links within the 

theme development. Accepting this enabled me to understand further the importance 
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of van Manen’s (2014) concept of relationality and how listening to the participants 

influenced and challenged my interpretation by my being in the world.  

This chapter will discuss the themes that emerged in relation to existing literature to 

situate them within the broader field of knowledge, whilst also highlighting new 

knowledge. In order to develop a deeper, logical interpretation and link any causal 

pathways of these themes, they will be presented through two theoretical framework 

lenses: Maslow et al.’s (1982) adapted hierarchy of needs and Knowles (1984) theory of 

andragogy. Maslow’s hierarchy of needs framework describes the individual’s 

behavioural motivation as a pyramid, with eight levels as shown in Figure 7.1. 

 

Figure 7.1 Representation of Maslow’s hierarchy of needs  

Source: (Maslow et al., 1982) 

In his work, Maslow states the appearance of one need is related to and reliant upon the 

state of satisfaction or dissatisfaction with other prepotent needs (Maslow et al., 1982). 

In this later eight needs model, Maslow has added new layers with transcendence at the 

peak. Ward and Lasen (2009, p. 7) discuss this level as representing “the realisation of 

the being for the goodness of others as well as oneself”. In applying this framework to 

nursing practice, Chinnis et al. (2001) suggest that nurses not attaining lower levels of 

need lack motivation and are less likely to achieve higher-level functions. Therefore, it is 

logical that nursing research has utilised Maslow’s framework, and adapted versions to 

Transcendence

Self actualisation

Aesthetic needs

Cognitive needs

Esteem needs

Belongingness & Love needs

Safety needs

Biological & Physiological needs
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assess nursing needs (Chinnis et al., 2001; Mokoka et al., 2011; Staempfli & Lamarche, 

2020; Terhaar & Paris, 2010; Terry et al., 2021). 

Knowles’ framework recognises andragogy as a concept for explaining and 

acknowledging the distinctions between educational settings and the principles of adult 

learning, a visual representation is shown in Figure 7.2 (Knowles et al., 2012). 

 

Figure 7.2 Representation of Knowles’ andragogy in practice 

Source: (Knowles et al., 2012). 
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As adult learners, the application of Knowles’ framework to nursing education is self-

explanatory and has been discussed in nursing terms of undergraduate (Aliakbari et al., 

2015; Decelle, 2016; Levett-Jones, 2005), postgraduate, professional development 

(Belton et al., 2010; Cooper, 2009; Curran, 2014) and nursing educator roles (Booth et 

al., 2016; Christensen & Simmons, 2019; Salminen et al., 2013). Indeed, within the 

conversational interviews of this study, participants recognised, albeit not directly 

relating to Knowles, the need for alternative education styles and recognised that 

learning needs vary depending on the situation, subject matter, and individual 

differences. 

It is important to note that the frameworks of Maslow and Knowles were explored for 

their relationship and appropriateness with the data as opposed to ‘fitting’ the data to 

the frameworks. Therefore, not all data under the three major themes will be discussed 

in relation to these frameworks. Where appropriate, links with the data will be made to 

one or both frameworks to aid in the understanding and discussion of the findings. 

7.2 Overview of themes 

The themes identified from the data each comprise a main focus with a number of sub-

themes. Whilst they will each be discussed individually, it is pertinent to observe that 

the themes are all intertwined and, like Maslow’s hierarchy of needs, often dependent 

upon each other. The intertwined and dependent nature of the themes highlights the 

complexity of the world in which the rural and remote nurse lives and works. This 

intertwining fits nicely with and reflects van Manen’s view that the ‘meaning’ of a 

phenomenon is never straightforward (van Manen & van Manen, 2021). The three main 

themes were: ‘Being-in-the-world of the rural and remote nurse’, ‘Scope of practice - 

unprepared or underprepared’, and ‘Moral distress’. 

7.3 Being-in-the-world of the rural and remote nurse  

This theme comprised the sub-themes of the setting and interdisciplinary working. The 

complexity of rural and remote living and working is unique in nature. Many 

multifactorial challenges influence how people in rural and remote contexts access and 

receive healthcare, with extreme weather conditions being a significant challenge (Dewi 

et al., 2024). Additional challenges include: how healthcare is planned; the number, 

qualifications and experience of nurses and other healthcare professionals who work in 
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these contexts; the demographics of the population who are the recipients of care; the 

geographical location and degree of isolation; the distance to a major city where tertiary 

healthcare and specialist doctors are available; and the resources and infrastructure that 

are available at the rural and remote site. Long and Weinert (1989) suggest that the 

special needs of the population in these settings require a unique approach that cannot 

be adequately addressed by urban developed nursing models.  

7.3.1 The setting 

The sub-theme of the setting derived from the data in this study, can be characterised 

by quotes from participants Lesley and Riley. These two very experienced nurses 

expressed how the rural and remote setting impacted their role and was unlike any 

other nursing they had previously undertaken. Lesley explained that the distance to 

another health facility meant they had to be prepared for any situation that might arise, 

and that any training they pursued required long-distance travel. Riley expressed that 

not having the option to easily access a nearby maternity ward felt like a completely 

different world of nursing. These sentiments have been echoed by Scharff, who 

described rural nursing as "being a long way from anywhere and pretty close to 

nowhere... being independent or perhaps just being alone"(Scharff, 2013, p. 243).   

Despite knowing the geographical setting of the healthcare facility when accepting a 

rural nursing role, the impact the setting had on the delivery of care and the nurses’ 

quality of life, as also identified in research by Adams et al. (2019) was something that 

some of the nurses in this study had not considered.  In their research, Adams et al. 

described how healthcare staff were unprepared for the demands of the role and extent 

of the scope of practice leading to a disillusionment attained from a desire to return to a 

normal (urban) life (Adams et al., 2019). Similarly, Nayda and Cheri (2008, p. 5) 

explained how participants in their study “were not prepared to cope with the extensive 

knowledge and skills required of the ‘generalist’ rural RN role”. However, the 

participants in this study, whilst expressing their surprise at the contrast from nursing in 

an urban or metropolitan area, also embraced the challenge as needing a period of 

adjustment that they thought was fully achievable.  

The preparedness of nurses to work in rural and remote settings has been examined in 

relation to both tertiary nursing and midwifery education as well as hospital-based 

graduation programs (Fowler et al., 2018; Lea & Cruickshank, 2015; Muirhead & Birks, 
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2020). Both Fowler et al. and Lea and Cruickshank emphasised that early and meaningful 

exposure to rural and remote environments during nursing education is crucial for the 

successful transition of nurses into these settings. Several Australian universities such as 

James Cook University, University of Newcastle, the University of Queensland, Edith 

Cowan University, and the University of Southern Queensland offer undergraduate 

nursing placements in rural and remote areas (Edith Cowan University, n.d. ; James Cook 

University, n.d.-b; University of Newcastle, n.d.; University of Queensland, n.d.; 

University of Southern Queensland, n.d.). Students are often supported in undertaking 

these placements through grants and scholarships (Queensland Government, n.d.).  

However, placement experience alone is insufficient to fully develop nurses’ 

preparedness for rural and remote practice. Walsh et al. (2023b) argue that building 

community knowledge and literacy requires not only student engagement and 

motivation, but also the active involvement of academic staff teaching them. 

Consequently, a university's capacity to foster both theoretical and practical 

preparedness depends in part on its ability to effectively engage with the rural and 

remote communities it serves. This capacity is often achieved by universities that are 

geographically embedded within such locations, such as Flinders University and James 

Cook University (Flinders University, n.d.-a; James Cook University, n.d.-b). This concept 

will be further explored in Chapter Eight.     

The attraction and retention of healthcare professionals into rural and remote settings 

has been a topic of discussion and investigation for many years, indeed, remaining high 

on the political health agenda (Ward, 2021). Smith (2016) emphasises that recruitment 

and retention, though often conflated, are distinct issues, much like the difference 

between rural and remote areas. Recruiting healthcare professionals to rural areas is an 

increasingly challenging task both nationally and globally—a concern the Australian 

College of Nursing views as an impending crisis (Ward, 2021).  

The WHO (2010) and Queensland Health (2023) have instituted a range of initiatives 

aimed at enhancing safe working environments, improving living conditions, and 

providing career development programs. Primary recruitment strategies encompass the 

educational continuum from student to health professional, with a significant emphasis 

on financial remuneration. The Department of Health and Aged Care's (2024) Scope of 

Practice Review Final Report, focuses on achieving sustainability in rural and remote 

areas through comprehensive reforms and recommendations for the full scope of 
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practice. In the PI’s previous interactions with rural healthcare professionals, financial 

incentives were frequently cited as a motivating factor for accepting rural contracts. 

However, none of the participants in this study mentioned financial incentives as a 

consideration in their decision-making. In fact, a paper on the 'Nursing Community 

Apgar Questionnaire in Rural Australia (NCAQ) found that lifestyle, availability of 

necessary materials and equipment, emphasis on patient safety and high-quality care, 

and perception of quality were among the top factors influencing recruitment rather 

than monetary enticements (Prengaman et al., 2017). 

Potential contributions to the decision-making process of nurses considering a rural or 

remote role have been shown to include both security and safety needs from the 

bottom of Maslow’s hierarchy, but also moving up to the next level, belongingness and 

love needs. Consideration for the needs of the families of rural and remote nurses has 

been discussed in several papers (Buykx et al., 2010; Hemphill & Keulil, 2013; Terry et 

al., 2021) with Prengaman et al. (2017) citing spouse satisfaction as the number one 

challenge and availability of schools and daycare in the top ten requirements impacting 

recruitment of rural nurses. Although most participants in this study did not mention the 

impact of their remote work decisions on their families, it is notable that seven out of 

the eight nurses interviewed lived alone in hospital accommodation. Most of these 

nurses were on short/medium-term contracts, with their partners living elsewhere and 

either had grown children or no children at all. The demographics of these participants 

also clearly correlates with statistics that show an ageing and transient workforce 

(AIHW, 2022a). The one participant with dependent children had grown up in a rural 

environment, married locally, completed her nurse education locally and continued to 

live in the area. She spoke about her need to stay in the area because she felt a 

belongingness to the community, which fits nicely with Maslow’s assertion that 

belonginess and love are important needs. Terry et al. (2021) also discusses this feeling 

of belongingness in their paper and concurs that people who felt a belongingness to 

community did stay in the community. This is an important concept when considering 

workforce planning for rural and remote settings as ‘growing your own’ workforce in 

rural places has significant advantages for retention of staff (Naden et al., 2023). 

Participants in this study acknowledged their understanding of the difficulties attracting 

and retaining nurses in the remote setting. They described the multifaceted challenges 

and pressures they felt from chronic understaffing and the reliance on agency nurses. 
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Whilst it has not been possible to obtain statistical data around the numbers of agency 

nurses employed in rural and remote Queensland, a study by Zhao et al. (2017) reported 

a steady increase of agency nurses employed in remote Northern Territory (NT), 

plateauing at 20% of the total workforce in 2011. Echoing the perspectives shared by 

participants in this study, Zhao et al. suggest that increased reliance on short term 

agency nurses contributes to ‘orientation burnout’ among permanent staff, alongside 

heightened anxiety concerning the competence and preparedness of agency staff. 

Frankie, a participant in this study, discussed this issue, stating that that the lack of 

education, training and onsite access that agency nurses were given to electronic 

documentation meant that permanent staff had to fill this gap, thus creating additional 

work and stress.  

Issues of recruitment and retention were further illustrated by Lesley who discussed a 

turnover of seven Directors of Nursing (DONs) in two years at her facility. This level of 

turnover underscores the instability that can permeate rural and remote healthcare 

settings. In their framework for remote and isolated practice report, the Council of 

Remote Area Nurses of Australia (CRANA) suggest the remote and isolated workplace 

setting includes factors related to: geographical, social, cultural, professional and 

environmental isolation as well as setting for practice that need to be considered 

(CRANAplus, 2018). As will be discussed further throughout this chapter, the correlation 

of the findings in this study with these factors and how to address them, as opposed to 

the financial incentive rewards being offered, could present a solution to the dichotomy 

between recruitment and retention. 

Participants in this study spoke about how the setting impacted the resources that were 

available and included both physical items and people. Ash spoke about the unreliability 

of internet access and telehealth due to weather conditions, and this was evident during 

several interviews undertaken during this study. Similarly, Almathami et al. (2020), St 

Clair and Murtagh (2019) and Bradford et al. (2016) all identified weather conditions 

alongside internet speed and availability of networks as barriers to online health 

consultation. Further to this, Bradford et al. (2016) reported the need for familiarisation 

with the equipment and services available for technical issues as being paramount to 

telehealth success. This was indeed an issue highlighted by Ash who described technical 

issues with this equipment outside of business hours making it unavailable to use. In 

considering rural nurses’ access to support when caring for a pregnant woman, these 
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barriers contributed significantly to the stress of the participants in this study. Without 

telehealth, nurses are left feeling vulnerable. Ash describes how being able to talk to a 

midwife or doctor is vastly different to being able to show them what they are actually 

seeing through a telehealth video call. 

Concerns were also raised by a number of participants around the inability to access 

pregnant women’s records if and when they did attend a remote facility. Frankie 

described a scenario out-of-hours and the difficulty she had accessing maternity records. 

In their report ‘Digital Health 2031’ Queensland Health set out their vision and 

foundation for digitally enabled healthcare (Queensland Health, 2021). In this report 

they state that the current information and knowledge sharing will go from being 

incomplete to an automated information exchange between healthcare providers within 

their roadmap of embedding digital over the next decade (Queensland Health, 2021). 

However, as noted on Queensland Health eHealth initiative webpage (Queensland 

Health, 2024) only one of the facilities involved in this study is currently listed for 

inclusion in the proposed roll-out. So, whilst improved connectivity, telehealth and 

patient health record are being highlighted and addressed for rural and remote locations 

(National Rural Health Alliance, 2024a; Queensland Health, 2021), there does not appear 

to be any concrete plans to address interprofessional patient information sharing at this 

point in time. 

7.3.2 Interdisciplinary teamwork 

Communication, either face to face or via information technology, was identified by 

Williams (2012) as a key component of interdisciplinary working and paramount in 

reducing rural professional isolation. When the setting causes detachment from peers—

illustrated by Ash's experience with technology failures and Frankie's account of how the 

environment often affected the availability and attendance of visiting health 

professionals—the consequences negatively impact both women and rural health 

professionals. Professional isolation in relation to rural and remote nursing was first 

discussed in the seminal work of Long and Weinert (1989). They, like other researchers 

to follow (Adams et al., 2019; Doolan‐Noble et al., 2021; Kagi et al., 2023; Kulig et al., 

2018; MacKay et al., 2021; McElroy et al., 2024; Terry et al., 2021; Williams, 2012) 

identified how a lack of collegial support remains one of the most concerning 

characteristics of rural nursing.   
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Williams (2012) identifies professional isolation as a barrier to rural nurse recruitment 

and retention, describing it as the absence of peer support crucial for fulfilling 

professional roles, aligning with Maslow's (1982) esteem needs. McNeil et al. (2015), 

note that the scarcity of rural practitioners increases the necessity for professional 

collaboration, yet interactions remain inconsistent and ad hoc, echoing findings by 

MacKay et al. (2021). 

At times of positive teamwork interactions, the participants in this study acknowledged 

the elevated levels of interdisciplinary skills of colleagues with midwifery and obstetric 

knowledge. Participants spoke about the significance of interprofessional collaboration 

with midwives, doctors, retrieval services such as the Royal Flying Doctor Services (RFDS) 

and Retrieval Services Queensland (RSQ) as well as specialist services like Telehealth 

Emergency Management Support Unit (TEMSU). The importance of such collaborations 

has previously shown that health professionals in remote areas feel the clinical support 

and guidance is consistent in emergency situations (Green et al., 2023), improves 

management of complex conditions (Bradford et al., 2016) and reduces professional 

isolation (Wakerman et al., 2019; Williams, 2012).  Having agency nurses who were dual 

qualified also as midwives was unusual and was seen as a bonus by permanent staff. 

However, Frankie acknowledged that a lot of pressure was placed on these dual 

qualified agency nurses because of their midwifery qualification. 

A study by Gonzales-Chica et al. (2021) reported that RFDS performed a total of 1521 

pregnancy related transfers in Queensland over a four year period, second only to 

Western Australia. Their data showed a steady increase over that time from 299 in 

2015/16 to 416 in 2018/19 and showed most transfers were from rural hospitals and 

related to early pregnancy or pre-term complications. The significance of these numbers 

and subsequent support for rural nurses is emphasised by the research of McCullough et 

al. (2022, p. 574) who discuss the worth of having someone come in and say “ok we will 

manage this patient from here on in, ” Similarly, Frankie described such collaborative 

support as having a ’safety net’ which will be discussed further in this chapter, 

reinforcing the reality of the fear surrounding complications felt by the nurses in this 

study. 
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7.4 Scope of practice - unprepared or underprepared 

This theme encompassed the sub-themes of skills and knowledge and educational 

needs. The term ‘underprepared,’ frequently used interchangeably with ‘unprepared,’ 

conveys a sense of lacking readiness, but the nuances between them are significant. 

‘Unprepared’ denotes a complete absence of preparation, whereas ‘underprepared’ 

refers to being inadequately prepared (Merriam-Webster, n.d.-b), indicating some level 

of readiness that falls short of expectations. It implies that individuals possess some 

skills and knowledge but lack the necessary experience or expertise. 

The term ‘unprepared’ has been used by various authors discussing rural and remote 

nurses. For example, Whiteing et al. (2022) described remote nurses as being 

unprepared for the additional responsibilities of their roles, while Penz et al. (2007) 

attributed the lack of preparation to the unique challenges of rural practice. However, 

the participants in this study cannot be accurately classified as unprepared in the 

context of providing care to maternity patients. While they are often described as 

generalist, they are not qualified midwives. Although many of the participants expressed 

feelings of being unprepared, there was an overwhelming desire to become prepared. In 

this context, the perceived lack of preparation may be better understood as a reflection 

of the emotional and ethical tension participants experienced when faced with the 

actual or potential care of pregnant women. This tension, and the question of where 

that level of moral culpability lies, will be discussed further in this chapter.  

7.4.1 Skills and knowledge 

The nurses in this study hold a wealth of knowledge and skills and a wide breadth of 

experience in a variety of specialist areas allowing an alignment with the description of 

the generalist nature of rural nursing practice (Jukkala et al., 2008; Long & Weinert, 

1989; Scharff, 2013). McCullough et al. (2022), in their research, describe the remote 

area nurse as possessing a wider skill set through independently attending a greater 

variety of assessments but also being able to interpret how they are using clinical 

protocols. Participant discussion in this study is congruent with this: Kai described how, 

as an endorsed Rural and Isolated Practice Registered Nurse (RIPRN) she can prescribe 

and treat patients without a doctor’s order. MacKay et al. (2021) suggested in their 

study that, due to a lack of resources and facilities, rural nurses were prepared, and 

willing, to undertake many different tasks. This motivation to psychological growth and 
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self-development was theorised by Maslow (1943) as the apex of his hierarchy pyramid 

and later described by Hoffman (2008) as the highest level need, where the individual is 

capable of self-actualisation in terms of skills and abilities. However, like the participants 

in this study, other researchers identified such tasks as potentially stressful  (Lenthall et 

al., 2018; LeSergent & Haney, 2005; Moszczynski & Haney, 2002; Opie et al., 2010) and 

barriers to job satisfaction (McCullough et al., 2022; McElroy et al., 2022; Smith, 2016; 

Smith et al., 2019) pertaining to a necessity rather than willingness.  

Working in generalist remote nursing roles, all participants in this study relayed how 

drawing on experience and tacit knowledge from previous roles had assisted them in 

their current positions. However, there were few that had experienced or witnessed 

maternity care enough, to gain such implicit knowledge and skills in this area, aside from 

understanding that things can turn complicated very quickly. Both Kai and Lesley 

discussed moments they had worked outside their comfort zone in the remote context 

but mostly felt confident in their ability to critically analyse the situation. This sentiment 

conflicts with participants in McCullough et al.’s (2022) study who suggested knowledge 

and skills from previous roles as irrelevant in remote nursing. Furthermore, McCullough 

et al. whilst speaking about the remote setting in general, as opposed to maternity care, 

described a discrepancy between the knowledge and skills needed and the competence 

and confidence in providing care thus impacting the quality of care provided. These 

thoughts were also echoed by Cramer (1994) and Josif et al. (2017). Participants in this 

study also associated gaps in their knowledge as affecting care for pregnant women. 

Lesley voiced her concern that she would be able to ‘fumble’ her way through a nursing 

situation but not the birth of a baby or having to care for a pregnant woman.  

All participants in this study agreed that a lack of even the most basic knowledge and 

skills in maternity care led to feelings of being unprepared. In alignment with these 

findings and in contrast to RNs in Canada (Medves & Davies, 2005). McCullough et al. 

(2022) argued a gap in nursing education, specifically the focus on the preparation of 

acute, rather than generalist nurses, contributed to nurses being unprepared. Only one 

of the participants in this study, Stevie, had any theoretical maternity experience 

because she worked overseas and needed this experience for registration purposes. 

However, despite this previous knowledge, Stevie admitted that she did not remember 

any of the skills or knowledge as it was so long ago. This sentiment is echoed by Nayda 

and Cheri (2008) who reiterate that without repeated exposure to situations there is a 

decrease in skills, knowledge and confidence. Yates et al. (2011) describes the 
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expectation placed on rural dual trained midwife/nurses to maintain competency in 

midwifery, despite spending only a small percentage of their clinical time practicing in 

that area. Newhouse (2005, p. 354) quite simply implies that “maintaining nurse 

competency is a major challenge”. Maintaining skills is not only a concern for nurses 

working remotely. Farmer (2010) describes the difficulty of recruiting medical specialists 

that can maintain their skills. The ‘capability for practice’ domain of the National Rural 

and Remote Nursing Generalist Framework 2023 – 2027, asserts that rural health 

providers “actively maintain currency and capability in professional standards of 

practice” (National Rural Health Commissioner, 2022, p. 35).  

Ash, Alexis and Lesley were all conscious of their need to know the basics and suggested 

a rotation in a maternity unit would be beneficial. This was evidenced by Ash’s 

statement: ‘I’ve been around longer than most people, to learn something you have to 

experience it.’ (L8). Experiential learning has been shown by Knowles (1980) and later 

Mezirow (2000) to be a critical component to transformative learning. Prescott and 

Garside (2009), Clapper (2010) and Waldner and Olson (2007) have all shown how 

simulated learning environments create experiential learning opportunities for learners, 

which help prepare them for real-world situations. Irrespective of the mode of 

acquisition of the skills and knowledge needed to care for maternity patients, the 

participants in this study were clear that they felt they did not have what was required 

and they needed more education. 

7.4.2 Education needs 

Nurses are both legally and professionally obligated to ensure their practice capabilities 

are current (NMBA, 2016a; NRHC, 2022). AHPRA (n.d.) defines Continuing Professional 

Development (CPD) as the process by which health practitioners maintain, enhance, and 

broaden their knowledge, skills, and competencies while also developing the necessary 

personal and professional attributes throughout their careers. According to the NMBA 

(2016b), nurses and midwives are encouraged to lay a foundation for lifelong learning 

through planning and reflection. This learning is promoted through a variety of methods, 

including multimedia, face-to-face instruction, simulation, e-learning, and self-directed 

learning (NMBA, 2016b). While this approach seems to embrace andragogy, as defined 

by Knowles as “the art and science of helping adults learn” (Knowles, 1980, p. 43), it falls 

short when applied to the context of rural and remote nursing. Knowles et al. (2012), 

later describe andragogy within a humanistic and pragmatic framework: the humanistic 
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approach, influenced by Maslow (Maslow et al., 1982) focuses on self-actualisation, 

while the pragmatic philosophy, shaped by Dewey (2011) values knowledge gained from 

personal experience over formal authority. 

Applying Knowles' (2012) andragogy to practice may be seen as an idealistic framework. 

The challenges highlighted by study participants regarding access, distance, and 

appropriateness, reflect issues identified by other researchers (Belton et al., 2010; 

Molanari et al., 2011; Mullei et al., 2010; Penz et al., 2007; Terry et al., 2021). However, 

not all challenges can or should be addressed solely through Knowles' framework, as 

some may be better suited to the principles of critical theory and social change 

proposed by Mirriam and Brockett (1997). Indeed, Knowles states that the ends and 

purpose of adult learning events, whilst vital, must be separated from debates about 

models of adult learning. Knowles’ framework acknowledges that the goals and context 

of adult learning are crucial, however, his framework does not provide solutions for 

overcoming the challenges identified. 

The phrase "continuing professional development" (NMBA, 2016b) can also be 

problematic when referring to the acquisition and maintenance of skills. The term 

‘continuing’ implies that the process has already begun, which is not applicable if a skill 

has not yet been acquired. As discussed in the previous sub-theme, the acquisition of 

maternity theory and practice skills were a concern for participants in this study and as 

reported by others (Cramer, 1994; Josif et al., 2017; McCullough et al., 2022). These 

concerns were also highlighted in the National Rural and Remote Nursing Generalist 

Framework. Analysis of responses from public consultation in this document showed 

respondents wanted to ensure that attaining ‘basic maternity skills were reflected’ in 

the framework (Australian Government, 2023, p. 14). Accomplishing acquisition of skills 

in a completely different profession like maternity, was seen by the participants in this 

study as challenging for a number of reasons including: lack of commitment from their 

health service as stated by Charlie “having in-services or training courses is not being 

prioritised” (100), lack of resources as demonstrated by Alexis “we don't have staff to 

cover so we won't do anything” and inappropriate delivery of education as discussed by 

Frankie “I think the scenarios need to be activity based, it can't be all theoretical” (L.43). 

Given the participants' perception of their employer’s lack of commitment to ongoing 

education, their concerns appear justified when examined alongside findings from 

existing research. Penz et al. (2007) acknowledge the difficulty in addressing time 
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constraints and staff shortages but attest the importance and necessity of upholding 

competency levels needed for advanced nursing roles. Kenny and Duckett (2003) 

acknowledge that there was an understanding by nursing supervisors that nurses 

needed to participate in professional development activities and attend educational 

sessions, however, the complexities of finding alternative replacement staff often 

prevented them from approving leave for this purpose. These findings are also 

congruent with Pearson and Care’s (2002) work into rural nurses’ education who 

suggest rural nurses in their study prefer practical, accessible during working hours, 

rurally orientated and organisationally funded education. This sentiment is mirrored by 

Penz et al. (2007) who discuss the unrealistic expectation placed on rural nurses to 

attend education away from their community. Similarly, Levett-Jones’ (2005) asserts 

that hospital administrators must establish a framework to foster a culture of ongoing 

education within an organisation. Participants in this study acknowledged that, in 

theory, such a culture existed. However, they highlighted that in practice, if education 

was not personally initiated and actively pursued by themselves, they would be left 

without support and resources. This situation was very much evident from Lesley’s 

interview where she acknowledged that the Maternity Education Course (MEC) was 

mandatory for RNs in her hospital and health service (HHS). However, she also stated 

she had been in her role for three years and had “pushed and pushed and pushed … for 

it. So I just paid the other day. I'll just get reimbursed because it's something I have to do 

for me” (L74). 

The mode of education delivery fell short of meeting the needs of most of the 

participants in this study. The impact upon their capacity for self-actualisation through 

personal growth and developing their potential (Maslow et al., 1982) was evident 

throughout many of the interviews. The participants differences and similarities of 

experiences were consistent with the adult learning principles described by Knowles et 

al. (2012). When the nurses’ experiences with the ‘imminent birth education’ program 

were discussed, it became clear that everyone enjoyed the face-to-face delivery, which 

included both theoretical and practical components. In the words of Charlie it was 

“really good.” The course was deemed inadequate when it was offered online or 

contained only the theoretical training. The program was originally designed with mixed-

mode delivery to address challenges such as staffing and cost (Connell, 2018). When 

delivered with this intention, participants in this study, mirrored positive evaluations 

received by the course coordinators (Connell et al., 2019). However, participants 
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criticised deviations from this method, especially during Covid-19, believing that these 

adjustments were motivated by budgetary considerations or used as a justification 

because of the pandemic. 

It appears that the participants' individual characteristics influenced the variations in 

their experiences with maternity education. For instance, those with different 

professional backgrounds or levels of experience might have responded differently to 

changes in the delivery mode or ease of access. Participants' own needs, preferences, 

and expectations may have influenced how they perceived and evaluated the efficacy 

and effectiveness of the education, whether it was delivered in-person or virtually. 

These variables probably played a role in varying degrees of satisfaction with education, 

especially when it strayed from expectations and correlated with others’ research 

(Karaman, 2011; Murphy et al., 2006), whilst also aligning with both Maslow’s 

individuality of needs (Maslow et al., 1982) and Knowles’ learning principles (Knowles et 

al., 2012). Experienced nurses like Lesley and Riley, and less experienced nurses like 

Frankie and Charlie who worked only in rural settings, showed developed critical 

thinking skills for addressing education concerns. Lesley highlighted the development of 

innovative technologies, such as virtual reality, as a more realistic and cost-effective 

solution for enhancing maternity education. This concept is consistent with 

recommendations made by other academics who contend that investing in cutting-edge 

technologies is essential to fulfilling the educational requirements of rural healthcare 

nurses in the future (Hegge et al., 2002; Jukkala et al., 2008; Lemée et al., 2024; Liu et 

al., 2004; North West Hospital and Health Service [NWHHS], 2023; Podubinski et al., 

2024). 

7.5 Moral distress 

Moral distress has been described as being when an individual “knows what is the right 

thing to do but recognises herself/himself as unable to pursue such an action either due 

to errors of judgment, personal failure, weakness of character, or even due to 

circumstances beyond personal control” (Barlem et al., 2012, p. 679). More specifically 

in nursing, the seminal work of Jameton (1984) suggested a psychological imbalance 

brought about by an inability to perform morally appropriate activities corresponding to 

their integrity or knowledge. Barlem et al. further suggest that the consequences of such 

effects can lead to feelings of anger and sorrow. Whilst displays of anger were not 

evident from participants in this study, precursors to this emotion; concern and 
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frustration were certainly portrayed, as was sorrow. Protective factors suggested to 

support nurses to positively adapt to moral distress include maintenance of 

psychological well-being (Foster et al., 2020) and personal resilience (Cooper et al., 

2020; Cusack et al., 2016). Resilience is said to comprise numerous dimensions:  

endurance, adaptability, determination, recuperability, life calling, and comfort zone 

(Handoyo et al., 2020). Participants in Handoyo et al.’s, study certainly voiced feeling 

outside their comfort zone and, asserted a fear of making a mistake as a key component 

of their distress. This fear potentially hindered their movement from self-actualisation to 

transcendence as understood through their self-awareness (Maslow et al., 1982). 

7.5.1 Fear 

Fear brings about a complex fusion of behaviours, mental processes, and physiological 

reactions that have developed over millions of years to help protect us (Guthrie 

Yarwood, 2022). Consulting the literature for this discussion, the word fear, whilst 

sometimes used by participants in studies (Hughes, 2012) is uncommonly referred to as 

a study focus. Considering the terminology of fear, psychologists consider it as a strong 

emotional response, caused by conditioned stimuli associated with punishment or 

threat (Miller, 1960).  A more common term used in the literature around stress, 

resilience and distress for rural and remote nurses is anxiety (Badu et al., 2020; Clark et 

al., 2021; Moszczynski & Haney, 2002; Nayda & Cheri, 2008). Defined by Segal (2010), 

anxiety epitomises more dispersed feelings of apprehension and reflection that are 

associated with a perceived rather than actual threat.  However, Gross and Canteras 

(2012) argue that instead of making a clear distinction between fear and anxiety, many 

individuals are likely to experience a combination of both acute fear in response to 

immediate threats and more diffuse reactions of anxiety. Similarly, Gray (1991) observes 

that anxiety may also stem from conditioned stimuli associated with frustrative 

nonreward. 

Fear and anxiety have evolved beyond mere survival responses to threats. They now 

influence our daily decisions and long-term goals, stemming from concerns about 

change, failure, embarrassment, and the unknown (Gross & Canteras, 2012). Research 

has shown that time and circumstance significantly shape perceptions of fear and 

anxiety, influencing responses to events such as war, illness, phobias, and, more 

recently, the Covid-19 pandemic (Amin, 2020; Armstrong-Jones, 1917; Coelho et al., 

2020; Milosevic & McCabe, 2015; Nahm et al., 2021). Whilst nuances of the terminology 
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between fear and anxiety obviously exist, Gray solicits the question “what’s in a name?” 

(Gray, 1991, p. 77). Participants in this study portrayed, as per the definitions, levels of 

both fear and anxiety. However, their statements should not be interpreted as reflecting 

a simple or convenient distinction between the two emotions, aligning with Gross and 

Cantera’s argument that these emotional experiences are not entirely independent of 

one another.  

All participants in this study used emotionally charged language such as nervous, 

terrifying, scary, scared, devastating, fear, anxiety, and anxious to describe their feelings 

about caring for a pregnant woman. These emotional descriptors closely mirror those 

reported in previous studies examining the emotional responses of nurses working 

outside of their scope of practice (Hughes, 2012; McCullough et al., 2022; Nayda & 

Cheri, 2008). However, Alexis and Ash both exhibited a deeper, almost guttural form of 

expression, capturing how their internal fears amplified their emotional response to 

reverberate through their thoughts, manifesting physically. The weight of their 

apprehension was palpable, their words, voice tone, and body language portraying not 

just anxiety but a profound sense of fear. It was the strength of these reactions that 

influenced the use of fear rather than anxiety as a sub-theme in this study. To honour 

the depth of their emotions, my interpretation of the participants’ words needed to 

conduct an equally powerful resonance. 

Despite having never physically cared for a pregnant woman in labour, Alexis and Ash 

both displayed responses that were activated by perception, an intrinsic threatening 

stimulus, an exposure context association termed by Muller et al. (1997) as ‘fear 

conditioning’. Most of the participants in this study discussed the threat of having to 

care for a pregnant woman rather than their memory of providing that care. Whilst 

sometimes fear was elicited by attending education, as was the case for Ash, it was also 

prompted by participants' personal experiences and through disaster stories shared 

between nurses. Lesley shared a dramatic story about a woman giving birth at her 

facility before she arrived. Kai recalled similar stories from midwifery educators, 

highlighting the dangers of fostering fear in the workplace (Hughes, 2012). 

 The concept of storytelling, or narrative pedagogy (Best, 2021), in nursing, has deep 

roots with its value recognised for centuries (Bowles, 1995). It has been acknowledged 

as a powerful tool for relaying knowledge and experiences (Bowles, 1995; East et al., 

2010). East et al. further attest that personal narratives can serve as a foundation for 
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developing resilience. However, while these affirmations offer profound insights into 

lived experiences, it is crucial to consider ethical principles, context, environment, and 

safety to protect both the storyteller and listener (East et al., 2010). Sabini and Silver 

(1982) and Dunbar (2022) propose blurred lines between storytelling and gossip are 

inevitable. According to Sabini and Silver, newcomers explore common morality by 

understanding the limits of acceptable behaviour. Without proper safeguards and 

positive framing, storytelling can negatively affect self-confidence and cause fear. 

7.5.2 Inadequate and unsupported 

As adults, equipped with education and emotional awareness, we can usually rationalise 

feelings of inadequacy. However, when continually confronted with feelings of being 

devalued, insignificant, or working in an ineffective or unfamiliar environment, research 

suggests that nurses may experience a sense of inadequacy, which undermines their 

motivation (Leliopoulou et al., 2024). Nursing under adverse circumstances, defined as 

“conditions that have a negative or harmful effect”  (Cambridge dictionary, n.d.-c) has 

been reported as contributing to distressing feelings, particularly during events like the 

Covid-19 pandemic (Carnesten, 2023; Coelho et al., 2020; Scott, 2022; Tribby & Isaacson, 

2024). Such experiences can be likened to nursing in a war zone (Finnegan et al., 2016; 

Rahimaghaee et al., 2016). Both situations involve placing nurses in a temporary and 

unique context, emphasising the roles' transient yet challenging nature. When 

examining rural and remote nursing in the context of challenging circumstances, it is 

important to note that while the intensity and dangers of a war zone or pandemic are 

typically absent, the psychological long-term effects of the continuous and demanding 

nature of rural and remote nursing can be unsustainable. These factors can significantly 

contribute to issues like moral distress, which often leads nurses to leave the profession 

(Allen et al., 2020; Beks et al., 2018; MacKay et al., 2021; Molinari & Monserud, 2008; 

Whiteing et al., 2022; Woods, 2014). 

All participants in this study acknowledged the unique nature of their jobs and 

embraced the diverse scope and generalist aspects of their roles. Many expressed pride 

in their abilities, experience, and the breadth of their responsibilities. For example, Kai 

shared her experiences with her RIPRN practice, while Ash proudly stated, “I am very, 

very good at what I do” (L9). None of the participants indicated a desire to leave either 

the rural and remote environment or the profession. However, they did convey feelings 

of discomfort and inadequacy when it came to providing care for pregnant women. This 
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discomfort, due to the rare occurrence of such cases, reflects a 'temporary and 

extraordinary' context that aligns with previously discussed adverse circumstances, 

putting these nurses at risk of developing post-traumatic stress disorder (PTSD) 

(Schuster & Dwyer, 2020). It has also been suggested that nurses who meet a diagnostic 

criteria for PTSD almost always are symptomatic of burnout (Mealer et al., 2009). Both 

PTSD and burnout have been linked and attributed to the contribution of rural 

workforce attrition (Leung & Shen, 2022; Smith et al., 2023).  

Both Schuster and Dwyer (2020) and Mealer et al. (2009) emphasise that nurses who 

directly or indirectly witness patient suffering during traumatic events are at significant 

risk for developing PTSD.  Furthermore, emotional involvement or identification with the 

patient was also shown to increase stress for nurses (Adriaenssens et al., 2012; Schuster 

& Dwyer, 2020), and this was certainly the case for Frankie in this study. She described 

how her perspective on the care provided to pregnant women shifted after having her 

own children, resulting in a strong desire to offer the best possible chance for pregnant 

women to be healthy. Like Frankie, many participants faced the dilemma of knowing 

they lacked the knowledge and skills to provide essential care. Although none of the 

nurses in this study expressed concerns about PTSD when caring for pregnant women, 

some showed classic PTSD symptoms like avoidance, physical reactions, and negative 

thoughts about their abilities (Black Dog Institute, n.d.). 

Community belonging can enhance job satisfaction but may also cause feelings of being 

overburdened (MacKay et al., 2021; Mohale & Mulaudzi, 2008). Rural and remote 

nurses often seek social and peer support as coping strategies, which have been shown 

to reduce psychological distress (Adriaenssens et al., 2012). Mealer et al. (2009) suggest 

that nurses with components of resilience were less likely to experience PTSD than 

those with lower levels of perseverance. However, seeking support for rural and remote 

nurses can be more complex for several reasons. Isolated working environments reduce 

the availability of appropriate support that truly understands the demands of the rural 

and remote nursing role (Jahner et al., 2019; McCullough et al., 2020; Tribby & Isaacson, 

2024). When nurses find an ally, as Frankie stated when discussing a particular case 

looking after a pregnant woman, they hold on to them “The grad nurse I was on with, 

she has become a good friend and …despite moving away… we often talk about it” (L34) 

a sentiment mirrored in others’ research (MacKay et al., 2021). Navigating work 

relationships when seeking support has been shown to leave nurses feeling 
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marginalised, embarrassed and unsupported (Leliopoulou et al., 2024). Nurses in this 

study, similar to those in MacKay et al., discussed receiving negative, derogatory, and 

dismissive comments from medical and midwifery colleagues. If teamwork was 

identified as positive in the first theme of ‘being in the world of the rural and remote 

nurse’ its absence in this context amplifies the significance of that discussion and the 

role it takes in the provision of support. 

While Jahner et al. (2020) noted mixed perceptions of debriefing sessions, Kai and 

Frankie identified the absence of formal debriefing as a significant gap in rural and 

remote contexts. Schuster and Dwyer (2020) highlighted ambiguity in debriefing best 

practices, yet both Kai and Frankie concur with Floridis (2023) that debriefing, formal or 

informal, remains critical post-incident, despite unique challenges in these settings. 

7.5.3 Resignation 

Despite experiencing moral distress and negative emotions, participants in this study 

displayed commendable professionalism. The term professionalism, significant in 

nursing, involves care delivery, social values, cultural issues, and organisational 

expectations. As defined by Monash University (n.d.), professionalism includes respect, 

compassion, self-awareness, honesty, integrity, accountability, and a commitment to 

continual improvement. The Nursing and Midwifery Council (UK) (n.d.) and NMBA 

(2019) highlight attributes necessary for nurses to practice professionally such as 

continuous learning, being a role model, supporting appropriate environments, enabling 

person-centred care, practicing evidence-based care and being able to lead. The nurses 

in this study understood that their moral distress was secondary to their professional 

duties working in the rural and remote settings. According to Zibrik et al. (2010) 

participants in their research, similarly, conveyed by Lesley, Ash and Frankie, voiced 

having no one else to rely on for care delivery, adopted a resigned "it's up to us" 

mentality. 

As previously discussed in this chapter, the remote nursing generalist scope of practice 

spans the continuum of care and lifespan, encompassing various disciplines, including 

maternity (Australian Government, 2023). Although the traditional nursing scope of 

practice in Australia does not typically include maternity care, the National Rural and 

Remote Framework allows for its inclusion in rural settings. According to Konkin et al. 

(2020) this enables rural nurses to extend their capabilities beyond their usual limits. 

However, for the participants in this study, this expansion led to feelings of resignation 
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regarding their ability to provide care that they felt morally and ethically unprepared to 

handle. 

7.6 Conclusion 

This chapter has discussed the findings from this study, comparing and contrasting them 

to the literature and identifying new knowledge in relation to rural and remote nurses 

caring for pregnant women. The study has highlighted the inequity of accessible 

healthcare in a rural setting and the impact this has on the nurses who provide care.  

Ideas for addressing the identified concerns of the rural and remote nurses in this study 

will be discussed in the final chapter. 

Viewed through the lens of Maslow’s hierarchy of needs, the emotional and professional 

stress experienced by these participants suggests that their foundational needs for 

safety, support, and psychological security are often unmet and do not allow them to 

reach self-actualisation. Furthermore, the participants’ strong desire to become 

adequately prepared, despite systemic limitations, reflects key principles of Knowles’ 

adult learning theory, particularly the emphasis on self-directed learning and the 

relevance of experience-based education. Potential strategies to address the concerns 

identified by participants, including educational and systemic interventions, will be 

discussed in depth in the final chapter.  
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Chapter 8: Recommendations and conclusions 

Some discussion regarding methods undertaken will necessitate the use of first-person 

language relating to myself as the Principal Investigator (PI). 

8.1 Introduction 

This study aimed to investigate the experiences and perceptions of registered nurses 

caring for pregnant women in a rural and remote setting, in the absence of a midwife. 

Phenomenological analysis of interview transcripts identified three themes that have 

been described and discussed in the preceding chapters. In this final chapter, I will 

review my understanding of rural nursing and consider the strengths and limitations of 

this study. I will also provide recommendations and proposals for future research and 

rural and remote nursing practice. 

8.2 Reviewing my understanding 

Prior to undertaking this study, I had contemplated the notion of a doctoral thesis for 

many years. Despite my profound passion for midwifery, I encountered difficulties in 

identifying a sufficiently compelling area of research to motivate me to advance. This 

scenario shifted markedly when I commenced work in the rural and remote regions of 

Australia. Being so far removed from my midwifery starting point, the inequity of 

outback midwifery, but also the potential, was overwhelming to me. On a daily basis, I 

was drawn in: the lifestyle, the culture, the people and the imbalance in health equity. 

Initially, I considered midwifery in isolation. I found myself asking the questions, I have 

since come to realise are questions asked by many healthcare professionals who have 

never worked in rural or remote areas: Why is maternity care so inequitable? Why are 

there not enough midwives? Why are maternity units closing? The answers to these 

questions are very important and should continue to be asked. However, during the 

process of this study, I have realised they are discussing solutions to an overarching 

problem and not addressing the here-and-now for nurses providing care to pregnant 

women. 

As I listened to the stories of nurses, both prior to commencing this study, and more 

intently during the interview process, I gained a deeper understanding and respect for 

these healthcare professionals. Instead of being fiercely protective of my midwifery 

profession to the point of being dismissive of their input, I was able to comprehend, 
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without compartmentalising, the important role nurses play in rural and remote 

midwifery care. I came to realise the difficulties and moral distress they faced on a daily 

basis but could also admire and appreciate their tenacity, humour and professionalism. 

As much as I learned about their roles, I also gained deeper insight into myself and what 

I contribute to the midwifery profession. This experience has reshaped my perspective 

and influenced how I teach future generations of student nurses and midwives.  

8.3 Strengths of the study 

One of the key strengths of this study is its research topic. As highlighted in the 

literature review (Chapter 2) and the discussion (Chapter 7), there are no existing 

studies that focus on the experiences and perceptions of nurses caring for pregnant 

women in the absence of a midwife. This makes it the first phenomenological study to 

explore this important topic.  

The methodology of the study is another strength. Interpretive phenomenology allowed 

for the lived experiences of the participants to be portrayed in their own words, thus 

offering a rich understanding of the phenomena. The researcher’s interpretation 

evolved alongside a deeper understanding of the participants' interpretations. This 

method highlights that understanding is not straightforward or objective; rather, it is 

influenced by the viewpoints and interpretations of both the participant and the 

researcher, resulting in a complex and nuanced analysis (Crowther et al., 2017; Flood, 

2010). The researcher’s background as a midwife and clinical educator is also therefore 

seen as a strength in this study. The researcher was very familiar with the locations and 

aware of the obstacles placed on the participants because of the setting. The familiarity 

of the researcher in these areas may have provided a greater opportunity for 

engagement. 

The last strength of this study was in the data collection method, which echoed the 

difficulties experienced by the participants around attending education and financial 

implications. Conducting online interviews was cost-effective and time-efficient, 

particularly during the Covid-19 pandemic. Several planned interviews needed to be 

changed at short notice by participants, which may have proved difficult and had further 

consequences had the interviews been face-to-face.  
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8.4 Limitations to the study 

Just as this study had strengths, it also had limitations that must be acknowledged to 

interpret the findings. This study used interpretive phenomenology to explore the 

perceptions and experiences of a small number of rural and remote nurses. Whilst a 

small sample size is appropriate for a phenomenological study, the data set taken from 

eight participants within a single Health and Hospital Service (HHS) in Queensland may 

be considered limited. The diverse experiences reported by participants from various 

geographical settings are likely to have influenced the findings, potentially yielding 

varied outcomes. This variability is a recognised and acceptable dimension within the 

framework of phenomenological research (Zahavi, 2020).  

It is important to recall that, as previously discussed regarding the strengths of Zoom 

interviews, the availability of visual cues—such as facial expressions, gestures, and eye 

contact—contributes valuable context to qualitative data. In contrast, telephone 

interviews lack these non-verbal elements. To compensate for this absence, strategies 

such as enhanced verbal probing, reflective listening and journaling, and careful 

attention to vocal tone and pauses were employed to ensure the richness and depth of 

participant responses and maintain meaningful engagement. 

Being new to qualitative research interviewing, preconceived assumptions could have 

limited or skewed the data collection process. As discussed in Chapter 4, van Manen’s 

methodological themes (1990) were applied to guide the research and address these 

biases, particularly through the use of Gadamer’s reconceptualised hermeneutic circle 

(2006). Furthermore, the interpretation of the data set could have been analysed in 

alternative ways. Van Manen (2002)  notes that interpretation is not definitive, and 

individual insights deserve scrutiny. Keeping this in mind, this study incorporated 

collaborative analysis to enhance the validity of the findings. 

8.5 Recommendations 

The sociopolitical relationship between nursing and midwifery in Australia is shaped by 

enduring historical tensions, entrenched professional boundaries, and regulatory 

frameworks that reinforce siloed identities (Reiger, 2000). Midwifery, grounded in 

woman-centred care and cultural continuity, has long advocated for autonomy and 

distinct professional recognition (International Confederation of Midwives, 2025), 

whereas nursing has traditionally operated within broader institutional hierarchies that 
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often subsume midwifery under generalist scopes. This dynamic has contributed to 

fragmented educational pathways and limited cross-disciplinary integration, particularly 

in rural and remote contexts where workforce shortages necessitate flexible, culturally 

safe maternity care (Onnis and Hunter, 2025). Addressing these divides requires 

research into educational reform and policy change that embeds reflexive, culturally 

responsive curricula, equipping nurses with the capacity to engage meaningfully with 

maternity principles while respecting professional distinctions. 

Recognising the complexities involved in providing maternity care in rural and remote 

areas, this study highlights the need for targeted recommendations that address the 

gaps in research, education, practice, and policy. Five recommendations have been 

made under these key areas, which are visually represented in Figure 8.1. In focusing on 

actionable solutions within these four pillars, the aim is to improve the support provided 

to nurses, enhance the quality of care for pregnant women, and advocate for equitable 

access to midwifery services. These recommendations are not intended to create 

practitioners who function as pseudo midwives. 

 

Figure 8.1 Recommendations from the research study 
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8.5.1 Recommendations for research 

 

This research must consider the service providers' input whilst acknowledging that this 

would not be a pathway to midwifery registration but rather equipping rural and remote 

nurses with the skills they need within the generalist practice in which they work.  All 

the participants in this study displayed feelings of inadequacy and unpreparedness. 

Despite attending education sessions in maternity skills, many suggested they would 

have felt more confident and prepared had they had the opportunity to learn the basics 

in the clinical area, as opposed to a simulated education setting. Postgraduate 

opportunities in ‘speciality nursing’ currently exist through tertiary education providers. 

Fields of acute care, emergency, paediatric, critical care, chronic disease and ageing, 

cardiac, perioperative and perianaesthesia (Deakin University, n.d.; Griffith University, 

n.d.; University of Technology Sydney [UTS], n.d.) as well as non-clinical advancement in 

nursing education, leadership and management (James Cook University, n.d.-a; Victoria 

University, n.d.) all prepare nurses for advanced roles.  

There are a number of courses and support networks specifically aimed at rural and 

remote nursing (CRANAplus, n.d.; Flinders University, n.d.-b; Northern Territory Health, 

n.d.). However, aside from the existing maternity-specific education available to rural 

and remote nurses (CRANAplus, 2024a; Queensland Health, 2018), if a nurse does not 

want to undertake a postgraduate midwifery course (James Cook University, n.d.-c; 

Notre Dame Australia University, n.d.), their exposure to maternity skills in a clinical area 

are limited. 

It is recommended that tertiary education facilities undertake further research into the 

efficacy of a postgraduate course for generalist rural and remote nurses that 

encompasses a maternity skills component.  

 

Recommendation 1

Further research to 
explore the potential for a 

midwifery component 
within an undergraduate 
or postgraduate nursing 

degree
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This study explored the experiences and perceptions of rural and remote nurses caring 

for pregnant women in the absence of a midwife. While maintaining an ethical 

approach, gaining the experiences and perceptions of pregnant women who have been 

cared for by a nurse rather than a midwife would contribute to the wider contextual 

understanding. Historically, the terminological distinction between nurses and midwives 

has often been conflated by professional organisations (Brundell et al., 2023; McKellar 

et al., 2019) and media representation (Garcia & Qureshi, 2024; González et al., 2023). 

This conflation raises significant questions regarding whether women, particularly those 

in rural and remote areas, fully comprehend the differences in the scope of practice 

between these two professions.  For instance, as highlighted in the study, Ash's 

statement in Chapter 6 revealed that the parents under her care did not perceive a lack 

of confidence or knowledge on her part. Moreover, investigating whether this 

understanding, or lack thereof, impacts women's perceptions of the care they receive 

during pregnancy from nurses rather than midwives would provide valuable insights into 

improving maternity care in underserved region. Such an investigation is critical to 

advocating for equitable and culturally safe midwifery services in rural and remote areas 

 

8.5.2 Recommendations for Education 

 

The nurses in this study spoke thoughtfully about their situations. They acknowledged 

their vulnerability and moral distress when caring for pregnant women whilst also 

Recommendation 2

Further research to 
explore the perspectives 
of the women receiving 

pregnancy care

Recommendation 3 Fit for purpose 
education
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displaying professionalism and pride in their work. Their proposed solutions to the 

challenges they faced demonstrated a commitment to their profession, which, as Wang 

and Yu (2021) suggest is a key factor in reducing nursing attrition. One might argue that 

without firsthand experience in a particular area, a person cannot fully grasp the 

requirements of that role. This argument does seem true at first glance regarding the 

current planning and delivery of education in maternity skills for rural and remote 

nurses. However, hospital managers and nursing and midwifery educators must also 

navigate the complexities of rural and remote work, a fact acknowledged by the study 

participants. They did not assign blame but instead sought solutions. It is these potential 

solutions that are being presented as a recommendation on behalf of the nurses in this 

study. 

According to Masso et al. (2019), fitness for purpose refers to the skills, knowledge, and 

attributes required by a nurse to meet the needs of the community they serve. The 

generalist nature of rural and remote nursing is due to the unique characteristics of the 

settings and communities that require healthcare, setting it apart from metropolitan 

and even regional health requirements. This comparison can also be applied to the 

nursing scope of practice. Whilst El Haddad (2016) and Masso et al. (2019) discuss the 

nebulous nature of practice readiness to newly graduated nurses, the comments from 

the participants in this study, despite their professional experience, concur that there is 

a lack of clarity in the level of expectation and responsibility when caring for pregnant 

women. Recommendation 1 for future research proposes educational initiatives to close 

this gap and better prepare nurses. However, prior to this occurring, there remains an 

educational gap. 

This study has revealed that educational activities need to combine theory with a strong 

practical component. Participants reiterated their desire for hands-on, visual learning, a 

concept supported by Knowles et al. (2012) adult learning principles. It is recommended 

that, whatever their grade and role within an organisation, nurses, prior to going out to 

the rural and remote environment, attend a two phase introduction to the provision of 

maternity care. Once entrenched in the rural and remote environment, nurses will have 

access to phase three of this recommendation. 
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This phase would take the form of attending face-to-face theory and 

clinical simulation in the form of the imminent birth program 

(Queensland Health, 2018). This program is well-researched and, when 

delivered as its developers intended, meets the theoretical needs of its 

participants. Completing this before phase 2 will allow nurses to put 

theory into practice. 

 

This phase would involve the nurse completing a minimum of 1 week 

working under the direct supervision of a midwife in a maternity ward. 

Being exposed to the midwifery setting would assist the nurses in 

exploring the basics of maternity care in a controlled environment, 

whilst building interprofessional relationships. Having exposure to a 

birthing environment would be advantageous. However, timing, 

availability and ethical factors need to be considered. 

 

This phase will take the form of CPD. As identified in this, and others' 

research (Clinical Excellence Queensland, 2020; Glazebrook et al., 2004; 

Kenny & Duckett, 2003; Lazenby et al., 2020; Penz et al., 2007; Terry et 

al., 2021) rural and remote nurses need CPD activities that are rurally 

oriented, funded organisationally and accessible. The accessibility 

aspect of education delivery has already begun to be explored with 

virtual reality (VR) (Jans et al., 2023; Kouijzer et al., 2023; Lau et al., 

2023; Prajapati & Kumar, 2025).  Within Queensland, James Cook 

University is initiating Virtual Reality (VR) into teaching spaces 

(Kokkonen, 2019) and more specifically a project within Queensland 

Health has been designed for birthing simulation (Andre, 2023).  Phase 3 

CPD will involve either midwifery educators attending the remote 

facility to conduct simulated maternity scenarios or alternatively make 

use of virtual reality when available. 

 

 

Phase One 

Phase Two 

Phase Three 
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8.5.3 Recommendations for Practice 

 

 

This recommendation suggests that universities expand their programs to conduct face-

to-face residentials in more rural and remote clinical locations. As discussed throughout 

this thesis, the issues for nurses working in rural and remote areas are multifaceted. 

Participants frequently discussed how living in rural and remote areas affected their 

professional and personal lives. Nurses with rural or remote backgrounds, or those 

exposed to such environments during education or as graduates, fared better. A critical 

shortage of nurses in rural and remote locations is an ongoing concern in Australia 

(Australian Nursing and Midwifery Federation, 2023; Grobler et al., 2009; NRHA, 2024b) 

with reported figures of between only 25 and 28% (Department of Health and Aged 

Care, 2023b; Montgomery et al., 2025) of employed nurses choosing to practice in rural 

and remote areas. Several initiatives have been proposed, and the National Rural Health 

Alliance (2024b) developed a rural health, education and training fact sheet giving an 

overview of available pathways into rural health. This fact sheet brought together 

approaches aimed at addressing change through recruitment, opportunities, support 

and encouragement.  

As identified by Montgomery et al. (2025), there is limited research into students from 

rural and remote areas studying nursing. However, it is evident that the complex 

challenges discussed throughout this thesis can also be applied to this group. Currently, 

there are two options for rural and remote students wishing to study nursing: attend 

university as an internal student, meaning moving away from home, or as an external 

student, studying online. Some universities offer mixed-mode learning, like James Cook 

University (2025) and Charles Darwin University (2025). Whilst this study option allows 

the student to complete most subjects online, there remains attendance at residential 

schools that are only offered at certain campuses. While small rural clinics cannot 

Recommendation 4 Grow your own
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realistically offer residential schools, students could benefit from accessing nearby 

facilities rather than travelling long distances.  

Growing a unique workforce that is fit for practice encompasses much more than clinical 

skills. A desire for rural and remote living and attributes for rural and remote practice 

must be congruent. Research into the retention of rural and remote graduates (Wooley 

et al., 2020; Woolley et al., 2021), alongside the voices of participants in this study, 

suggests that immersive experiences influence long-term work location choices.  

 

8.5.4 Recommendations for Policy 

 

Addressing the critical gaps in healthcare provision for pregnant women in rural and 

remote areas necessitates the implementation of policy-driven mandates for targeted 

education of nurses. The findings of this research indicate that nurses frequently 

experience feelings of being inadequately prepared and face significant moral distress in 

delivering appropriate care, underscoring the pressing need for intervention. Policies 

mandating specialised education would ensure nurses acquire the requisite theoretical 

knowledge and practical skills to effectively manage maternity care in underserved, 

culturally diverse regions. Structured educational initiatives, including CPD programs and 

immersive training experiences, ought to be integrated into professional development 

frameworks. These programs should be specifically tailored to address the distinct 

challenges of rural and remote healthcare settings, providing accessible and contextually 

informed learning opportunities to enhance competency and confidence in practice. 

A policy framework that mandates education for nurses in rural and remote areas would 

serve as a cornerstone in strengthening healthcare equity. Without such regulation, the 

disparity in maternity care between urban and rural populations is likely to persist, 

exacerbating inequalities. Evidence from studies on workforce retention and immersive 

training (Lemée et al., 2024; Russell et al., 2021) suggests that nurses who receive 

Recommendation 5 Mandatory training 
needs
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adequate preparation are more likely to remain in rural and remote practice, 

contributing to sustainable healthcare solutions in underserved areas. Moreover, 

mandating maternity-related education through policy ensures organisational 

commitment to funding, accessibility, and resource allocation, all of which were barriers 

identified by participants in this study. In formalising these requirements, policymakers 

can foster a resilient nursing workforce capable of managing maternity care effectively 

in the absence of a midwife and enhancing maternal outcomes across Australia’s rural 

landscapes. 

8.6 Dissemination of research 

The findings from this research have been disseminated through various platforms, 

ensuring wide-reaching impact and engagement with the academic, clinical, and broader 

healthcare communities. These insights were shared in peer-reviewed journals, 

including the integrative review (as shown in chapter 2) titled ‘What challenges and 

enablers elicit job satisfaction in rural and remote nursing in Australia', published in 

Nurse Education in Practice (McElroy et al., 2022). A presentation of the research 

findings ‘The experiences and perceptions of rural and remote nurses who provide care 

to pregnant women in the absence of midwives’ was published in the international Rural 

and Remote Health Journal (McElroy et al., 2024). Additionally, a lighter yet compelling 

article titled ‘Would you prefer a midwife, nurse or a cleaner?’, appeared in the Rural 

Health Alliance journal ‘Partyline’ (McElroy et al., 2025) which brought the study's 

implications to a broader audience, emphasising the critical disparities in maternity care. 

8.6.1 Publication 

McElroy, M., Wicking, K., Harvey, N., & Yates, K. (2025). Would you prefer a midwife, 

nurse or a cleaner? Rural Health Alliance Partyline, 90. 

https://www.ruralhealth.org.au/partyline/article/would-you-prefer-midwife-nurse-or-

cleaner 
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8.6.2 Conferences and events 

The research findings were also actively presented at various professional and academic 

events and conferences, underscoring their relevance to ongoing discussions on rural 

healthcare. Beginning with a research proposal presentation during the Australian 

College of Midwives International Day of the Midwife event in May 2021, the integrative 

review findings achieved success as poster presentation first prize at Townsville 

University Hospital’s Research Week in October 2021 and was also presented at the 

Council of Deans for Nurses and Midwives Conference (CDNM, 2022).  
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The research outcomes titled ‘Experiences and perceptions of rural and remote nurses 

caring for pregnant women’ were presented at the CRANAplus Remote Nursing & 

Midwifery Conference under the theme ‘Clinicians, changemakers – celebrating inspiring 

people & practice’ (2024b). Additionally, the findings have been formally accepted for 

presentation at the Are You Remotely Interested (AYRI) conference, themed ‘Keeping on 

Track for Health Equity in the Bush,’ scheduled to occur in July 2025 (Centre for Rural 

and Remote Health [CRRH] and James Cook University [JCU], 2025).  

This thorough dissemination strategy reflects a strong commitment to addressing health 

disparities through academic engagement. It emphasises the diverse efforts to impact 

policy formation, clinical practice, and future scholarly research within rural and remote 

healthcare. 

8.7 Conclusions 

The closure of maternity units in rural and remote areas of Australia has had far-

reaching impacts, extending beyond the midwifery profession and the affected 

communities that experience inequality. Using interpretive phenomenology, this study 

has given insight into how rural and remote nurses perceive and experience the care 

provided to pregnant women in the absence of a midwife. Three major themes were 

revealed: ‘Being in the world of the rural and remote nurse’; ‘Scope of practice – 

unprepared or underprepared’; and ‘Moral distress’.  

This final chapter has discussed how I, as a researcher, clinician and lecturer, have 

changed over the period of completing this research and writing this thesis. The 

strengths and limitations of this study have been described and acknowledged. Most 

importantly, the dialogue undertaken with the participants in this study has been 

interpreted to provide a number of recommendations for future research and clinical 

practice. These recommendations are aimed at the current rural and remote nurses, but 

also at strengthening the future rural and remote workforce and improving midwifery 

outcomes for rural women.  
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