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“There is an absolute crisis in rural workforce and something needs to be happening. Until now we 
have not known what. Now we know!” 
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Introduction and acknowledgment 

Opportunities can present themselves because of coincidence and chance. A locum from 
rural Northern Norway showed up at Kaikoura Health in November 2018. It triggered 
curiosity on both sides. The similarities in the challenges and professional culture in rural 
general practice were remarkable. There was obviously much to learn from each other and 
Kaikoura Health Care decided to host a seminar to discuss sustainability of rural health, 
inviting knowledgeable and experienced Norwegian colleagues to attend. To our joy, many 
chose to join us in our endeavour to try to find solutions to the challenges of rural health, for 
Kaikoura Health especially and for rural New Zeeland generally.  The goal of this report is to 
try to capture the enthusiasm and pragmatism that was apparent during the workshop.  

We would like to thank all the participants from NZ, and especially Helen Brandstorp and 
Anette Fosse from Norway for their work and effort.  Thank you to the local Rununga for the 
mihi whakatau which gave a positive start to the day.  Special thanks to Ian Town, 
facilitator, and the café table hosts: Sue Pullon, Susi Haberstock , Di Bos, Brenda Close, and 
Angela Blunt. We also would like to acknowledge the interest from the community, the local 
Rununga and Maori health providers, and the effort and time put in by the employees of 
Kaikoura Health to get this project launched.  

We hope that you will find the report interesting, inspiring and useful.  

Kaikoura  Health 13. May 2019 
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1. Background 

It is said that “If you have seen one rural town- you have seen one rural town”, which implies that all 
rural towns are different. But for health care the similarities seem to be greater than the differences. 
Likewise the similarities between Kaikoura and a small fishing community in Northern Norway are 
striking as noted by a visiting long term locum from Northern Norway who has extensive experience 
in all aspects of rural health. The challenge of getting the right patient to the right health-provider at 
the right time with the right information is the same. The professional cultures are similar. One could 
drop one of the doctors from Kaikoura in Northern Norway and no one would notice the difference. 
The strain of afterhours service and increasing workload for general practitioners working in rural 
areas is the same. The problem with recruiting and especially retaining health professionals 
threatens the quality of healthcare in rural New Zealand as in Norway. 

There is much to learn from each other. The team at Kaikoura Health decided to utilise the 
knowledge and experience of the visiting Norwegian rural doctors and hold a workshop with the 
goal to address the international challenges for rural healthcare and discuss possible and achievable 
strategies and practical solutions based on the framework developed by the Norwegians alongside 
other international rural health specialists. Kaikoura healthcare therefore is used as an example but 
the proposals are valid to all rural areas and possibly also for urban areas struggling with recruiting 
and retention of health professionals.  

The participants were invited hoping to mirror the diversity of rural healthcare, covering all aspects 
of rural healthcare, positions and professions. See appendix 1 for list of participants.  
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2. Framework for Remote Rural workforce Stability (appendix 1) 

Between 2011-2018 an international collaboration from seven different countries, including 
academics, human resource professionals, health service administrators, clinicians, and social and 
cultural development professionals, studied factors related to workforce recruitment and stability in 
rural and remote environments.  Norwegian Centre for Rural Medicine was a major contributor and 
Professor in Rural Health, Professor Roger Strasser (Canada), has been the leading force in this 
collaboration. 

   

The work resulted in the Framework for Remote and Rural Workforce Stability. It gives investment 
recommendations and is a practical tool for administrators, supported by evidence and grounded in 
Northern, rural and remote experience. 

http://rrmakingitwork.eu 
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Rural remote service providers and the regional authorities that support them must develop a long-
range plan that ensures workforce sustainability. There is overwhelming evidence that supports a 
significant return in investment when educating and training rural and remote residents to become 
the professionals needed for service delivery in these regions. This investment may be the most 
important long-term strategy in workforce sustainability. 

The Framework identifies five conditions for success which are: recognition of issues, engaging 
residents, adequate investment, annual cycle of activities and monitoring and evaluation.  Given 
these prerequisites the Framework describes nine focus areas, divided in three main groups:  Plan, 
Recruit and Retain.   

All health-services need to be aligned with population needs and it is important to assess what 
service is necessary in the targeted population. Based on this one can decide what kind of health 
professionals are warranted and focus on that group when recruiting.  

Moving to a rural or remote community is a major consideration and the need for information is 
great, not only about the workplace but also about the community itself. Community engagement is 
therefore fundamental when recruiting personnel, and for supporting their families and spouses.   

To help health personnel stay, and thrive, professional development is vital. Modern health care is 
teamwork and supporting team cohesion enhances work satisfaction and also the quality of 
healthcare. Research is important for gaining knowledge about rural healthcare but is also important 
as a tool for professional development. Training and educating future health professionals in rural 
settings is an investment that has been shown to improve both recruitment and retention. 
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3. Context 

Invited speakers from both countries presented relevant themes describing the health care and the 
challenges each country faces.  

Dr Andrea Judd and Dr Chris Henry, setting the scene, presented Kaikoura community and health 
context:  

 

 

 

 

 

 

 

 

 

 

 

Kaikoura is a small rural town on the east coast of the South Island. The distance to  the tertiary 
hospital is 180 km, which is at least 2.5 hrs drive.  We provide 24 hour care for the 4000 inhabitants 
plus the 900,000 tourists that visit Kaikoura every year. Kaikoura is developing an intergrated facility 
which provides a wide range of primary care services and a level 2 hospital service.  We currently 
have 5 GPs and 21 nurses working at Kaikoura Health. Kaikoura Health has had and continues to 
have challenges with staffing capacity and continuity of care. Recruiting both doctors and nurses has 
been difficult and the facility has been dependent on short term locums. The situation has improved  
in the last year however we are still not adequatedly resourced to meet the full potential of the 
service, including delivering services locally which community members currently have to travel to 
Christchurch at great cost in both time, money and disruption.  As one of New Zealand’s leading 
tourist destinations (according to Lonely Planet the Number 2 place to visit in New Zealand) we need 
to provide good quality planned and urgent care.   The after-hours service puts a strain on the 
doctors and nurses particularly during the busy Summer tourism season.  

We have always been a keen teaching practice and hands on learning has always been important to 
the Kaikoura Health team.   After years of hosting trainee interns for 3-6 weeks up to 8 times a year, 
Kaikoura health services have extended teaching to include 5th year medical students (RMIP rural 
medical immersion programme) and 3rd year nursing students for their 6 week placement  
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GPEP (General practice) and DRHM (Rural Hospital Medicine) registrars are part of the regular 
workforce on their 6 month attachments experiencing the level 2 hospital environment and rural 
medicine.  All NET-P (1st year post graduate nurses) trained across the facility have been placed in 
full time jobs at the end of their registration year.  As well AUT have utilised Kaikoura Health as a 
base for their Advanced Paramedic general practice placements  

The practice has a long term educational goal: We aim to become a Centre of Excellence for learning 
and training, and hope to look at more allied health placements in the future as well as a permanent 
rotating house officer position. 

Dr Garry Nixon, Head of Section, Rural Health, DGPRH claims that rural health is a health equity 
issue: Although NZ has not examined their rural context nearly as thoroughly as comparable 
countries there is a high likelihood that residents of NZ’s rural towns (independent urban 
communities) have poorer health outcomes. These communities have the lowest socioeconomic 
status and highest proportion of Māori of any of the geographic categories, and likely the poorest 
access to health services. We already know that they also have the highest avoidable and amenable 
mortality rates. 

NZ suffers the same geographic mal-distribution of the health workforce as comparable countries 
with shortages in rural areas. This compounds the problem. 

The evidence based strategies to improve the uptake of rural careers are 

1. Selecting students from rural origin to enrol in health professional programmes 
2. Quality rural attachments throughout the undergraduate years 
3. Targeted rural postgraduate pathways 
4. Linking 1 to 3 together into rural pathways or pipelines 

 
The Australian rural clinical programmes have achieved this by investing academic capacity in rural 
communities. This has the further advantage of generating the rural health research that has up until 
now been very limited in NZ.   

Sam Murton, President of the RNZCGP talked about the future of rural general practice, the 
challenges of an elderly GP workforce and the need to recruit. She presented data from the 2018 
workforce survey showing among other things that those based rurally are more likely to work full-
time than those in urban areas. Over all 63% of our doctors provide acute after-hours 
general practice care. Among those based rurally, 75% provide after-hours care. 

The number of short-term GPs is significantly higher in rural areas than in urban areas, which 
supports existing evidence that the GP workforce shortage is more severe in rural than in urban 
areas. More worrying is that the general practice workforce in New Zealand is ageing, with the 
percentage of respondents aged 55 or over increasing to 43%. The picture is not all bleak and 
gloomy. Establishing DRHM (Division of Rural Hospital Medicine) in 2008 has been a success. By 2015 
94% of all positions were filled and the number of doctors entering the program has increased. Also 
the percentage of NZ trained rural doctors is increasing.” 

Dr Anette Fosse, researcher from the Norwegian Centre for Rural Medicine presented the 
Norwegian health system with focus on the differences. In Norway the health care is strongly 
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legislated and the municipalities (Councils) are responsible for primary care while the secondary and 
tertiary care is run by the state. In comparison New Zealand primary care is fragmented, both when 
it comes to responsibility and funding. The ambulance service in Norway is run by the hospitals and 
is considered vital infrastructure for both primary care and hospitals and is fully funded.  Since 2001 
Norway has a GP program which gives all inhabitants the right to a designated GP of their own 
choice to ensure quality and continuity. The GP program is under pressure due to increasing demand 
both from the population and other services and it is increasingly difficult to recruit GPs, both in 
rural and urban areas. This challenge is exacerbated by the “Coordination reform” launched in 2012 
which transfers responsibility and tasks from secondary and tertiary care to primary care.  

Jesse Whitehead, PhD student from University of Waikato gave a presentation titled “Equity and 
sustainability of GP services: Patient and service provider perspectives”. He presented the results 
from his PhD and discussed the spatial equity of healthcare and causes of inequitable service: access, 
discrimination and colonisation. He presented a figure describing the dimensions of sustainability of 
GP services: 

 

The figure describes the four dimensions of rural sustainability, economic, organisational, 
professional, and social and show what affects these dimensions.     

His conclusions are: GP services are (not yet) equitable or sustainable, and the reasons for this are 
multi- dimensional. He says that we need to address sustainability in ways that improve equity.  

 



 

Page | 10 
 

Dr Helen Brandstorp, director of the Norwegian Centre for Rural Medicine, presented the 
Framework for Remote Rural Workforce Stability and Dr Anders Svensson described the successful 
strategies used by a small rural area in Northern Norway. He claims that the most important 
measure is to recruit people connected to the rural community and to support locals to train to 
become qualified health personnel.  The importance of a long-term strategy, continuous focus and 
effort was stressed. 

4. Café focus groups  

The Framework has nine different focus areas.  Based on the challenges of Kaikoura health, five 
areas were chosen for the workshop: 

x Community engagement 
x Research 
x Rural needs 
x Professional development 
x Teamwork and collaboration 

The participants were divided into five groups. Each of the themes was described in a statement and 
questions formed to be answered by all groups.  

 

The Framework presents a path for the future 

Community Engagement: Community engagement makes a difference for the healthcare in rural 
areas- does it? How can the community be involved and get a sense of ownership? 
How can the community support the health services? 
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Rural need: Kaikoura is my home and the health and care should be as good here as elsewhere. 
How do we achieve this? 

Research: Extrapolation of urban research is not valid for rural context.   
What practical and achievable solutions are possible to address this challenge?  

Teamwork and collaboration: The breadth of scope that is needed in rural areas is broader than in 
urban areas? Continuity of care is both a challenge and strength. 
What consequences does this have for patients, organisations, education and research? 

Professional development: Professional development is vital for attracting and retaining 
health personnel in rural areas. What is relevant professional development in rural areas?  How can 
rural health organizations be attractive to relevant institutions (UNI, PHO, and DHB) when it comes 
to research, education and training of students and postgraduate studies?  

The discussions on each theme were led by a facilitator on each table. The results were then 
summarised and presented to all participants.  The goal was to focus on concrete, tangible measures 
that can be used for rural health providers trying to create a sustainable rural health service. 

 

5. Results: 

The seminar has a value in its own right - stakeholders from different backgrounds and professions, 
researchers, health professionals, administrators and community representatives shared knowledge 
and experiences with each other. It was an excellent example of inter-professional learning and 
collaboration. 

However our ambition was, and is, for the workshop to mean something also for people that were 
not present, colleagues sharing our passion for rurality and rural health. Research is defined as a 
“systematic and reflective process where knowledge obtained can be verified and shared with an 
ambition of transfer of findings beyond the context in which the study was conducted” which is the 
ultimate goal. However this is not a research project and the data collected during the café-table 
workshop is comprehensive and diverse.  The table hosts interpretations of the input from the 
participants affects the results and our choices as what to emphasize will also influence the end-
product.  We have tried our best to mirror the enthusiasm and openness that marked the seminar as 
we all worked towards practical, pragmatic, and achievable measures that create inspiration and 
stimulate action.  
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Community engagement is important 

 

Community engagement is vital for success. 

The themes for the tables were chosen based on the Framework. Many of the themes were 
overlapping and the importance of community engagement and research were mentioned by many.  
To deliver good health care we need to know what the population need. Population research and 
analyses of the community healthcare need is therefore vital when planning for rural healthcare. The 
questions asked will affect the results and community engagement is important. Community 
consultations were suggested as one method to explore the priorities of the population. The results 
will influence the scope of services provided and therefore also affect the professional development 
and training of health professionals. “Why do people come to Kaikoura and why do they leave” was 
presented as one example of relevant research questions.  

The participants suggested many practical, pragmatic examples to enhance community engagement 
and stimulate better cooperation between health-care and the population. Kaikoura is developing a 
community advisory group and members of the community were part of the steering group for the 
development of the model of care for Kaikoura Health care. It was proposed that community 
pathways be established as a guide for navigating the services provided by the community. Monthly 
health updates in the local newspaper, notice boards for information, utilising the TV in the health 
centre waiting room and community participation in interviewing health professionals were other 
suggestions. 

 

Susi Haberstock presenting the results from the community table. 
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“Kaikoura is my home and the health care should be as good here as elsewhere” 

 The participants did not believe that this is the case today. The distance to secondary and tertiary 
level care creates reduced accessibility that is not compensated for. The potential in telemedicine is 
not capitalized, and training and education) for all staff, both in primary care and in the hospitals is 
warranted. Developing RUFUS (rurally focused urban specialists) is important to its success. The 
telehealth steering group is suggested as a pathway for improvement.  

There is a knowledge gap around rural health services and we need good data and research. 
Analyses of the effectiveness and consequences of organization of health care must include the 
travel time, and additional cost for patients, not only direct cost for the health care provider.   

One area of concern is the ambulance services. The participants stressed that the local personnel of 
St Johns are doing a great job, but the ambulance service in Kaikoura is not considered adequate. 
The service is vulnerable and does not provide predictable services. There is need for more 
collaboration and integration between St John and Kaikoura Health.   

Recruiting health personnel and/or education health personnel 

To recruit the right health-professional we need to know what kind of staff we need.  

The importance of community engagement is mentioned also when it comes to recruiting health 
professionals. Most of the health professionals have a partner and a job for the partner is a 
prerequisite for anyone deciding to create a future in rural areas. The community could also support 
the health services with good, reasonable priced accommodation for both students and graduates.  
It was proposed to establish a community trust owned student accommodation hub, where not only 
students of health care but also other students in the community can meet and exchange 
experiences.   

Students and graduates are an important recruiting source, and it has been shown that students 
recruited from rural areas are more likely to stay. Local scholarships for students from the 
community were proposed as a way to strengthen the bond between the community, health 
providers and the students.   

Research need to be an integrated part of rural health care 

 

“Quality research is important, poor research does HARM” 
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The participants did not agree that the statement “Extrapolation of urban research is not valid in 
rural context” was necessarily true. They believe that it is truer for some types of research than 
others. Where rural context is critical it cannot be answered by research done in a big city. It is 
obvious that research on for example the effectiveness of treatment of hypertension is challenging 
to do in a rural setting due to low prevalence, but the rural setting with small and transparent 
services can provide excellent arenas for conducting research in models of care, health service 
deliveries, how the services are used and how the community characteristics affect health.  

Good quality research is important for the future of rural health care. The planning and organization 
of rural health care need to be knowledge based, and done in collaboration with the local 
community.  The research must be ethically robust, valuable, usable and interpreted in context and 
the results need to disseminated back to the community. The participants stressed that poorly 
conducted research does harm, and that research work is a skill that need to be honed and 
developed over time.   

To achieve good quality research in rural areas the special skill of the researcher need to be valued 
and the time needed for good research made available.  The research workforce needs support and 
mentoring and a system of evaluation and funding is essential. Not surprisingly, the participants 
wanted dedicated (ring-fenced) research funding for rural areas from PHOs, Universities and DHBs. 
The researchers need a professional network and one suggestion was to connect health researchers 
to other researchers in the community, for example engineers and whale researchers in Kaikoura. 
High quality fiber and internet is a prerequisite not only for delivering telemedicine services in the 
community but also for research. To get robust data on rurality we need a good definition of rurality 
based on the New Zealand context.  

Professional development need to be based on teamwork and collaboration 

The work in rural areas, with long distance to secondary and specialised care means that the health 
professionals have a broader scope of practice which is exciting and interesting but also scary 
especially if not accompanied by adequate support and training. There was consensus that health 
professionals need to be competent and have the skills necessary to meet the special demands of 
the population in rural areas. Professional development needs to be relevant, cost efficient, locally 
driven and the solutions found in cooperation with the community.  

A team approach and inter-professional collaboration both in training and health delivery supports 
the individual employee and creates a more robust service. “Local knowledge of people gives trust 
and comfort but it is a challenge to maintain objectivity and avoid familiar assumptions”. Teamwork 
can reduce the risk of bias and inequity.  The use of clinical pathways ensures consistency and 
objectivity. It was suggested to hire “lay navigators” to integrate health and social services for 
patients (funded by the MSD). 

Training of personnel in rural areas is challenging. Education attendance is expensive. Business 
models often do not encourage collaboration. Local delivery of education and training is important 
and needs funding. The participants stressed the importance of inter-professional in-situ simulation 
in all areas of health care, not only in emergency medicine but also for mental health and child 
health. It can be used for learning new skills, refreshing and debriefing.  It was suggested to bring a 
simulation bus/suite to rural locations. 
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Collaboration that applies at all levels and involves interchange within practice areas: rural –urban, 
hospital- community will create new opportunities and enhance collegiality. Long term training/ 
sabbatical for staff can be used as a tool.  

It was pointed out that professional development must include non-clinical skills such as training of 
business owners in workplace culture, cultural safety etc.  

 

6. Discussion - “There is an absolute crisis in rural workforce and something needs to be 
happening “. 
 

 

Results from tables were discussed in plenum 

Delivering sustainable health care of good quality in rural areas is a challenge all over the world and 
has been for many years.  Despite the expressed goals of authorities to provide equitable health care 
in rural areas as in urban areas progress has been slow. The workshop and the Framework have 
given us some answers to the question why and have presented a path forward.  

Due to high demands, large workload and constant understaffing many rural health providers have 
been forced to resort to short term solutions to solve the workforce challenge.  Experience from 
Norway presented in the workshop and research done in the Framework shows that establishing 
sustainable rural health services is a long term project that needs a timeframe covering years, if not 
decades. 

The importance of community involvement cannot be highlighted enough. In Norway the 
responsibility of primary care (and education) is placed with the local authorities. The council is 
therefore deeply involved in the provision of health care. Many rural communities are poor, but 
many still emphasize the need of good quality health care and it has been possible to fund 
recruitment and retention measures in small communities. The volunteer sector, is not as strongly 
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involved in health care as in New Zealand. Strategies for community involvement therefore must be 
different in New Zealand as compared to Norway. 

In New Zealand the responsibility for primary care is placed with the DHB and PHO and ultimately 
with the Ministry of Health. The distance, in geography and context can create challenges in 
planning, managing and delivering health care rurally. Many rural health providers feel that they are 
left to solve the workforce issues on their own. The primary care in Norway is run by the community 
but the government and the state use legislation and funding to steer health care. The rural 
communities are frustrated over the lack of understanding of rural issues shown by central 
government which implies that organization and funding streams do not solely explain the lack of 
progress in rural workforce issues in New Zealand.  

The similarities between rural Norway and Kaikoura Health care is striking. But there are some 
differences worth noting. The health care in Norway is strongly legislated to secure all inhabitants in 
Norway the same (or at least equivalent) health services. The acceptance of inequity based on 
geography is low. In New Zealand it seems that that the rural population has accepted a larger 
discrepancy in health care between urban and rural areas. One example is that the ambulance 
service in Kaikoura is largely based on volunteers and therefore not as predictable as in larger cities 
where the staff is paid.  

Since the solution to workforce issues in rural areas involves all branches of healthcare and 
supporting services, collaboration and cooperation is a prerequisite for success. The workshop in 
Kaikoura showed that this is both possible and achievable.  

Creating a sustainable rural health services is a long term project that needs to be grounded locally, 
responding to the needs and expectations of the population. The rural health provider cannot do 
this alone. Support from the regulatory and funding bodies responsible for the health care is 
necessary. The DHBs, PHOs and Ministry of Health need to give practical support, administrative 
resources and funding to make this possible. Developments need to be based on solid, quality 
research and a rural research workforce based on the same, needs to be built. This and educating a 
future rural workforce grounded in rural realities demands close cooperation with the universities 
and other educational institutions. Local professional development needs to be appropriate, based 
on local requirements and the team.  

To put it bluntly: The bodies responsible need to develop overarching long term strategies for 
building sustainable rural health, then support and fund it by enabling solutions to be developed 
locally and based on the need of the population and the conditions of the health care provider. This 
demands close collaboration and, most importantly, trust. 

There is an absolute crisis in rural workforce and something needs to be happening. Until now we 
have not known what. Now we know! With the Framework we have the necessary tool to move 
forward.  
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7. Plan- future work  

The workshop in Kaikoura showed that important stakeholders in rural health have mutual interest 
in the future of rural health. The enthusiasm and energy was tangible but this needs to be harnessed 
and directed.  

The results from the workshop (i.e this report) will be distributed to all participants. The results and 
the Framework will be presented in a “hui” arranged but the Ministry of Health 14th May 2019. A 
summary of the report will be published in journals.  The Norwegian Centre for Rural Health will 
publish the report in Norway. We will also seek to present the results in forums such as the 
Canterbury Clinical Network:  Rural Health workstream and seek to formalise the implementation of 
the Framework in collaboration with the DHB, PHO and research and education environments.   

Kaikoura Health will use the Framework as a tool to focus the continuous work done to recruit and 
retain health personnel. The information in the report suggests several measures to improve the 
collaboration with the community.  

The cooperation with the Norwegian Centre for Rural Health has been inspiring and rewarding. The 
foundation has been laid for a future collaboration in rural research and professional development 
and we will pursue this during 2019/2020.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“Local services needs health community research” 

 


