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ABSTRACT 
 
Mental health nursing in New South Wales, Australia has experienced considerable change as 
a profession over the past twenty years. In a climate of reduced funding and heightened 
service need, rural and remote geographies continue to affect workplace environments and 
experiences. This article presents qualitative focus group data to identify what workplace 
strategies and experiences mental health nurses working in rural and remote communities 
used in their day-to-day practices. Findings demonstrate socially patterned working 
conditions and experiences consistent with national and international research outcomes, 
specifically that emotional and physical resilience is required to survive and thrive as a 
mental health professional.  Specific workplace experiences reveal three key themes 
(workplace culture; professional pride; rewards, people and places) characterise participants’ 
perceptions and overall work satisfaction.  Examples from each of these themes are presented 
to illustrate what contributed or detracted from individual mental health nurses’ overall 
perception of their workplaces, and particularly such positive feelings as, “I love my job”.  
From consideration of these experiences, greater insight into the profession may be gained 
that fosters policies and practices to address ongoing issues of low retention and high 
turnover rates. 
 
INTRODUCTION 
 
Mental health nursing is a distinct specialisation traversing both the broader field of general 
nursing and mental healthcare. Statistically, mental health nurses comprise 5.5% of all nurses 
in Australia (Australian Government Department of Health & Ageing, 2011). This 
specialisation has been described as ‘in decline’ in the state of New South Wales for over 
twenty years due to decreased governmental funding, changes in occupational training and 
higher education requirements, as well as an overall perceived devaluation of the field 
(Crowther & Ragusa, 2011).  This trend has occurred whilst Australian government statistics 
simultaneously reveal increased government expenditure on mental illness as a proportion of 
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services commonly provided by general practitioners (ABS, 2009).  Internationally, it is well 
documented that general practitioners, however, are typically ill prepared to attend to mental 
illness and nurses not specifically trained in mental health feel their training is inadequate to 
respond to workplace demands (Hopkins, Loeb & Fick, 2009; Stickley, 2002).  In the United 
States, the undesirability of mental health nursing as a profession (Halter, 2008), combined 
with reduced government funding and increased administrative duties has resulted in 
diminished time for nurses to dedicate to patient care and subsequently, decreased patient 
satisfaction (Hopkins et al, 2009).  Such findings have been documented in Australia (Ragusa 
& Crowther, forthcoming) and highlight the growing disparity between service needs and 
realities. 
 
For mental health nurses living and working in rural and remote Australia, the impact of 
geography compounds existing challenges and demands being broadly experienced in the 
profession.  This is true for mental health nurses as employees, as well as for the patients and 
clients they serve.  According to the Australian Institute of Health and Welfare, rural areas 
experience a ‘harsher environment’ in contrast with Australian cities. The impact the physical 
environment, particularly drought and flooding for instance, has on individuals and places not 
only economically impacts rural Australians, but also affects their mental health and well-
being over time, with non-metropolitan residence associated with increased risk (1.1 times 
higher) of developing a mental disorder over one’s lifetime, higher rates of substance use and 
1.3 higher incidences of death by suicide (AIHW, 2010).    
 
This article commences by comparing key demographic characteristics in rural and urban 
Australia.  Couched amid the much-publicised, contemporary trend of voluntary residential 
mobility, known by human geography researchers as ‘in-’ and ‘out-migration’, rural Australia 
is argued to be a unique physical and social environment.  For example, rural Australians 
have lower economic status and experience poorer health than those in its major 
metropolises, where much of the population resides (AIHW, 2010).  In comparison with 
urban areas, rural Australia has a smaller population size, reduced quality, quantity and 
access to medical services, higher unemployment and obesity rates, and a range of other 
socioeconomically disadvantaging characteristics.  These factors create a living and working 
environment with unique mental health concerns. To understand the unique mental health 
care needs of rural Australians requires empirical examination of their health care providers. 
This research builds upon existing knowledge by specifically examining the experiences of 
rural and remote mental health nurses.   
 
LITERATURE REVIEW 
 
Much prior national and international research has focused on how workplace demands affect 
mental health nurses’ workplace experiences. Examples include the impact of stress, burnout 
and bulling as noted by Rose & Glass (2006) in their extensive literature review.  Likewise, 
the link between work environments and workplace satisfaction among nurses and patients 
has been identified by many national and international studies empirically examining issues 
of retention, professional training and advancement, flexible work schedules, decision-
making capacity and autonomy, as well as relationships in interdisciplinary health care teams 
(Roche & Duffield, 2010).  Few researchers, however, have critically explored how rural 
geography has impacted mental health nursing.  One exception is the work of Philo, Parr & 
Burns (2003), geographers in Europe whose critical review of how ‘place’, specifically rural 
geographies, has impacted research on the incidence, service provision and experience of 
rural mental health and its care reviews the common theoretical concepts and factors. Much 



rural research considering how rurality impacts   populations has explored such issues as 
social isolation, gossip, transportation issues associated with vast physical distanced to 
services, resilience, the experience of a ‘frontier psychiatry’, stoicism, stigma, resilience, 
uptake of services, romanticised simplicity, the ‘rural idyll’, mistrust of outsiders and other 
well-documented socio-demographic variables typical of rural populations, such as higher 
instances of domestic violence and low employment.  This critical review of international 
research on Western rural communities, including Australia, makes reference to the 
increasing research interest in newcomers, specifically “counter-urbanites” (Philo et al., 2003, 
p. 273) as one example among many of the need to prioritise the multiplicity of knowledges, 
the plurality of “rurals” (p. 278) and the heterogeneity of rural places when examining the 
connection between rural environments and rural mental health.  Hence, it is from this 
critically-informed framework this research commences.  Rather than focus on how mental 
health nurses are disadvantaged in contrast with urban nurses, or how rural environments 
advantage or disadvantage mental health as past research has already detailed, our analysis of 
qualitative focus group data offers insights into the workplace strategies rural and remote 
mental health nurses used in their day-to-day environments leading to exclamation such as, “I 
think it is the best job. I’ve been doing it for 15 years and I love it” (Participant 4, FG2), 
irrespective of the ‘realities’ as influenced by geography, perception and culture. 
 
Internationally, Australia is one of the most urbanised countries in the ‘developed’ world, 
with the majority of its population living in large cities (Digby, 2005).  There remains, 
however, a great divide in lifestyle experiences between its urban and rural residents 
according to a vast body of rural studies research which, although at times contested, is 
bolstered by national statistical data. Divergent lifestyle experiences faced by urban and rural 
Australian communities create unique challenges and realities, not only for individuals living 
in these areas, but also for those who work caring for their health and well-being.  Based 
upon population size, urban Australians are said to suffer from less chronic disease (AIHW, 
2010), have access to more allied health professionals (AIHW, 2008) and have a lower 
mortality rate (AIHW, 2010) than their rural counterparts.  Rural Australians tend to 
experience greater social isolation (Ragusa, 2010), experience more unemployment and 
higher fertility rates (Keller, 2001), have lower incomes and experience reduced 
socioeconomic status than urban Australians (Hugo, 2001).   
 
Recently, academic research on how geographic location affects Australian lifestyles, health 
and well-being has considered the dynamic relationship between urban and rural Australia by 
examining in and out-migration patterns.  Much of this research, however, has focused on 
affluent ex-urbanites who decide to relocate to country towns, coastal villages and/or the 
outer fringes of metropolitan cities in search of a more fulfilling or healthier lifestyle, 
including the experience of less ‘stress’ commonly associated with the urban ‘rat race’ 
(Bohnet & Moore, 2011; Burnley & Murphy, 2004; Osbaldiston, 2012; 2010; Ragusa, 2011).  
Historically and globally, however, rural areas have experienced population decline as 
economies and places continue to shift from agrarian to non-agrarian based economies, 
resulting in changed employment demands (Tonts, 2000). The countertrend in Australia of 
population growth in selected high-amenity rural locations, as economically-able urbanites 
relocate to desirable locales as sea- or tree-changers, has placed added strain on rural health 
care systems and local infrastructure, such as roads and housing.  Moreover, demographic 
change has largely failed to reach remote Australia and rural regions perceived socially 
undesirable, which continue to receive less national attention and poorer services and health.   
 



Population movement trends and the health of rural communities are conflated by Australian 
mass media. For example, the stereotypical belief that Australians can choose their residential 
or workplace location when they reach a life stage, such as ‘stressed-out employee’ or 
‘retired baby boomer’, stems from a culture of individualism and belief that everyone is ‘free 
to relocate’ if they are dissatisfied.  In reality, however, many Australians are tied to specific 
geographical locations for complex economic, family and other reasons.  Research has found 
the majority of the baby boomer cohort, for instance, must remain in the paid workforce since 
they are unable to retire for financial reasons (Hamilton & Hamilton, 2006).  When choice 
about residential location is lacking, as for the majority of non-affluent Australians living in 
rural and remote communities, it is highly problematic there remains inequity between urban 
and rural Australians’ access to high quality services and goods, including medical treatment 
and infrastructure, particularly roads, communication technologies and education (Alston et 
al., 2006). 
 
This research prioritises focus on those living in rural and remote Australia not because it 
constitutes a homogeneous population, but rather because it is systemically disadvantaged on 
numerous sociological measures related to mental health.  Specifically, it examines those 
employed as mental health nurses to understand how location and place impact lifestyle 
experience as employees and providers of mental health care to rural and remote populations.  
Prior research on mental health nursing has tended to focus on how rural places and people 
are disadvantaged in contrast with their urban equivalents, especially regarding training and 
retention (Clinton & Hazelton, 2000; Drury, Francis & Dulhunty, 2005; Gibb, 2001; Hegney, 
1996; Mental Health Nurse Education Taskforce, 2008).  Recent research has identified how 
negative workplace experiences, such as poor collegial support and recognition, isolation, 
staffing shortages and how differing rates of acuity and dual diagnosis impacted rural mental 
health nurses’ workplace satisfaction (Crowther & Ragusa, 2011).  What remains unknown, 
however, is how rural and remote workplace experiences might positively contribute towards 
workplace resilience and the execution of professional knowledge and practice amongst 
mental health nurses, irrespective of stereotypical images of rural communities which are 
well expressed throughout the research literature.  This research seeks to begin addressing 
this knowledge gap. 
 
RESEARCH METHOD 
 
A grounded theoretical approach guided the data collection and analysis processes followed 
(Neuman, 2011; Monette, Sullivan & DeJong, 2008; Strauss & Corbin, 1990). Qualitative 
social research methods, namely focus groups, were chosen as the most suitable pathway to 
develop a detailed and nuanced understanding (Freeman, 2008; Polgar & Thomas, 2000) of 
employees’ workplace perceptions as rural and remote mental health nurses.  A strength of 
this method is its ability to produce rich, location-specific insights about an under-examined 
social group, although, as a non-representative sample, findings ought not to be generalized 
to broader populations (Rubin & Babbie, 2008).   
 
The research design and implementation followed human research and ethics guidelines and 
human ethics clearance was granted by the affiliated university.  Purposive and snowball 
sampling methods were used to locate research participants and followed a structured 
advertising procedure (Sarantakos, 2005).  Recruitment material was posted in employee 
lunch rooms in rural health centers and mental health facilities in New South Wales, 
Australia.  Participation criteria included: a) workplace experience in mental health nursing 
b) formal employment as a mental health nurse by a rural health care provider and c) 



agreement to voluntary research participation without remuneration.  Thirty-two participants 
(N=32) were recruited from geographical areas classified as rural and remote using the ARIA 
(1998) index.  These participants were divided into five focus groups according to region 
whilst following the guideline that group size should range between four and twelve and run 
for approximately 90 minutes (Newman, 2011; Polit & Beck, 2008).  Each discussion 
exceeded two hours which permitted in-depth and detailed narrations to be gathered 
consistent with the qualitative research aims.  A semi-structured interview schedule was 
followed and discussions were moderated by the second author, trained as a mental health 
nurse, which contributed specialist knowledge to the research design and data collection 
process. A short, anonymous demographic questionnaire was completed by every participant 
and an SPSS data file produced to generate descriptive statistics for the purpose of describing 
the sample.  Focus group discussions were electronically recorded and transcribed by a 
research assistant. 
 
The focus group data was analysed using a multiple-reading approach by the research team, 
consistent with grounded theoretical approach to data analysis (Bryman, 2012).  The 
independent and multiple reading of transcripts were supplemented by listening to the 
discussion audio files to take note participants’ inflection and emphasis of points.  This 
guided the creation of a thematic coding scheme which we continuously refined as typologies 
were developed to accurately reflect participants’ perceptions and minimise researcher bias 
(Marshall & Rossman, 1999).   
 
FINDINGS  
 
This section presents the findings from the major theme ‘resilience’ which was identified 
across the five focus groups and geographic locations. Resilience was operationalised as the 
action of continuing an activity, specifically working as a mental health nurse, even in the 
face of adversity.  As a concept, resilience has recently been described in rural Australian 
social research as the acceptance of life as it is, or the ability to carry on (Muenstermann, 
2011; Wainer & Chesters, 2000).  This conceptual framework acknowledges admissions from 
‘coping’ research about rural mental health nursing as an occupation which admits, “nursing 
in urban and rural areas is stressful and in many cases the stresses are similar” (LeSergent & 
Haney, 2005, p. 323).  By commencing from a position whereby the high level of workplace 
stress is a given, irrespective of location, we might then unpack why and if mental health 
nurses in rural and remote locations, which are nationally and internationally documented to 
experience additional workplace stresses as outlined earlier, ‘carry on’.  In other words: Why 
do you do it? 
 Resilience was exhibited by several sub-themes found in the data about why the rural 
and remote mental health nurses who participated in our study chose to continue in their 
career.  These sub-themes were 1) unique workplace culture 2) professional pride and 3) 
rewards, people and places. Although these sub-themes were apparent across participants, it 
is important to note these findings are qualitative and as such should not be generalised or 
extrapolated as demonstrative of the profession as a whole.  These findings seek only to offer 
participants’ perceptions as specific examples which may inform future research and policy.  
 

1) Workplace culture 
 
Many participants described a workplace culture that exhibited a high level of ‘social glue’ to 
use Durkheimian theory.  In other words, it was the shared experiences and inter-dependence 
among mental health nurses that fostered a cohesive workplace culture.  For example, 



although participants came together to participate in the research, by virtue of being rural 
mental health nurses, as sense of an in-group, an ‘us’, a ‘collective conscious’ emerged.   
“Camaraderie I think is really important. Here we all are. We don’t work together on a daily 
basis, but we all share so much” (Participant (P) 3, Focus Group (FG) 4).  As another 
described, “I’ve found since I’ve been here as an undergraduate nurse, all the staff are really 
supportive. They endeavour to help you as much as they can and answer questions.  It’s a 
good team environment – very supportive. (3, FG4).  A sense of social cohesion was 
commonly conveyed, by sentiments such as, “Nobody understands this job except your 
colleagues.  You can’t share it with somebody who doesn’t know what it’s about” (P2, FG4).  
As mental health professionals, there was much discussion of “shared experience” (P2 & 10, 
FG4) and a sense that even managerial staff fail to share a similar perspective about the 
details and demands of mental health nursing.  “I don’t even think management understand 
what this job is about.  Has anyone seen a list of competencies that they have got to do? (P10, 
FG4). 
 
As an area of specialisation, mental health nursing was thought to hold an aura of mystique, 
an element of fear, a sense of untouchable-ness to many outside the profession and even in 
society at large. “It is because everyone is scared of mental health I think.  When I came here, 
everyone was like, ‘What are you doing going there?’” (P1, FG3).  Such sentiments perhaps 
reflect the current unpopularity of the career, as reflected by waning higher education 
enrolment data and educational interest (Mental Health Nurse Education Task Force, 2008; 
Piazza, Rickwood & Morrison, 2003).  Despite changes in the accreditation of mental health 
nursing, most perceived it was the workplace itself that best prepared one for the realities of 
the profession. The growing trend of requiring a university degree for both recruitment and 
advancement was thought by mature and highly experienced mental health nurses to be 
insufficient, and potentially irrelevant, compared with the value life experience affords in 
highly challenging workplace environments. “The life experience and the maturity.  I think 
that is worth a lot of degrees.  There’s people I know that, the last several years, that just 
work in the community dealing with people.  There’s no way…I could have done that in my 
twenties” (P5, FG3).  Experience gained from years of work was noted a valuable work skill 
that does not become obsolete. “It’s not just experience and age.  It is experience within the 
profession as well.  You learn lots of stuff that you can then use and it remains valid because 
of the people that we work with. That doesn’t get out dated” (P9,FG3).   
 
Although such sentiments contributed towards a sense of workplace pride, the second theme 
discussed shortly, structural changes in degrees, training, management and teams all largely 
affected workplace culture.  In particular, the shift towards increased accountability and 
importance of risk minimisation resulted in the inclusion of quality auditing and occupational 
health and safety procedures in mental health nurses’ higher education curriculum, while 
career-specific skills remained unarticulated: 
 

I went up to the Uni recently and I asked them how to get to CNS grade if you are a 
mental health person and its invariably out to be focussing on process like QA, OH&S, 
some rubbish like that.  And I said, ‘If I was working in a dialysis unit would I be [an 
OH&S] specialist?’ and she said, ‘Oh yeah, no problem, but if you work on the mental 
health unit there’s a complete pivotal switch and you have to focus on those processes.  
There are no skills for the mental health nurse (10, FG3).  

 



The response to such de-specialisation, described as, “an insult to our clients.  It is making 
them less worthy of specialised care” (P5, FG3), demonstrates the significant social changes 
underway, as well as mental health nurses’ tenacious patient advocacy.   
 
Lack of structural clarity and clear pathways for career advancement was believed to 
discourage retention and progression in nursing. “It is a tragedy when you have a look around 
at management and most of the area health services and a lot of those senior positions 
are…not in nursing positions.  And it is an almost an abandonment of nursing. Why? Why 
are we doing that?” (P10, FG1).  For many, lack of qualifications currently deemed desirable, 
particularly university degrees, made previously valued qualifications, particularly 
certificates, of little value and contributed to a sense of worthlessness: 
  

I remember when I started nursing there was no such thing as a degree. You did 
certificates, so I did lots of certificates thinking that would negotiate me through my 
career path…at a later age that wasn’t going to work for me and I wasn’t in a position 
to do a degree so that has left me high and dry…I feel like I’m on the trash heap now. 
(P9, FG3) 

 
The expectation of having a degree, combined with the socioeconomic and lifestyle demands 
of obtaining a university education, dissuaded some existing mental health nurses from 
seeking career advancement.  “Doing a degree now costs so much money and you have to 
have a commitment of energy and time and that is really hard when you are working full time 
and you are getting older as well, and you have kids/grandkids, it doesn’t get any easier” (P3, 
FG3). 
 
Further, even those who specifically sought to obtain a university degree in mental health 
nursing described a culture whereby that specialisation was devalued:  
 

I know when I decided to do mental health through [a university], that is where I was 
nursing and wanted to do mental health, I had no support to go that way. They tried, if 
anything, to discourage me from going to mental health. I tried the clinical area, other 
options, [but they] refused to let me go on mental pracs. I found it very hard.  There 
was a lot of discouragement towards mental health nursing. (P4, FG4). 

 
Once individuals obtained university training in mental health nursing, systemic 
complications continued to thwart their entry into the profession.  For example, an 
international student who migrated from India to Australia found the regional hospital would 
not sponsor overseas candidates in mental health nursing and therefore, despite demand, the 
student, “had to work in my second preference which was cardiac. I worked in cardiac for 
this many years” (P9, FG4).  At the time of the focus group, this nurse had only been in the 
specialisation for one week and lamented, “If the opportunities were there in the first place I 
would be working in mental health all these years, six years” (P9, FG4). 
 
With such attitudinal and structural barriers discouraging newcomers from entering degrees 
and jobs in mental health nursing, and the challenging workplace experiences existing mental 
health nurses endure, is unsurprising mental health nurses internalised feelings of 
disempowerment.  University degrees were not generally perceived as a reflection of changes 
in the profession’s skill-requirements, but rather were derided as a tokentistic, gate-keeping 
barrier preventing already-qualified staff from obtaining due promotions or jobs.  Comments 
such as, “you aren’t getting paid appropriately because you are highly skilled [and] you 



haven’t got the bit of paper” (P1, FG3) reveal how the lack of socially legitimated 
qualifications resulted in the “erosion of nursing positions by other positions” and caused a 
“serious impact…on nurses remaining in nursing” (P10, FG1) while other policies prevented 
or discouraged newcomers from entering the field altogether.    
 
Lack of formal qualifications not only impacted nursing retention and entry into the 
profession, it also impacted leadership opportunities of mid-career nurses who were not 
afforded the opportunity to lead interdisciplinary teams, or other nurses.  The idea of “generic 
people being leaders” was met with great disdain and comments such as, “I don’t like that 
idea at all…nurses for nurses I say” (P8, FG3) demonstrate ongoing resilience, yet also reveal 
a fragmented workplace culture.  Interdisciplinary teams in particular were met with great 
disapproval.  “How can you stomach that?  Someone like a social worker or psychologist can 
oversee my clinical decision. I want to see someone overseeing my clinical decisions who has 
the same knowledge” (P7, FG3).  The reality where many locations lacked nurses managing 
nurses resulted in perceived inequality where, “he/she gives all the needles and that is it” (P8, 
FG3) and “all that nurse does all day, everyday is give injections and still has a managed case 
load and they just keep fobbing all this other stuff off to that one nurse” (P1, FG3). 
 
Again, mental health nurses’ lack of power and control over job duties in health care teams 
resulted in disgruntlement.  “I just don’t want somebody telling me what to do with 
somebody’s medication” (P7, FG3).  Even instances where interdisciplinary teams were 
described as, “not always that bad…we all acknowledged the skills that each of us brought to 
the team and…if you have good management skills you can bring a diverse group of people 
together” (P6, FG3), were met with disapproving resistance.  “I still don’t like that. I don’t 
want that.” (P8, FG3). 
 
Given the workplace challenges and changing culture, it is perhaps unsurprising that staff 
recruitment in rural and remote locations was noted to be a significant problem: 

 
They can’t get the nurses.  They have had positions out at [remote location] for nursing 
staff and they can’t recruit them.  That is the problem.  That is why that group…people 
with a different background to nursing, are providing support to our clients because 
they can’t recruit. (P3, FG3) 

 
As nurses in a rural location described, “We still haven’t got an OT [occupational therapist] 
in our unit.  Still enticing people to those positions in the unit.  It is enticing them to come out 
to the country areas.  We only just got a full time social worker two months ago” (P8, FG4).  
Enticements to move to the country were on one hand seen as necessary incentives, yet on the 
other hand perceived to disadvantage local staff.  As one nurse explained, “There are 
different allowances paid but the other thing you have to consider is that, because we were 
discussing what we could do for nurses to bring them up to [country town], the only problem 
is the existing workforce are disadvantaged because they are already here” (P1, FG4).  Such 
scenarios highlight the complexity rural and remote workplaces face.  Do they battle on with 
a few overworked local staff, or do they bring in urbanites?  If it is the latter, how do they 
attract and retain them? Traditionally, the answer has been incentive packages which, as 
noted, privileges newcomers and therefore detracts from a cohesive work culture. 
 
The complexity of ‘rurality’ itself was also highlighted.  For instance, some rural locals were 
seen as disadvantaged in contrast with urban Australian, yet were perceived insufficiently 
remote to benefit from their geographical status. “We wouldn’t be seen as remote as some of 



those places further out west” (P7, FG4) commented one rural nurse. Yet, even mental health 
nurses as far west as Bourke were not thought to receive relocation incentives.  Where  
recruitment incentives were provided, such as to intern psychologists, the community was not 
seen to benefit because, “they come up for two years, do their supervision over two years, 
[and] as soon as that is up they are gone” (P1, FG4).  So, while being sufficiently rural to 
experience the negative workplace impacts, such as low retention, characteristic of rural 
Australia, this location simultaneously remained insufficiently rural to economically benefit 
from its geographical status. 
 
The impact geography had on retention was notable in several instances.  For example, a 
mental health nurse from New Zealand reflected:  

 
this is my second day here but I have been here for five days. The support has been 
very tremendous and I do really appreciate it….There is need for incentive to get 
people to this type of remote area. I am not finding it all that easy but it’s totally 
different from [the] type of lifestyle I am used to…there seems to be no life.  It is very 
difficult for me (P10, FG4).   

 
This participant was already in the process of applying for another job “because I want to 
work in a big city” (P10, FG4), so the long-term community benefit from her contribution, 
like the psychology intern, was likely negligible.  Despite the transient nature of some staff, 
the benefits of ‘newcomers’ to workplace culture seemed to outweigh not having them at all.  
As another commented: 
 

That’s the thing with mental health nursing – you don’t go home with sore feet, you go 
home with a sore head. The good thing about the unit is that although there’s a lot of 
new people in the industry, they are enthusiastic, which really does help.  Working with 
enthusiastic people is a lot better than working with a lot of burnt out people. (P1, 
FG4). 

   
2) Professional pride 

 
As a social group, mental health nurses exhibited a strong sense of collective consciousness.   
Comments such as, “maybe we have higher expectations of ourselves than other people have” 
(P8, FG3), “What we do, we do okay, it’s good enough – in fact sometimes its better” (P3, 
FG3) and, “They wouldn’t keep coming back if we weren’t providing a valid service for 
them” (P7, FG3) reflect high self-esteem.  Participants displayed strong work ethics and took 
on their work tasks as part of their personal responsibility.  “You want to give them the best 
care that you can… You do the best you can” (P8, FG3).  As another expressed, “I think part 
of our sort of ethic is we don’t shove people either.  They land with us we tend to take 
responsibility” (P5, FG3).  This professional pride, and perceived responsibility, developed 
over time and from years of experience. 
 
The wisdom earned by exercising professional judgment was a key workplace skill gained 
from extensive life experience that contributed towards professional pride. In remote 
locations, patients often expected mental health nurses to solve all their problems: 

 
…people expect someone to fix up all their problems for them whether 
it’s…relationship, drugs and alcohol, whatever.  So, rather than having to depend on 



their own resources, they can go here, there or everywhere because someone is going to 
help them out (P1, FG4).   

 
Despite the complexity of social problems involved with treating illnesses such as addictions, 
rural mental health nurses perceived their communities, and especially their patients, 
expected them to ‘fix’ whatever problems individuals presented: 
 

The mental health team clients that we have, we are supposed to solve all their 
problems.  If they have a mental illness, they are our problem and a lot of them are 
community problems.  There are lots of other things, but it is like, if they are put under 
our umbrella, they are ours (P3, FG5).   
 

In another rural town, the challenges involved with caring for patients suffering from the 
effects of “sex, drugs and alcohol [which] are the root cause of so many of our patients’ 
problems, whether it is incest, assault, drinking too much or taking other drugs” (P1, FG4) 
evidenced the range of issues nurses commonly faced on the job.  Although such high 
expectations contributed to the great sense of pride that existed among participants regarding 
their delivery of vital human services, the power of mental health nurses to ‘help’ patients, 
however, was often limited by organisational policies and practices.  For example, “as nurses 
our control over who is scheduled and who is not is one of influence rather than action…it is 
only bringing them [potential patients] as far as a hospital and then it is up to someone else 
whether the admission occurs or not” (P2, FG5). With limited decision-making power, the 
ability to ‘influence’ outcomes was highly contingent on professional acumen and judgment 
and therefore required much ‘resilience’ in the face of resistance from authority. 
 
The power and ability to execute professional judgment is arguably more a social, than 
individualistic, activity.  For example, in one remote community a mental health nurse 
described: 
  

There seems to be higher case loads plus there is lots of red tape.  Things you have to 
do, for instance drug and alcohol clients, to get any help at all you are leaning on doors 
that are shut.  Doors keep closing in your face.  A lot of the drug and alcohol clients are 
dual diagnosis as well so there’s a lot of stigma about people with addiction problems 
and they are very poorly treated (P5, FG5). 

 
In addition to the vast array of social problems rural mental health nurses believed they were 
entrusted to ‘fix’, many also were required to make very serious decisions as part of their 
everyday work routines.  The task of having to make decisions about suicidal patients 
perhaps most clearly demonstrates the severity of responsibility commonly faced in this 
workplace culture:  
 

We have pretty big decisions to make as mental health nurses.  We are dealing with 
suicidal kids, suicidal adults.  They are pretty big decisions when it comes to saying, 
‘yes I am going to let that child go home’, or, ‘No I need to admit them to a hospital.’ 
And, the bottom line is you are the one making that decision at the end of the day and 
sometimes that is pretty tough decision to have to make (P1, FG3). 

 
As this example demonstrates, the realities of nursing mental health patients placed them in a 
position of having to execute great power and responsibility.  Although this likely contributed 
to their sense of professional pride and accomplishment, simultaneously the outcomes were 



seen as beyond their control.  “You go home and you lie in bed at night and you think ‘did I 
do the right thing?’ It is a lot of responsibility and not much way of controlling it” (P3, FG3).    
 
Ultimately, nurses had the power to decide to admit or release suicidal patients. Still, the 
process required them, “to engender their [patient’s] trust and their cooperation and their 
agreement in those decisions” (P7, FG3).  It was thus only through experience, which was 
only rendered possible via workplace retention, and hence resilience, that rural mental health 
nurses gained their enormous skills about how to make appropriate and effective decisions.  
Their ability to control and take charge of this process was evident and known, and thereby 
exhibits not only resilience, but further professional pride.  “The skill in the decision making 
process. The responsibility is enormous and the buck stops with us (P3, FG3).  Nevertheless, 
being placed in this powerful position of making life-determining decisions about others 
placed a huge toll on mental health nurses’ own mental health and well-being:   

 
In this day of accountability, every client that sits in front of us, we deliberate whether 
they are at risk or not and we have to account for lack of risk, or risk, or whatever, and 
do a whole array of processes dependent on that outcome.  And, on the way home I 
think, ‘What have I done today? Well, I have made 3 or 4 major decisions about 
someone living or dying today.’ And, you can’t think about it because it is too scary 
(P4, FG3). 

 
When a suicide did occur, the emotional labour experienced was considerable and the impact 
on their self-esteem and pride considerable.  “You probably have the feeling of blaming 
yourself.  That questioning that happens…‘I should have seen [it coming]’ like everybody 
else” (P1, FG3).  The resilience required to not ‘cave in’, or blame oneself, was notable.  
Self-doubt and on-going reflection and wondering how or if a patient’s suicide could have 
been prevented was common.  “Yes, ‘why didn’t they ring me first to talk to me?’” (P3, 
FG3).  The stress caused by a patient committing suicide was deemed fifty times worse than 
the death of a general hospital patient as well as noted to lack managerial support, thereby 
demanding extreme resilience in the face of adversity: 
 

If you work in a hospital in general, if somebody just died of natural causes, you still lie 
awake and think about that too.  But, when somebody actually offs themselves, it’s 
multiplied by about 50 or more I’d expect.  It is not a very nice feeling.  It would be 
nice if someone came over and said, ‘don’t worry, we’ve got your back’ (P10, FG3). 

 
Although it was noted in a general hospital setting, “people die in that system all the time” 
(P5, FG3), it was perceived, “the blame gets spread around a little more thinly there doesn’t 
it?” (P10, FG3).  Patient death in mental health hospitals was attributed more greatly as a 
fault, or weakness, of mental health nursing staff, again which required enormous resilience 
to carry on which for some, proved difficult and left many feeling vulnerable to criticism:   

 
The accountability in our service, mental health care compared to the accountability in 
general health care, it’s quite different and I often think there is a lot of things that 
aren’t done right in the general setting but they don’t seem to get targeted as much as 
what mental health staff are. (P5, FG3) 

 
Greater workplace autonomy was perceived partially responsible for the heightened focus on 
the accountability of mental health nurses, with remote noted as worse than rural areas.  In 
contrast with those in hospitals who had an increased division of labour between nursing-



specific tasks and those performed by medical doctors, psychiatrists, psychologists and social 
workers, mental health nurses in remote communities commonly multitasked: 

 
We have tended to avail ourselves as sort of psychologists’ type roles, social worker 
type roles, and I think our clients get a pretty good deal because they have a fairly 
holistic approach, like provide a diverse array of care just from us as nurses. We don’t 
look after major mental illness but we get everything else (P4, FG3). 

 
On one hand, this heightened the pride experienced in service delivery, particularly where 
mental health nurses worked in community settings and frequently travelled long distances to 
see patients.  On the other hand, this situation existed as a consequence of dire rural 
circumstances where, as another example of this rural mental health nurse serving as client 
advocate illustrates, the multitasking nature of workloads at times proved demanding:   

 
Another one I had was a young boy who was totally so socially anxious that he would 
do a total meltdown in the Centrelink line.  But, no, they had to see him to give an 
assessment despite all the correspondence and stuff.  So, I took him in and then when 
he started flipping out in the interview room, the guy said, ‘I think that is all we need.’ 
(P4, FG3)  

 
While such tasks took “up a lot of time. I mean you can spend a whole day on one person, 
just trying to sort out their Centrelink, their house, all of that” (P8 & 4, FG3), they, too, 
contributed to professional pride providing a much-needed service in an under-staffed, under-
resourced environment. “We have to do those things because we don’t have the people to 
actually refer them to” (P8, FG3).  Nevertheless, rural nurses reported a gross inadequacy of 
time to attend to everything simultaneously.  Such realities were compounded by the greater 
complexity of social problems and diagnoses rural populations experience in contrast with 
urban counterparts. As a participant described: 
 

Our psychiatrist who comes from Sydney was saying she notices the difference 
between what she does in Sydney and here in that there are a lot more social problems, 
complex diagnoses, mixed diagnoses, dual diagnoses and limited services and also 
there a lot of personality issues and I think they are harder to address. (P7, FG3) 

 
Once again, the magnitude of mental illness rural and remote nurses routinely encountered 
contributed to their sense of pride and achievement, but this ‘ability’ was bittersweet. “[We] 
are often the only service that handles these people…we are sort of at the bottom of the pool. 
We get a lot of the difficulty and complexity because most generic allied health find that 
complexity…a bit scary” (P6, FG3).  When asked how clients felt about mental health nurses 
being the service that is there after, “they have gone through a whole heap of different 
services that haven’t served their needs” and when asked, “Is that their perception as well, 
that we are the people that are going to meet the need as far as their health is concerned, or, is 
it just that everybody else has fobbed them off?” (P3, FG3), other participants replied, “I 
think we have an understanding of their problems” (P2, FG3), “It is the nurturing part of 
nursing” (P4, FG3) and “I think you’ve got it.  I think sometimes clients identify… they get 
good value for no money and I guess from a human perspective most of us have been 
affected” (P1, FG3).  Again, such responses demonstrate the complexity of the profession. In 
one instance it is perceived at the ‘bottom’ of the heap, whilst in the next breath it is the 
perhaps one the most humanitarian and caring.  
 



The complexity and range of cases rural mental health nurses must service was noted to be a 
distinct change in the profession: 
 

I have also seen the changing face of community mental health nursing having to take 
on more responsibility where back…in 1997, we were merely looking after people 
with mental illness not dual diagnosis or capabilities and psychology was separate to 
mental health services and drug and alcohol services were separate.  But, I do notice 
now the combination puts a different face on what we do (9, FG5). 

 
With such changes, rurality imposed even greater concerns. “We are autonomous.  We are 
forced to make decisions in isolation, with our team, but we are always…in those situations 
where we have to make those decisions.  I imagine it is not as bad as it would be if you are 
out in remote areas” (P3, FG3).  Indeed, working alone with suicidal patients in remote 
regions was perceived the worst working environment of all. “Working on your own.  I 
couldn’t think of anything more stressful” (P1, FG3); “Who would volunteer to work in a 
place like that?” (P10, FG3).  
 

3) Rewards, People & Places 
 
This final theme explores the most rewarding aspects of mental health nurses’ work to 
understand more fully why, given the considerable challenges and complexities rural and 
remote mental health nurses face, one might exclaim, “I mean, what do we like about it? I 
think it is the best job. I’ve been doing it for 15 years and I love it” (P4, FG4). 
 
Although participants raised concerns about the poor monetary compensation received for the 
work performed, money alone was never attributed as the reason for their career choice.  “I 
don’t think we get paid enough.  So why would anyone want to do this job? You can go and 
do a degree and have a potentially much bigger income. Money is not the sub-total of the 
satisfaction. I love my job” (P4, FG3).  Not all felt their monetary compensation was 
insufficient.  Nevertheless, even those relatively satisfied with their income mentioned they 
would not do the job for free, even though they received great satisfaction from seeing 
patients’ health improve.  “I wouldn’t do anything else. To see somebody get well and go to 
another ward or go home surpasses my pay packet, which is very nice, but I probably 
wouldn’t do it on a voluntary basis.  But that degree of satisfaction, you can’t measure that.” 
(P1, FG2). 
 
Unfortunately, not all nurses worked in environments where patients did get better, especially 
those in aged care:  

 
I love what I do.  I think that’s marvellous, you see someone go home that is well, but 
basically we don’t see many of ours go away.  They mainly go to a nursing home where 
they probably won’t get more than what they get here because there’s probably less 
staff at the nursing home (P3, FG2).   
 

Above all, direct contact with clients/patients was perceived the most rewarding aspect of 
mental health nursing careers.  “As nurses, what we like is the direct contact with the client. 
That’s what we all really enjoy more than anything” (P7, FG3).  Summarised by another 
participant, “We get a certain amount of self fulfilment.  That is what we are here to do, work 
with our clients” (8, FG3). 
 



Since career advancement frequently involved a decrease in direct contact, many nurses 
opted to remain on the lower rungs of the corporate hierarchy rather than pursue managerial 
positions, even where job duties proved different than expected:   
 

A lot of us choose not to go on any further too because that is where you want to be. 
You want to be at the coal face and you don’t want to be managerial, but the coal face 
can be really frustrating because you are not doing what you thought your job entailed 
(P2, FG3).  
 

The satisfaction mental health nurses derived from their social interactions with patients was 
perceived different than the relationship patients developed with Allied Health staff.  Time, in 
particular the ongoing social interactions mental health nurses experienced with individual 
patients, was frequently noted as the cause:   

 
I think as mental health nurses, we, our longevity with clients, we tend to stay in there 
for quite extended periods of time.  Certainly with my experience with community, 
with Allied Health, is that their intervention is a lot briefer whereas we sort of have a 
continuation of intervention (P1, FG3). 

 
As another elaborated: 
 

I think us, as mental health workers, tend to have more of those long standing 
relationships whereas Allied Health, I don’t see that as predominant.  They tend to 
have successions.  And, for a lot of us, we can see a person not necessarily a 
continual, but certainly have a long term relationship over several years. They might 
come back 2 or 3 times a year (P5, FG3). 

 
Social interactions nursing staff had with patients’ family members furthered their job 
satisfaction.  “We have a long standing relationship with each of our clients whereas with, for 
instance with someone coming into hospital for a succinct operation or a procedure you 
would say goodbye to them and that’s where the relationship ends, but not for us.  It extends 
to family, too” (P7, FG3).  While the relationships mental health nurses developed with 
patients and their families often contributed positively, at other times, in rural communities, 
entire families required medical intervention/treatment: 
 

Their mothers and fathers…it’s sort of extending and it [treatment] goes on for a long 
time.  They don’t go away.  If they do, they only go away for a short period and they 
usually come back.  Or, a brother or sister will come back from that family and you 
end up referring parents who are trying to organise family sessions for them (P1, 
FG3). 

 
Rurality offered different types of workplace rewards, as much as it entailed different 
challenges.  As one nurse explained, in the city: 
 

people that work in different spots, in a more densely populated area, city area, can 
work in one area and live in another. In here, this is it.  You walk down the street, half 
your patients walk to the other side of the road [and] the other half want to stop and talk 
to you (P1, FG4).  

 



For some, the interconnectivity between ‘private’ and ‘work’ life was unproblematic.  Many 
pursued mental health careers because, as one described, “I was really interested in it” (P1, 
FG3).   As a specialisation, the field was described as a polarised niche.  “Mental health is a 
niche you either like or you don’t.  I personally enjoy working in it” (5, FG2).  Working in 
the city versus the country was described as similarly polarised in its challenges and rewards: 
 

The services available in the city were different to what we were operating in the 
country and it was clearly defined that the country, or rural remote mental health 
nurses, had a different approach and a different task and different resources to handling 
and doing interventions. They didn’t believe it that sometimes we had to drive 200kms 
to see people…the rural remote people were saying to the city people ‘gee you don’t 
seem to have any of the problems that we’ve got’ (2, FG5) 

 
Although the working conditions continued to vary between urban and rural communities, 
long-term mental health nurses who worked in both city and country settings dispelled any 
romantic notions about the issues facing country Australians today being any less severe than 
those facing Australians living in larger and urban regions: 
 

I’ve been mental health nursing for about 16 years…I noticed…we didn’t have the 
problems out here in remote that we had in [the larger town], particularly the drug 
problems.  They hadn’t quite reached [remote places] as yet. Now I am back here six 
years later and I see the same problems that were in [the larger town] then are now 
here. I think…the problems are all the same in the community and the cases and the 
client list are about the same. (P9, FG5) 

 
Although the “problems” might be the same, the severity seemed to vary by degree of 
rurality: 
 

…One of the things…I’ve noticed is that in the country…people seem to be pretty sick 
by the time they come in whereas in the cities they seem to get picked up a little bit 
earlier…in a place like [remote Australia] everyone seems to just about know 
everybody else, or [is] related to them and with that familiarity you can actually miss 
changes that are going on. I think that might be one thing whereas in the city where 
people are more, a city is a collection of strangers really, so you do notice people that 
are acting bizarrely. (P1, FG5) 

 
If this situation was positive remained unknown, “I am just wondering if it is a good thing or 
a bad thing that people are sicker when they get here, that you try to manage them for longer 
at home” (P4, FG5).  Regardless, rural and remote Australia was generally perceived a safer 
place to work which, “I have just come up from Melbourne and I feel a lot safer here than I 
did down in Melbourne” (P12, FG4).  In a work environment filled with well-documented 
challenges and turmoil, emotional and physical safety ought to be ‘a given’, irrespective of 
place and budgets so at the end of the day, all may, at least occasionally, feel, ‘I love my job’. 
 
DISCUSSION & CONCLUSIONS 
 
Although national and international research has documented a link between workplace 
experiences and workplace satisfaction (Roche & Duffield, 2010), little research to date has 
considered how rural geography impacts mental health nursing, although a growing body of 
literature has broadly examined concepts typically associated with ‘rurality’ (Philo, Parr & 



Burns, 2003).  Much research, however, continues to prioritise examination of challenges 
faced, by newcomers and long-term residents (Ragusa, 2011) and little specifically examines 
rural and remote mental health nurses (Crowther & Ragusa, 2011).  Although worthwhile, 
such research does not examine the ‘positive’ reasons why many rural mental healthcare 
professionals continue to work in rural or remote Australia, and some even ‘love’ their jobs.  
 
This research sought to contribute exploratory data to this knowledge gap by providing 
qualitative experiences from focus group interviews conducted with 32 mental health nurses 
living and working in rural and remote communities.  Key findings revealed workplace 
culture, professional pride and the rewards associated with working with people and in 
specific workplaces largely contributed to workplace satisfaction.  Specific examples 
demonstrated the resilience required to meet specific, albeit socially patterned, challenges, 
typical of this profession, such as working with suicidal patients, in multi-disciplinary teams, 
with varied levels of professional skill, training and staff shortages.  Despite perceived 
obstacles, participants overall expressed great pride in their capacity to deliver, and delivery 
of, vital mental health services.  This professional pride was bolstered by supportive and 
flexible work environments, even in the most remote locations, and perceived hampered by 
excessive administration and accountability.  The profession was seen as changing, 
particularly the type of rural and remote patients served, the severity of illness and the general 
workplace structure.  Structural changes impacted the rewards achieved from working as a 
mental health nurse.  For instance, interacting with patients was generally seen as a key 
contributor towards workplace satisfaction, so the shift to increased administration was 
resented to the extent it meant less time for direct patient care.  Those who proclaimed to 
‘love’ their job, in spite of the challenges faced, reported the greatest rewards came from the 
self-derived satisfaction received from helping those whom others in society might otherwise 
cast aside.  From this we may learn that if we wish to improve the recruitment and retention 
of rural and remote mental health nursing, a first step might just be legitimating and 
prioritising what nurses do best: patient care. 
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