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Abstract 

A range of significant work health and safety (WHS) challenges affect clinicians who are resident in 
remote communities, as well as visiting Allied Health, Medical Specialist, Retrieval and Management 
staff. While violence towards the remote health workforce has not been accurately quantified, it has 
been identified extensively in research and the national media. In 2016, violence took the life of one 
clinician and forever damaged the lives of at least two others. 

However, remote area workforce safety and security involves much more than assault and provision 
of on-call services. Vehicle accidents are the largest single cause of severe injury and death of remote 
health staff. Sub-standard infrastructure has been a primary cause to others. Bullying and harassment 
has also been identified by clinicians as a major health challenge, and a cause of changing staff 
retention behaviours. 

Consultation to date with remote area staff has detailed several safety and security concerns. Seventy 
per cent of those surveyed have had no formal training in the use of four-wheel drive vehicles or 
emergency communications equipment. Fifty per cent of staff had no structured orientation. While 
eighty-five per cent considered clinic buildings were secure, twenty-five per cent identified that their 
accommodation was unsafe or not secure. Forty per cent of clinics were consistently implementing 
safety protocols—a good start. However, thirty per cent of clinics had no indigenous health staff—a 
real challenge to promoting effective, culturally safe services in remote communities. Thirty per cent 
identified violence, bullying and harassment as the primary reason for their decision to leave work. 

While there’s no quick fix, the Remote Area Workforce Safety and Security Project has identified 
practical interventions that will improve remote area workforce safety and security. Some responses 
are built on WHS guidelines and industry identified standards such as ‘Never Alone’. Some 
interventions will require considerable resource input to facilities, equipment and training. 

However, to improve safety and security, all stakeholders including clinicians, recruitment agencies, 
managers, employers, communities, educators, researchers, professional organisations, and 
government must be committed to introduce and sustain a culture of safety in remote health services. 

Introduction 

Remote health staff were shocked, angered and distressed by the murder of Gayle Woodford in 
March 2016. Gayle was an experienced Remote Area Nurse, one who was well liked and respected 
by community members and her peers. Our thoughts remain with her family and loved ones, and the 
loss they have suffered. 

There was a huge response to Gayle’s murder in the community, news media, social media, in health 
services, and in government at national and state/territory level. CRANAplus developed a Safety and 
Security project proposal that received funding from the Commonwealth Department of Health. 
Project activities include a Literature review, National consultation and report, development of 
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National Safety and Security Guidelines, Safety content in the CRANAplus App, a Safety and Security 
Handbook, and an E-Remote Safety and Security Training module. 

Results of the literature review and national consultation 

Research to date and workforce perceptions of safety and security 
Considerable research had been conducted over the past decade. This had focused primarily on 
Remote Area Nurse (RAN) perceptions of risks and required interventions. Research has produced 
valuable information about how RANs perceived safety issues, along with response options, however 
there were gaps in the available information. 

• Several significant safety issues including dog attacks, vehicle/travel safety, and bullying and 
harassment had not been identified or had received only passing comment in research. 

• Recommended responses were primarily drawn from clinician’s perceptions—suggesting that 
recommendations themselves had not been researched and their effectiveness validated. 
Identified recommendations focused on training and personal interventions, and did not adhere to 
Workplace Health and Safety principles identified in the Hierarchy of Risk Control. 

Diagram 1 Hierarchy of Risk control 

 

Note: Comments below the red line = controls available to promote safety and security. Generally, these have limited effectiveness and reliability, and 
require ongoing input to orientation and training. 

Preparation for remote health practice is chronically inadequate 
Clinicians frequently identified that inadequate orientation contributed to safety and security problems. 
Available orientation usually focused on administration and clinical management issues. Few RANs 
had accessed comprehensive 4WD/dirt road driver training, and even fewer had training and practice 
in using and troubleshooting satellite phones. 
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For staff working in Aboriginal and Torres Strait Island communities, the quality and availability of 
Cultural Safety education in orientation varies. Knowledge of culturally safe communication and 
behaviour can reduce the potential for tense events to escalate. 

While some employers have well developed and highly regarded orientation programs, others are 
lacking. Dependence on short term/Fly-In Fly-out contract staff, and the increased role of nurse 
recruitment agencies creates challenges for provision of orientation. Increasingly, it seems orientation 
is measured against its resource requirements rather than the positive outcomes it provides. 

Identifying and responding to significant hazards and increased risk 
There is a widely-held perception that those at greatest risk are less experienced clinicians and those 
working in single clinician clinics. Collating available information about significant events over the 
previous 12 months did not provide evidence supporting these beliefs. 

Table 1 Characteristics of significant/violent events with RAN as victim, 10/2015-11/2016* 
Gender Nature of event Location B/H or 

A/H 
Called out / 
on call 

RAN Experience > 
4 years 

Single RN 
Post 

Female Sexual Assault Staff Accommodation A/H No Unknown Unknown 
Female MVA death Road—Patient transfer A/H Yes Yes Yes 
Female Sexual Assault Staff Accommodation A/H No Unknown Unknown 
Female Sexual Assault Staff Accommodation A/H No Unknown Unknown 
Female Murder Staff Accommodation / surrounds A/H Unknown Yes No 
Female Assault Home visit B/H B/H Yes No 
Female Assault Home visit A/H Yes Unknown No 
Female Assault Staff Accommodation / surrounds A/H No Yes No 
*This information does not identify all violent events experienced by the remote health workforce during the past twelve months. Events not identified here 
may have been acutely distressing and traumatic to those involved. 

These results suggest that severe events occurred more frequently out of work hours, and in or 
around the clinician’s accommodation. The implications here are significant. Workplace violence is 
identified under three categories: Criminal—related to vehicle theft, break and enter, or intended 
assault; Workplace—patient/support person initiated; and Internal—bullying and harassment. Each 
has different characteristics, hazards, and responses. E.g. Training clinicians in de-escalation 
techniques can improve the outcome of workplace incidents, but will not be effective in responding to 
an attack with criminal intent. 

Safety and security roles, responsibilities, and behaviours 
Clinicians who work remote and want to take on expanded clinical roles and responsibilities must also 
accept other concurrent expanded professional roles. This includes having extra responsibility for their 
individual and team safety and security. This idea hasn’t been considered by many remote health 
clinicians, but once identified, it is generally accepted. 

Over the past twelve months, comment on RAN safety has frequently identified an underlying belief 
that government and employers ‘have to make us safe’. However, clinicians also frequently admitted 
that they didn’t adhere to existing safety guidelines. Non-adherence—which undermines staff safety 
and security—was both passive and active e.g.: ‘I’m tired, I can’t be bothered, it’ll be ok’; ‘I know 
better, this is a safe community, people respect me and I get along well with them’; and ‘I’m going to 
wedge the security door open so I can duck in and out for a smoke’. 
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All too frequently, the term bullying is used by staff, especially those on short term placements, in 
describing how, when they asked about implementation of workplace safety guidelines as part of their 
local orientation, they were told that ‘we don’t do that here’. 

In attempting to respond to safety issues, employers and managers have been caught out by the un 
anticipated flow-on effect of early safety initiatives implemented to promote ‘never alone/not alone’ 
guidelines: e.g. Making use of the second clinician on-call at night would mean that daytime clinics 
were understaffed; or, A clinician would arrive to work at a 2-3 nurse clinic only to find that other staff 
left the community for their weekends off, and it is effectively a single nurse clinic for twenty per cent 
of the time.  

Additionally, some staff continue to believe that they must respond, that their wellbeing is secondary 
to the desires and demands of patients and the community, and that failure to respond involves risk of 
employer disciplinary action, or places their professional registration at risk. This view plays into the 
interests of those not concerned with staff safety, and even for some clinicians, it’s easier to hold this 
view and project responsibility onto others than to implement safety and security guidelines 

Overall, the remote health workforce/industry lacks a culture of safety. There are many interested, 
motivated personnel—clinicians, managers and other stakeholders, however safety and security is not 
consistently identified and prioritised as core components of remote health practice. 

Complexity of context impacts on developing and embedding safety and security in remote 
health practice 
The remote health sector has many stakeholders. Improvement in safety and security will require the 
sustained contribution of many organisations and individuals. 

• Workplace Health and Safety legislation is a state and territory responsibility. While the intent of 
‘Gayle’s Law’ not disputed, this term will contribute as a principle rather than as an item of 
legislation. 

• In each state and territory, remote health clinicians are employed by twenty or more Government, 
Non-Government and Private sector health services, some of which will at times have varying 
capacity and commitment to prioritising staff safety. 

• The average duration of employment in the remote health sector is 2-3 years, with many staff 
working for only a few months. Continuing allocation of resources will be required to orient 
incoming staff to workplace safety and security issues. The high mobility of staff on short term 
‘Fly-In Fly-Out’ contracts in health services increases the ongoing requirement for orientation. 

• Over 100 Nurse Recruitment Agencies operate in Australia, many keen to participate in the 
lucrative contracting of staff to remote areas. Some RANs are recruited and contracted to a health 
service, while others are employed by the recruitment agency and located in different clinics. 
Many agencies provide significant support to their client clinicians and health services; however, 
others have a very limited experience in remote health service provision. 

• Most remote health clinicians provide services in geographically and socially isolated 
communities, many of which are themselves struggling with social dislocation, domestic violence 
and substance abuse issues. Communities themselves have limited skills and resources with 
which to support health care providers. 
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• Safety and security in remote Aboriginal and Torres Strait Island communities requires that 
clinicians participate in Cultural Safety Education prior to placement and in the community at 
which they are located. Safety and Cultural Safety is compromised in many indigenous 
communities by the absence of locally engaged clinical and administration/support staff. 

Implications of complexity: Complexity creates challenges and opportunities. Multiple stakeholders 
can be difficult to coordinate. There’s the need for advocacy and ongoing intervention—a lead agency 
role. At the same time, individual clinicians, managers, teams and services can implement safety 
initiatives independently. The remote health workforce is not dependent on one remotely located 
organisation for safety and security, progress will occur through the efforts of multiple contributors. 

Progress with safety and security 

So, with these issues identified, Is the situation improving? Categorically, yes. Many health services 
have revised and improved their safety guidelines to limit staff hazard exposure during business hours 
and after hours. Interventions vary significantly according to local context. Strategies include 
partnering with communities to ensure clinicians do not work alone, remote monitoring equipment and 
personal alarms, recruitment of security staff, ceasing service provision from staff accommodation 
after hours, improved security and transport guidelines, and added support for incoming staff. An 
active social media presence means that remote health clinicians are now more aware about their 
own responsibility to prepare for work in remote locations, prioritising safety issues when they 
research employment options. 

The following points provide information about some interventions developed through the CRANAplus 
Safety and Security Project. More detailed information is available from the CRANAplus website. 

Clinician resources 
Safety and Security Project resources include a Community Audit tool, Safety content in the 
CRANAplus App, the Safety and Security Handbook, and the Rapid Risk Assessment Tool to guide 
decision making that promotes safe provision of clinical services. 
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Diagram 2 Rapid Risk Assessment Tool 

RAPID RISK ASSESSMENT TOOL 

The rapid risk assessment tool provides a framework for you to assess and reach conclusions about 
possible risk issues. Answer the following statements in any situation where your safety could be at 
risk. 

1. Health Service / Community safety protocols are being followed? YES / NO 

2. You are confident that those present are not behaving in a way that increases risk 
of violence. E.g. Substance affected; Confused, Hyper-vigilant; Irritable and Verbally 
threatening; Physically threatening; Damaging objects. 

YES / NO 

3. There is another reliable/responsible adult present to go with you E.g. Health 
Worker, Community Support worker, Second on-call clinician, Driver. 

YES / NO 

4. You know and trust at least some of the people who are asking you to attend or 
go with them. 

YES / NO 

5. The people present are willing to seek others to fulfil safety guidelines. YES / NO 

6. You know the location you’ve been asked to attend. YES / NO 

7. The health vehicle is adequately prepared for travel: Fuel, Jack, Spare tire, 
Satphone, drinking water, first aid kit all checked. 

YES / NO 

8. If being asked to leave the community, a reliable person knows where you are 
going, and when you’re expected back. They will respond if you are late. 

YES / NO 

9. Other issues: E.g. Someone will accompany you if you need to enter a house or 
other building? 

YES / NO 

10. SYNTHESIS—(reflection, gut reaction): You are comfortable that it’s safe to 
progress with this call-out? Have all your concerns been resolved? 

YES / NO 

RESPONSE: If you have answered NO to any of the above questions, there are unresolved 
hazards that need to be identified and responded to. Your safety is potentially at risk. You should 
decline to respond further until Health Service safety guidelines have been met or other identified 
safety and security risks have been resolved. 

You are not declining to respond. You should identify the outstanding hazard and risks, and seek 
assistance from within the community to resolve them so you can initiate a safe clinical response. 
Inform / seek advice from your Manager/On-Call MO if the issue is acute. Document events, options, 
decisions, and actions. 

 

Industry guidelines 
As previously identified, it is vital to engage all remote health stakeholders in the process of promoting 
safety and security. National Safety and Security Guidelines are being developed by the project in 
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consultation with industry representatives. Introductory guidelines content is included here to identify 
the Project approach to addressing significant issues through the roles of varying stakeholders. The 
complete guidelines can be accessed via the CRANAplus website. 

Importantly, project consultation has highlighted the need to develop national standards for remote 
health service safety and security. This process cannot be commenced in the current project. 
However, development of standards is recognised as a priority. Standards development is the 
project’s priority topic for consideration in the NRHA 2017 Conference Sharing Shed, in the hope that 
it may be considered as a NRHA conference recommendation. 

Diagram 3 National Safety and Security Guidelines overview 
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Table 2 National Safety and Security Guidelines summary 

Guidelines 

Lenses 
Individual Team Employer Infrastructure Environment Culture and 

community 
Always 
accompanied 
(not alone) 

Adhere to 
workplace safety 
guidelines 

Clinical practices 
prevent 
excessive on-
call 

On-call 
guidelines reflect 
‘always 
accompanied’. 
Full complement 
of skilled staff. 

Transport and 
Communication. 
Reliable 
communication 
with on-call 
support worker.  

Zero tolerance 
to violence.  

Community 
partnerships and 
support. After-
hours service for 
emergencies 
only. 

Preparation for 
remote practice 

Be prepared for 
the workplace, 
undertake 
orientation.  

Provide local 
orientation. Early 
hazard 
identification and 
prevention 

Comprehensive 
orientation 
provided. 
Embed a culture 
of safety and 
reporting. 

Secure 
buildings, 
adequate 
lighting, and 
preventive 
maintenance. 
Monitoring and 
review systems 

Hazard and Risk 
assessment 
training. Work 
Health and 
Safety Hierarchy 
of responses. 
Industry culture 
of safety 

Orientation. 
Cultural Safety 
Education. 
Community 
emergency plan. 

Staff resilience 
and fatigue 
management 

Engage in 
clinical 
supervision, 
mentoring, and 
self-care 
practices.  

Equitable 
workload. Pro-
active response 
to critical events.  

Management 
training. 
Supportive staff 
supervision. 
Proactive 
response to 
fatigue/wellbeing 
issues. Service 
fully staffed. 

Fit for purpose 
and well 
maintained 
equipment and 
infrastructure. 

Service 
response to 
manage climate 
and major 
events. Limited 
work/travel 
hours. Manage 
team tensions  

Improve 
communities’ 
health literacy 
and capacity to 
reduce burden 
on after-hours 
services. 

Workforce 
stability 

Career goals 
and plans. 
Community 
participation.  

Supportive 
workplace 
culture. Share 
workload and 
clinical interests 

Professional 
development. 
Remote staff 
recreation. Exit 
interviews, 
Support and 
Counselling. 
Leave 
entitlements 

Safe, secure, 
adequately 
equipped and 
maintained 
accommodation. 
Good internet 
access. Vehicle 
use for 
recreational 
activities 

Supportive 
organisational 
culture. Pro-
active response 
to bullying 

Community 
education and 
processes to 
attract staff and 
limit attrition. 
Exit interview 
feedback 

Communication 
and connectivity 

Log all on-call 
work and 
location. 
Establish and 
maintain own 
communication 
networks  

Team 
development 
and support. On-
call staff 
movements 
monitored by 
objective 
provider. 

Business Hours 
and After Hours 
communication 
systems. 
Proactive 
response to 
possible hazards 

Voice, data 
communication 
within and 
outside 
community. 
Power back-up 
system. Clinic 
and mobile 
emergency 
communication 
and transport  

Emergency 
communication 
and transport 
plan 

Health service 
and community 
meetings. 
Problem 
resolution 
process 

Prevention and 
de-escalation 

Communication 
and de-
escalation skills 
and experience 

In-service 
training. Alert 
system for high-
risk patients. 
Monitoring and 
Review events. 
Peer support. 

Maintain safety 
priorities. 
Support 
communication 
and de-
escalation 
training for staff 

Ability to control 
clinic access. 
God access and 
egress. Safe 
room. No 
service provision 
at staff 
accommodation. 

Cultural safety 
education. 
Positive 
community/staff 
relations 

Local employed 
staff. Community 
and Health 
Service 
partnerships. 
Community alert 
staff to hazards. 
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Guidelines 

Lenses 
Individual Team Employer Infrastructure Environment Culture and 

community 
Hazard 
identification 
and risk 
management 

Orientation. 
Safety 
prioritised. 
Workplace 
Safety 
Guidelines. 
Audit and Risk 
Assessment 
tools. 

Ongoing Hazard 
identification and 
response. Team 
response to 
safety and 
security issues 

Work Health and 
Safety 
requirements. 
Workplace 
safety guidelines 
developed, 
resourced, 
monitored and 
reviewed 

Programmed 
maintenance. 
Infrastructure 
and equipment 
audit. Prioritised 
response 
process for 
acute hazards. 

Reduce impact 
of isolation. 
Emergency 
response plans. 

Local cultural 
safety 
education. 
Community alert 
staff about 
hazards and 
participate in 
response 

 

The way forward 

The process of improving remote health workforce safety and security is not an intractable one. Staff 
working in remote and isolated locations will always have limited available local support. This 
reinforces the need to prevent events occurring rather than focusing on response processes. 
However, there’s no silver bullet. All interventions that contribute to staff safety and security have a 
role. Also, when traumatic events occur, it is vital that support systems are in place and immediately 
accessible to those who need them. 

Sustaining interventions and promoting an industry culture of safety and security will be difficult, given 
the disparate nature of the workforce and employers, and the varying state and territory agencies 
accountable for work health and safety. Professional and Industrial organisations, indeed all 
stakeholders, have a role here, although having a lead agency for advocacy—as CRANAplus has with 
the current Safety and Security Project—contributes significantly to sustaining the momentum of 
progress. While individual clinicians may feel that they are disempowered participants, their use of 
social media has been incredibly effective in mobilising broader community and political support, as 
well as sharing information nationally within the workforce about safety issues in different locations, 
and with different employers. 

Orientation and staff preparation for remote health practice provides a vital opportunity at which safety 
and security guidelines can be discussed, and essential training provided. Staff preparation for remote 
practice involves more than developing basic clinical skills and awareness of social context. 
Organisations offering pre-employment training will benefit from identifying safety and security issues 
in their programs. Orientation, both pre-deployment and locally, has a vital role in cultural safety 
education, identification of workplace safety protocols, and training in the safe and effective use of 
transport and communication equipment. 

The isolation of remote health clinicians is recognised as a significant safety and security issue. It is 
therefore surprising remote health on-call staff are probably the only professional group that frequently 
conduct after-hours work without logging in to identify their planned location and activities. Police, 
Ambulance, SES and Security businesses all objectively monitor workforce activities and location, 
both for staff safety and to most effectively use available resources. There is no justification for remote 
health clinicians not having access to similar systems of monitoring and support. 

Development of national standards for remote health service safety and security is a vital process that 
must be pushed from the distant horizon to reality. Standards provide guidelines for expected 
individual work practices, employer protocols, training, resourcing, and monitoring of safety and 
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security issues. Standards will provide concise, measurable safety requirements, and enable 
stakeholders and regulatory authorities to clarify if breaches have occurred.  

High levels of staff mobility—‘churn’ where clinicians move frequently from one community to another, 
results in employers wasting resources in excessive recruitment efforts. Improved orientation was 
identified as one strategy to reduce churn, however short term staff also reported a pervasive 
presence of bullying by long term staff. Bullying was more commonly identified as occurring within 
clinical teams, with management bullying being less common. We need to accept that there are 
bullies and bullied within the remote health workforce, and that exhausted/burned out long term 
clinicians may not be the best person to orient incoming staff. This will help to demonstrate that 
bullying is unacceptable, and should be responded to by managers. 

In the last twenty-five years, four nurses have been murdered in work related circumstances in 
Australia, all in very different circumstances. It is almost impossible to use workplace safety processes 
to avoid such random events. However, we can and must use available resources and workplace 
guidelines to reduce the risk of known hazards. We can’t control all factors contributing to workplace 
hazards in the remote health sector. However, we can reduce the risks to which staff are exposed. 
Reducing the frequency and severity of aggression and violence in the remote health sector is 
feasible. it’s to everyone’s benefit, and its everyone’s responsibility. 

Now, and as we look to the future, it’s also vital that we keep a balanced perspective. Safety and 
security of remote health staff is a critical issue. However, it does not and should not define the 
perception of how we view remote health practice. The provision of health services to remote and 
isolated populations is an exciting, professionally satisfying and personally rewarding experience. We 
should foster clinician interest and enthusiasm in this area of work, as well as promoting the provision 
of safe, effective health services in remote and geographically isolated communities. 
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