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Abstract
The placement of nursing students in rural settings has a number of advantages. The exposure to rural practice provides
opportunities for students to enhance their knowledge and challenge their perceptions relating to the unique characteristics
of rural health and rural practice. In addition, students who take part in rural clinical placements are more likely to seek
employment in these settings thus potentially contributing to recruitment of nurses for rural areas. There are limited reports
on the development of effective and sustainable partnerships between rural communities and educational institutions.
These partnerships can be innovative solutions for meeting the needs of educational institutions and rural communities.
The Community Based Capacity Building Model for Nursing Education was developed to illustrate the four phases that
are essential for productive community partnerships that can be utilized in nursing education. The four phases of relationship building, discovery, mentoring, and support are important components in the overall process and contribute signifycantly to the success in building and sustaining capacity for rural educational experiences. Each partner has a considerable
role to play in each phase of the model. The overall aim is to utilize the strengths of the academic partner and the unique
knowledge and expertise of rural nurses in the education of nursing students.
The Community Based Capacity Building Model provides a valuable framework for working with rural communities. The
outcomes of progressing through the phases of the model include the shared commitment to the education of nursing
students, the realization of the mutual benefits of the partnership, and the development of a sustainable partnership that
supports the inclusion of rural clinical experiences for nursing students. Lessons learned included the emphasis placed on
mutual understanding, recognition, and respect and the acknowledgement of the challenges inherent in rural settings and
how these challenges impact rural clinical placements.
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1 Introduction
Educational facilities have initiated rural placements for nursing students in order to enhance student’s understanding of
rural health, add diversity to the number of educational placements for their students, and to potentially facilitate recruit20
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ment of students to rural and remote areas upon graduation. Many studies have demonstrated that students who had
previously lived in a rural area, or took part in a rural placement, were more likely to seek employment in rural areas [1-3].
Therefore, by providing students with a rural experience, one is potentially making long-lasting contributions to the
sustainability of healthcare in the area [4]. This paper will identify the principle-based approach and the model that was
used in nursing education programming in a rural setting.

Background and significance
This literature review will outline the potential benefits of building nursing capacity in rural areas with studies primarily
from Canada, the United States, and Australia. The Vulnerable Persons Conceptual Framework [5] was utilized to provide
a theoretical basis for understanding the concept of health in rural populations and give structure to the review of the
literature.
The Framework presents three inter-related concepts including relative risk, health status, and resource availability that
together influence the health status of a community [5]. Relative risk is described as a population’s exposure to risk factors
such as lifestyle choices, illness or injury [5]. Health status includes population morbidities and mortality, and resource
availability [5]. The framework suggests that a lack of resources increases relative risk, and that relative risk will influence
the health status of a community [5]. This framework has been used in several studies to help explain and understand rural
populations [6], individuals experiencing posttraumatic stress disorder [7], and other vulnerable populations.
Relative risk
Major causes of shorter life expectancy in rural areas have been linked to high risks for suicide, motor vehicle accidents,
injuries, and chronic obstructive pulmonary disease [8]. Eberhardt and Pamuk (2004) [8] found that the death rate from birth
to age 24 was 31 percent higher in the most rural areas in the United States compared to those living in the most urban
areas. Chronic illnesses have been found to be more prevalent in rural areas than urban across Canada, the United States
and Australia. These include certain cancers such as cervical, melanoma and prostate, as well as cardiovascular disease
and diabetes [9-11]. Infant and child health suffers in rural areas compared to urban. A study of rural Quebec, Canada, found
a high rate of teen pregnancy in rural areas [12]. Higher infant mortality rates and an increased risk of premature births were
found in Pennsylvania, United States [13]. Farthing, et al. (2009) found that children exposed to grain bins on farms in rural
Saskatchewan, Canada, had more than two times the risk of developing asthma and respiratory issues than children who
were not exposed [14].
Health status
Rural adults and children in Canada, the United States and Australia have all been found to have higher rates of mortality
and morbidity [11, 15-17]. Obesity is more severe in individuals living in rural areas in North America [18]. Child obesity of
particular concern, as children have been noted to be more inactive than ever before [19, 20].
Lifestyle choices, linked to an increased incidence of chronic disease are also more prevalent in rural areas
include alcohol use [8, 9, 12, 21], and smoking [8, 12, 21].

[9]

. These

Resource availability
The third concept within the framework is resource availability. Lack of access to health care exacerbates already existing
health challenges in rural areas. This is most apparent in the lack of specialized services, especially in reproductive and
mental health services [22]. There is a common lack of screening tests, diagnostic tools, and surgical services available
which ultimately delays treatment, and leads to poorer outcomes [11]. Often these services are not available as populations
are too small to support the associated costs with employing these specialists [16]. Mitton, Dionne, Masucci, Wong and Law
(2011) [23] found that the further an individual lives from health services, specifically services in an urban center, the worse
their health status.
Published by Sciedu Press
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Rural nursing
Despite nearly half of the world’s population living in rural and remote areas, there is a lack of both physicians and nurses
in these areas. Of the health care professional workforce around the world, only 38 percent of nurses and 24 percent of
physicians work in rural areas [24]. This is even more evident in developed countries such as the United States, where only
nine percent of physicians practice in rural areas where 20 percent of the population resides [24]. In Canada in 2010, there
were 287,344 thousand registered nurses caring for approximately 35 million people in the country [25, 26]. Only 18 percent
of nurses were estimated to be working in rural areas, where 24 percent of the Canadian population lives [24, 27]. It can
therefore be estimated that approximately 51,700 nurses care for 8.4 million people in rural areas in Canada, or a ratio of
approximately one nurse to 162 people [25]. This ratio is illustrative of significant nursing resource shortages when
compared to the remaining 82 percent of nurses who work in urban areas, caring for 76 percent of the population, at a ratio
of approximately one nurse to 113 individuals [24, 25, 27]. Most worrisome, is that while the numbers of nurses working in
rural areas is on a decline, the population is continuing to grow [27, 28]. By providing rural placements for nursing students,
post-secondary educational facilities have the potential to contribute to building nursing capacity with a goal to ultimately
improving the health of rural citizens. A review of the literature demonstrated both positive and negative experiences in
placing students in rural areas for educational experiences. Students who participated in rural placements reported a
diverse experience, as rural hospitals often treat a wide array of conditions due to a lack of specialty services in the
community [1, 29]. Many students reflected on the supportive atmosphere of rural clinical placements, and the ability to have
one on one teaching with mentors [22, 29]. In a study by Gum (2007), students in rural placements who were from rural areas
were able to continue to study in their home town, continue in their employment and family commitments, and gained
support from family and friends in a familiar environment [2].
Negative issues include isolation from the educational and urban community, accommodation issues, financial issues
related to travelling and accommodation, as well as the inability to continue other commitments from home [2, 4, 22, 29, 30].
Despite these possible challenges, Elliot et al. (2009) [22] found that negative perceptions of rural placements prior to
placement were replaced by overwhelming positive feedback after completion. This study suggests that negative
stereotypes should be explored and challenged as much as possible prior to students embarking on placements in the rural
area [22].
Nursing student placements also bring benefits to rural agencies and communities. Preceptors in rural areas have been
noted to be encouraged by their students, challenged in their own practice, and to have gained new perspectives from their
students’ current knowledge base [3]. Facilities that provide student placements have described a new sense of purpose and
identity in being able to share their experiences and expertise with new students [3, 31]. Rural placements require much time
and preparation by educational facilities in order to provide a positive learning experience. These placements require a
strong relationship between facility managers and the educational institution. Preceptors must be properly selected in order
to provide the most educational placement [32]. One must be careful to consider the ability of the placement site to handle
numerous students, and avoid overwhelming the placement site [32].
There is a lack of literature reporting improved health outcomes from increasing nursing capacity in rural areas. Perhaps it
is too early to report on health outcomes, as the process of increasing capacity has only just begun within the last decade. It
can be postulated that an increase in nursing services available in rural areas would contribute to an increase the health
status of individuals living in these areas, but this has yet to be reported.

2 Background
The purpose of this paper was to describe the community based capacity building model for nursing education and the
processes of engagement that developed throughout each component of the model.

The Community Based Capacity Building Model for nursing education
The University of Saskatchewan is located in the city of Saskatoon in the province of Saskatchewan, Canada. Approximately 35 percent of the population in this prairie province lives in rural settings, which is more than double the number of
22

ISSN 1925-4040 E-ISSN 1925-4059

www.sciedu
u.ca/jnep

Jourrnal of Nursing E
Education and P
Practice, 2014, V
Vol. 4, No. 2

those living in rural areaas in other weestern provincees such as Briitish Columbiaa, or Alberta [333]. The founding of the
University of Saskatchew
wan in 1908 waas predicated on
n a strong relattionship betweeen the university and the com
mmunity it
serves. In renewing the University co
ommitment to
o its history inn 2002, Presiident Peter M
MacKinnon spooke of the
University’’s nurtured con
nnections with its community
y as its “sense oof place” in rellation to the prrovince, westerrn Canada,
[34]
the North, and the Great Plains
P
environm
ments of the world
w
.
mitment to com
mmunity engagement was rein
nforced in the University’s thhird integratedd plan (IP3) (20012-2016)
This comm
which high
hlights the impo
ortance of coorrdinating and sttrengthening uuniversity relatiionships, enhanncing its local aand global
[[35]
sense of plaace, and provid
ding leadership in innovative programming
p
. The direction of the IP3 hhas motivated thhe College
of Nursing to increase ou
ur meaningful presence
p
in com
mmunities andd practice settinngs beyond ourr tradition urbaan base for
periences. Thee College’s relaationship with communities hhas been driveen by the folloowing six princciples (see
clinical exp
Table 1).
Table 1. College
C
of Nurrsing Guiding Principles
P
([an
nonymized for ppeer review], U
Unpublished D
Data)


Principle
P
of Resp
ponsiveness and Flexibility for Student
S
Learningg



Principle
P
of Inveesting in Human//Social Capital



Principle
P
of Reseearch Intensiven
ness for Undergraaduate and Gradduate Student Leearning



Principle
P
of a Kn
nowledge Econo
omy for Saskatch
hewan



Principle
P
of Muttual Understanding, Recognition
n and Respect



Principle
P
of Capacity Building at the Community
y Level (Collegee as community))

Building on
n these princip
ples, the Comm
munity Based Capacity
C
Buildding Model for Nursing Educcation (see Figuure 1) was
developed. The two mosst influential principles
p
guid
ding the Modeel developmentt were the prinnciple of mutuual understanding, reecognition, and
d respect, and the
t principle off capacity buildding at the com
mmunity level.

Figure 1. Community
Based Caapacity Building
Model forr Nursing
Education
n

Published byy Sciedu Press

Note. This model representts the outcomes obtained throughh the steps of the capacity buildding process,
and the two
o principles that guide
g
this collabboration.

23

www.sciedu.ca/jnep

Journal of Nursing Education and Practice, 2014, Vol. 4, No. 2

3 Methods
The Model focused on four phases in the nursing education capacity building process: relationship building, discovery,
mentoring, and support.
Phase 1: Relationship building. The principle of mutual understanding, recognition, and respect, was the foundation for
the initial phase of relationship building. The first phase of relationship building involved discussions between individuals
from the College of Nursing and rural stakeholders about potential partnerships for nursing education. Stakeholders
included individuals from the health region, local community leaders and politicians, local educators and nursing
education champions in the nursing community. In the Capacity Building Model, these discussions identified the requirements of the University as well as the capacity of the health region. More specifically, discussions included numbers and
levels of students requiring placements and the available capacities needed for the health region to accept nursing students.
This foundational phase results in a commitment from both partners to developing clinical opportunities for nursing
students in a rural setting.
Phase 2: Discovery. The second phase of the Model, the phase of discovery, involved exchanging knowledge between the
faculty and the health region staff. Building on the respect and reciprocity which emerged from the careful attention paid to
relationship building in the initial discussions, faculty members and nursing staff explored the possibilities with respect to
clinical experiences for students. Nursing staff gained a greater understanding of the curriculum, and of the goals and
objectives for these clinical experiences within that curriculum. They gained an understanding of how these experiences
would contribute to the development of the foundation competencies required of registered nurses, and how they related to
the standards of the profession. Faculty members learnt about the opportunities for experiences for their students, within
nursing and in other institution and community-based experiences. The discovery phase resulted in mutual recognition of
the importance of theoretical and practice-based experience for students, and created an environment of relational practice
where students could learn and grow.
Phase 3: Mentoring. The third phase that of mentoring, occurred during the clinical experience itself. In supporting the
student group throughout the experience, the faculty member acted as a role model and mentored the staff nurses in various
aspects related to the expectations of clinical teaching and student evaluation. In turn, the staff nurses, experts in the
“specialized generalist” approaches of rural nursing, mentored the faculty member in the ways of rural nursing in their
particular institution and community.
Phase 4: Support. The final phase of this process is one of ongoing support, and involved the staff nurse moving into a
formal teaching role with a group of nursing students. The faculty member supported the nurse in her teaching role with
the provision of extensive orientation, consultation, and feedback throughout the clinical experience. The agency acknowledged the change in role for the staff nurse, and provided flexibility in the scheduling of work to accommodate the new
role. The agency and the program maintained ongoing supportive relationships based on a recognition of mutual benefit
commitment to capacity building.
Traditional evaluative processes and tools such as short surveys and face to face interviews were used to evaluate student
responses to the educational experiences in rural settings.

4 Discussion
The development and implementation of quality and sustainable clinical experiences in rural settings yielded a model that
exemplified a replicable and successful process that may assist other nursing education programs wishing to develop rural
nursing placements. When successful, the Capacity Building Model results in a win-win situation for all involved. The
intent was that through this process, the nurses from the health regions would become confident and committed to
educating nursing students in their facility.
24
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The approach used in phase 1 (relationship building) was one of mutuality, a different approach to relationships between
nursing education and practice than is often seen today. Frequently, nursing education programs simply view practice
settings as the provider of clinical placements. There is often little interaction between education and practice except to
organize placements and troubleshoot any issues arising in the process [36]. Nurses in practice are rarely involved in
curriculum development, and report little understanding of the intents of student clinical experience [37]. Students often live
out this separation between education and practice through experiences of disconnection, and a lack of a sense of
belonging [38, 39]. Educators may view the sole reason for these placements as that of education, and reject or trivialize the
importance to the clinical agency of the value of these experiences as opportunities for professional development of their
existing staff and recruitment of new graduates.
In this phase 2 or the discovery phase, the planned clinical experience begins to takes shape. Together, the faculty from the
university and staff from the rural health region make decisions relating to the site of the clinical placement, the role of the
faculty within the facility, and begin to delineate the nature of the mentoring relationship between the nursing faculty and
nursing staff. This phase is one of collaboration and engagement of both partners. It is following this phase that a
faculty-led clinical placement begins in the rural setting.
In the mentoring phase, the relationships take on more depth. Mentoring relationships produce higher degrees of personal
satisfaction, increased career success, development of leadership skills, increased creativity, greater socialization and
acceptance, and increased confidence (Rohatinski, 2012, Unpublished Data). Evidence shows that nursing mentorship in
rural communities often goes beyond the institutional setting, to assist those being mentored in understanding the culture,
patterns of communication, and idiosyncrasies of the specific community (Rohatinski, 2012, Unpublished Data) [40]. The
intended result of this phase is building capacity. Building capacity results in the deepening and strengthening the
relationships between the program and the region, with the ultimate development of a staff nurse who is capable of
independently leading a clinical experience with a future group of nursing students in the clinical setting.
The last phase of support results in a quality educational experience for the nursing students. This outcome will meet the
requirements of the nursing program, and add the unique dimension of rural health and rural practice to their overall
learning experience. This phase ensures the sustaining of the capacity that has been built. It ensures ongoing relationships
with the rural practice agency that support its nursing practice needs, honor its importance in the fabric of the local
community, recognize the specialized skills of rural nurses, and value the contribution of rural health care agencies to the
health of their communities. It fosters the sustained development of rural nurses who can share their valuable skills with
nursing students in the clinical learning experience.
Through the implementation of this initiative, several lessons have been learned that warrant sharing with faculty
attempting similar program initiatives in rural settings. Firstly, it is imperative for the faculty member from the educational
institution to be knowledgeable of the characteristics of rural health and rural practice. Through the implementation of this
initiative it was evident that the faculty member who had a background in rural health and rural nursing was sensitive to the
uniqueness of the rural setting, and had a level of credibility with students and staff. Secondly, the partnership must be seen
to benefit both parties. This outcome evolves through the development of effective relationships which are the foundation
for a respectful understanding of each other’s requirements and needs. In short, nursing education in rural communities
must be a capacity building endeavor based in principles of community development.
There are potential challenges that may occur through the development of this valuable learning opportunity. While the
distance from an urban setting is the very nature of a rural clinical practicum, it also results in challenges for students and
faculty. There are resource challenges related to travel and accommodations. Exploring creative and affordable options
within the rural community is important at the onset of the partnership. Potential isolation from familiar conveniences and
supports may be perceived as a sense of loss for students, and it has been found most helpful if students are provided with
as much information as possible about the resources (i.e. fitness & social opportunities, stores) and opportunities in the
community or surrounding areas at the onset of their placement [22, 29].
Published by Sciedu Press
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A final lesson learned related to the evaluative process. The results indicated that students had very positive responses to
the opportunity to learn in a rural setting. Anecdotally, responses reflected a value in the partnership and the capacity
building process between the educational institution and the rural agency. The continued partnership between the
university and rural community, which has been three years, is evidence of the sustainability and success of the model.

5 Limitations
The main limitation in this study was the lack of a broader and more formalized approach to evaluation. Feedback from
nursing staff, other heath personnel, senior administrators, and community representatives and leaders would have
provided a more contextualized perspective on the impact of this clinical experience on the rural agency and community.
A specific evaluation on the impact of the rural clinical placement on the students’ beliefs and knowledge relating to rural
practice and rural health would be beneficial. Lastly, it would be most interesting to determine how many of the students in
these rural placements practice as registered nurses in rural settings.

6 Conclusion
The Vulnerable Persons Conceptual Framework suggests that a lack of resources in the rural setting influences relative
risk, or a community’s exposure to risk factors, which in turn impacts the health status of rural peoples. Through clinical
placements in rural communities, nursing students have the advantage of exploring the depth and breadth of these concepts
with experienced rural health professionals. The Capacity Building Process Model provides a framework for partnering
with a rural community in the development of clinical placements. Building capacity can be a lengthy process, and one that
requires particular attention to the principles of mutual understanding, recognition, and respect. The benefits in doing so,
rural communities become intellectual partners with the educational institution, sharing their expertise in, and enthusiasm
for rural health and rural nursing.
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