It is hard to deny that the family unit is undergoing fundamental change. Single-parent families are just two overtly structural changes in the family unit; in addition, other external dynamics can have a qualitative effect on the family unit. For instance, the current economic circumstances can lead to extended unemployment for parents and other family members, placing significant stress on the relationships within families and within communities. While all of these trends can impact family interventions for a practicing nurse, two issues stand out because they both suffer from a lack of evidence-based research to guide the nurse’s decision making. The first of these trends is an increase in the age of child-bearing women, especially as it relates to the potential use of antipsychotic drugs to manage mental disorders during the peri- and post-natal phases; the second is the changing scope and nature of the practicing nurse in rural communities. These two issues seem to indicate that the research is not keeping up with the demographic changes affecting nursing practice.
The first issue that indicates a gap in research is motherhood among older women. The age at which women in Australia are having their first child has increased dramatically (Abigail, Power, & De Lacy, 2008). However, some important trends regarding this aging obstetric population suffer, apparently, from a lack of research.  Abigail & Power (2008), for instance, discovered that there was very little research worldwide on fertility and pregnancy termination for women aged 30 to 50.  The lack of research extends to other issues that can affect this population as well, such as the effects of antipsychotic drugs on pregnant women. While studies of this issue do not always explicitly limit the population under consideration to older mothers, some case studies (McCauley-Elsom & Kulkarni, 2007) focus on women in the 30-50 year old age bracket, and comments about patient history in other studies (Usher, Foster, & McNamara, 2005; McCauley-Elsom, Gurvich, Elsom, & Kulkarni, 2009) imply a certain maturity to potentially effected populations. Thus, the likelihood that a nurse will need to intervene in this kind of situation seems logically to be increasing, although a more certain conclusion is difficult to reach in the face of little evidence-based research.
According to Usher, Foster, and McNamara (2005), 10% of post-partum women will suffer from some form of mental disorder; this ratio increases to 40-70% if the post-partum woman has a pre-existing disorder.  McCauley-Elsom and Kulkarni (2007) report that women are 14 to 35 times more likely to develop a disorder after giving birth, and that women with bipolar disorder, paranoid schizophrenia, and certain other disorders have a 50% chance of relapse during the postnatal period. If women are not appropriately treated for these mental conditions, the consequences can include maternal morbidity and mortality (McCauley-Elsom & Kulkarni, 2007), as well as infant neglect, abuse, and poor mother-infant interaction (Usher, Foster, & McNamara, 2005). However, the rate for post-partum women can be reduced to a more normative 10% with the use of antipsychotic medications, yet the use of antipsychotic medications by pregnant women can have adverse effects on the fetus (Usher, Foster & McNamara, 2005).  Thus, there is an important health issue for pregnant women, a solution, and a problem, all of which can impact nursing practice.
Studies of this issue seem to agree that the research literature is of limited use as it provides unclear or contradictory conclusions regarding the use of antipsychotic drugs for pregnant women (Usher, Foster, & McNamara, 2005; McCauley-Elsom, Gurvich, Elsom, & Kulkarni, 2009).  Some guidelines for the use of antipsychotic medications have been established in the research and by the government, but clinical practice and these guidelines are often inconsistent (McCauley-Elsom, Gurvich, Elsom, & Kulkarni, 2009).  Some studies, such as Usher, Foster, and McNamara (2005) suggest balancing the risks/benefit ratio for fetus and child when prescribing antipsychotic medications, while other guidelines suggest that antipsychotic drugs should be used only if absolutely necessary (McCauley-Elsom, Gurvich, Elsom, & Kulkarni, 2009). The underlying issue here is the lack of sufficient evidence on which decisions regarding the use of antipsychotic medications can be based; one could note here that both McCauley-Elsom, Gurvich, Elsom, and Kulkarni (2009) and Usher, Foster, and McNamara (2005) are not empirical studies, but merely meta-analyses of the existing literature. Thus, the general call among the literature is for more and better information. To help with this problem, some mechanisms have been established to gather data regarding the use of antipsychotic medications and its effects on pregnant women and their children, such as the National Register of Antipsychotic Medications in Pregnancy (McCauley-Elsom, Gurvich, Elsom, and Kulkarni, 2009). Such a mechanism is only the first step: the data will need to be analysed in order to provide nurses with an appropriate evidence base.
The ramifications for nursing practice here are several.  First, the rate of women with these disorders having children has regularly increased (McCauley-Elsom, Gurvich, Elsom, and Kulkarni, 2009), and currently the desirable outcome is to keep families intact (Usher, Foster, & McNamara, 2005); thus, the likelihood that a practicing nurse will have to handle such a situation is fairly good.  As research indicates, the problem with making decisions about antipsychotic drugs is that there is not enough evidence to guide the nurse.  Further, medications alone are not the only challenges a nurse will face in this situation: the case presented by McCauley-Elsom and Kulkarni (2007) indicates that undesirable outcomes can emerge from poor and inaccurate patient histories as well as inconsistent inter-agency cooperation.  Nursing practice for the treatment of a pregnant woman who appears to be suffering from a mental disorder should include first an accurate and thorough patient history.  While guidelines for the prescription and administration of antipsychotic drugs to pregnant women differ, an initial consensus appears to be that the pre-, peri-, and post-natal risks and benefits to both the mother and the fetus should be taken into account.  As some research indicates that antipsychotic drugs do not cause exceptional levels of fetal abnormality (McCauley-Elsom, Gurvich, Elsom, and Kulkarni, 2009), the main dangers appear to be the consequences of a mother’s relapse into the disorder and the effects on child rearing.  Still, without sufficient evidence to determine best practices, the ability of a nurse to effectively manage the use of antipsychotic medicines is limited (Day, Paul & Williams, 2009) .
Additional research is also needed to address the needs of nurses working in rural communities.  Rural and remote communities provide unique challenges to a practicing nurse. These challenges can range from patient attitudes to geography to insufficient infrastructure.  Some estimates suggest that approximately 25% of the Australian population lives in rural areas (Bushy, 2002), while others suggest the number is closer to 34% (Hegney, 2007).  Not only does the rural population of Australia appear to be growing, but research also suggests it is suffering from “the detrimental social and geographical impact of changes associated with economic downsizing, service rationalisation and centralization, and the associated outmigration of population and erosion of the economic base of these communities” (Humphreys, Hegney, Lipscombe, Gregory, & Chater, 2002, p. 7). More rural communities are becoming “at-risk” with insufficient provision of medical support (Humphreys, Hegney, Lipscombe, Gregory, & Chater, 2002), trends that affect not only Australia but also Canada and the United States (Bushy, 2002).

At the same time that the rural population appears to be growing, the supply of nurses and other medical professionals for rural areas is shrinking; thus, recruitment and retention has been established as a key priority (Humphreys, Hegney, Lipscombe, Gregory, & Chater, 2002; Playford, Larson, & Wheatland, 2006; Zeitz, Malone, Arbon, & Fleming, 2006). As focus on workforce recruitment has increased, research has shown that the role of a rural practicing nurse is different than the role of an urban nurse (Hegney, 2007). A rural nurse will have a greater role in triage and emergency care (Hegney, 2007; Zeitz, Malone, Arbon, & Fleming, 2006), and is more likely to provide health assessment and care planning and referrals to social services (Hegney, 2007). In addition to expanded duties, the work conditions for a rural nurse complicate the issue: it is likely that a rural nurse will be employed part-time in more than one setting (Hegney, 2007), and triage responsibilities will require significant after-hours commitment (Zeitz, Malone, Arbon, & Fleming, 2006).

Other challenges faced by a practicing nurse in a rural setting are more external.  Many rural communities do not have the resources to provide appropriate medical infrastructure to provide care for the population (Humphreys, Hegney, Lipscombe, Gregory, & Chater, 2002; Bushy, 2002; Hegney, 2007).  In comparison to urban populations, rural populations are more likely to smoke, be obese, and drink alcohol; in general, rural populations have a higher mortality rate from a variety of causes (Hegney, 2007).  Finally, Hegney (2007) suggests that the efficacy of the rural practicing nurse is based to a certain extent on the public perception of the nurse and the nurse’s role: rural communities are more likely to see the nurse as under the direction of a doctor and resist the idea of nurse autonomy. Taken together, these trends indicate that the importance of effective rural nursing is increasing along with the range of duties a rural nurse may be called on to satisfy.

While certain trends may indicate the growing importance of rural nursing, the problems a rural nurse encounters are not new (Zeitz, Malone, Arbon, & Fleming, 2006; Humphreys, Hegney, Lipscombe, Gregory, & Chater, 2002).  However, they have not been adequately addressed.  The increased focus on rural nursing has, however, made some inroads such that the future of rural nursing is not entirely bleak (Humphreys, Hegney, Lipscombe, Gregory, & Chater, 2002).  A major element of the optimistic future for rural nursing is increased education, training and support for rural nurses and other medical professionals (Humphreys, Hegney, Lipscombe, Gregory, & Chater, 2002; Zeitz, Malone, Arbon, & Fleming, 2006).  There is, however, still room for improvement in infrastructure for rural communities, communication between general practitioners and nurses, and recruitment of nurses into rural placements (Humphreys, Hegney, Lipscombe, Gregory, & Chater, 2002; Zeitz, Malone, Arbon, & Fleming, 2006; Playford, Larson, & Wheatland, 2006).  It should be noted that this research generally sets aside the specific challenges of the Indigenous peoples in rural areas (Hegney, 2007).

The ramifications on nursing practice resulting from the growth trend of rural populations and their health care needs are fairly obvious.  Although there has been improvement in the education and training of rural nurses, there is a general awareness that more is needed (Humphreys, Hegney, Lipscombe, Gregory, & Chater, 2002; Zeitz, Malone, Arbon, & Fleming, 2006).  In addition, a rural nurse must expect a practice in which the nurse’s duties are expanded; while practices at different clinics vary, in general it appears that the rural nurse must be prepared to act with more autonomy than an urban nurse (Hegney, 2007).  A rural nurse must be able and prepared to complete more duties, a wider range of duties, and with greater independence of action.  Some studies also suggest that it is crucial for practicing nurses to have more of a voice at the state and federal levels to provide input to policy makers that will help to ensure the policies will be effective in improving health outcomes for rural populations (Playford, Larson, Wheatland, 2006).  Finally, Hegney (2007) concludes that a rural nurse must also “sell” the position of the rural nurse because rural patients are less likely to accept the expansion of the nurse’s role and autonomy.
The delivery of nursing care should be guided by evidence-based decision making.  This approach, however, is naturally impossible when there is an insufficient base of evidence.  Issues regarding obstetric care for the increasing population of older mothers are one case in which the research has clearly not kept up with social changes impacting the delivery of medical care.  While establishing registers to gather data on the use of antipsychotic drugs in the treatment of pregnant women can begin to address the research gap, clearly more evidence-based studies are needed.  There is more research concerning the role of practicing nurses in rural communities; however, the consequences of economic changes on rural communities and the consequences for nursing require additional, current investigation.  The social landscape is constantly in flux, so it is understandable that gaps in research will occur; having recognized those gaps, the next step is to complete research that will provide nurses with the evidence necessary to deliver high quality care. 
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