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Abstract
Objective: The Allied Health Rural Generalist Pathway pilot aimed to improve 
consistent access to physiotherapy services in rural communities using the “grow 
own” workforce strategy and existing resources.
Design: A summative evaluation of the quality improvement project used to im-
plement the Allied Health Rural Generalist Pathway was completed. A mixed 
method design was used and included focus groups and a framework analysis.
Participants: The temporary redesign of specific workforce resources created 
“development” positions. A shared same-discipline supervisor resource sup-
ported five early- career physiotherapists, the participants.
Setting: The project was undertaken in rural New South Wales in the public 
health system.
Main outcome measures: The main outcome measures included a number of 
chronically vacant physiotherapy positions and stakeholder satisfaction.
Results: Targeted vacancies were filled, services sustained with minimal service 
gaps and mean retention rate of 2.9 years. A statistically significant increase in 
service activity to patients in rural locations occurred as a result of the inter-
vention (R- squared 29%, P < .05). Four out of five early career physiotherapists 
fulfilled terms of their contract and secured senior positions within the region. 
Whilst participants developed professionally, they did not complete the tertiary 
education component.
Conclusions: The Allied Health Rural Generalist multi- factorial approach sup-
ported recruitment, retention and capacity building within the targeted disci-
pline of the allied health workforce. Patient need was met. The rural pipeline 
capacity was developed. The pathway was complementary of existing NSW 
Health systems. Systemic change is needed to overcome inefficiencies experi-
enced during implementation and to ensure sustainability. Further research 
to develop discipline- specific clinical training guidance through the stages of a 
rural allied health professionals’ career may be helpful.
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1 |  INTRODUCTION

An Allied Health Rural Generalist (AHRG) is a general-
ist practitioner who lives and works in a rural location in 
their own allied health discipline and practices across a 
broad range of clinical settings.1 The rural practice has a 
unique set of parameters influenced by the geographic, 
demographic, socio- economic and cultural factors of rural 
communities. This includes isolated practice, varying local 
governance and service models, and service access chal-
lenges.2 The rural generalist practises within the scope of 
their training and experience, but in their commitment to 
rural patients, this scope of practice gradually broadens 
rather than narrowing to an area of specialty, which often 
occurs in more populous locations. It is not uncommon 
for the rural generalist to be a sole practitioner in their 
discipline, and not have ready access to all the members of 
the multidisciplinary team. Limited opportunity for career 
advancement is a recognised barrier for retaining allied 
health professionals (AHPs) in rural practice.3,4

Recruitment and retention of AHPs in rural Australia 
is a well- documented challenge that impacts patient care 
and might be contributing to poorer health outcomes in 
these areas.4- 6 There are many factors that influence the 
development, maintenance and sustainability of the rural 
allied health workforce on the continuum from student to 
proficient clinician.4,7 The ‘Allied Health Rural Generalist 
Pathway’ (AHRGP) provides a fully resourced professional 
development pathway to create a ‘rural- ready’ allied health 
workforce for rural and remote areas in Australia.1,7- 9 
Skills such as project management, leadership, and rural 
community engagement were identified as requirements 
for AHPs entering rural practice. Other attributes, essen-
tial in rural practice, might require years of experience to 
develop such as the ability to practise independently, to 
be innovative, adaptable and resilient. Providing support 
and supervision whilst working in the rural context can 
accelerate such skill acquisition safely.4,10- 14

The AHRGP had not been trialled in New South Wales 
at the time of this study. There are different demograph-
ics and health policy and system structures across states. 
However, the challenges of recruitment and retention of 
the allied health workforce are apparent across rural and re-
mote areas.4,15 The need for clinical supervision and same- 
discipline support for AHPs in western New South Wales 
was identified in a project led by Charles Sturt University 
in 2015.16 In the Local Health District (LHD), traditional re-
cruitment strategies had repeatedly failed to attract suitable 

experienced staff to Level 3 (senior) physiotherapy positions 
in 5 regional communities in the LHD. Early- career physio-
therapists were, at times, applying for these roles but could 
not be appointed as they did not have the required skills and 
experience for independent rural practice according to the 
NSW Health State Award interpretation. In cases where 
early- career professionals were appointed to sole practi-
tioner roles, there was difficulty supporting inexperienced 
staff. Turnover was high. This workforce pathway failure 
was affecting patient care and combined with the develop-
ing body of evidence identifying the AHRGP as a potential 
workforce development strategy for early- career health pro-
fessionals9,17 provided a case for change. This study explores 
the implementation of the AHRGP within the LHD. Service 
gaps that are not funded were out of scope of this paper.

The Allied Health Rural Generalist Pathway was 
implemented in the rural health district using quality 

What is already known on this subject:

• Recruitment and retention of experienced cli-
nicians in rural areas is challenging

• The Allied Health Rural Generalist Pathway, 
an existing evidence- informed workforce 
and training strategy, supports rural allied 
health workforce development in Queensland, 
Northern Territory, South Australia, Western 
Australia, and Tasmania

• Recruitment and retention of allied health staff 
in rural regions of New South Wales continues 
to be problematic and impacts on delivery of 
evidence- based, best practice health care equi-
tably in rural areas

What this study adds:

• The Allied Health Rural Generalist Pathway 
can be applied in the public health system in 
rural New South Wales to support early- career 
health professionals (physiotherapists) to re-
cruit to vacant positions and develop compe-
tence in rural practice

• Allied Health Rural Generalist ‘development 
positions’ required the right resources, which, 
in turn, enabled the right care, at the right time, 
in the right place

K E Y W O R D S

access, allied health, health service access, physiotherapy, rural workforce development
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improvement methodology. Existing public health work-
force resources for specific vacant physiotherapy positions 
were redirected for a fixed period to create temporary 
‘training’ positions and a temporary part- time same- 
discipline supervisor position. Same- discipline clinical 
supervision was not readily available in these rural loca-
tions prior to this pilot. The AHRGP principles1 and New 
South Wales (NSW) Health operational systems, policies 
and procedures were used to guide practice in the pub-
lic health context. Initially, the redesign project was for 3 
locations in which high need was established at a service 
level and where operational governance supported the 
pilot initiation (Phase A). Two additional positions repeat-
edly failed to recruit during the first phase of the pilot. The 
pilot was extended to include these 2 sites as participants 
from the first phase began to transition to the Level 3 posi-
tions and resource demands changed (Phase B).

This paper evaluates the NSW Health experience of 
implementing the AHRGP at an operational level using 
existing systems and resources.

2 |  AIM

The overall aim was to:

Evaluate the effectiveness of the ‘Allied 
Health Rural Generalist Pathway’ pilot in 
addressing chronic allied health recruitment 
and retention problems in ‘difficult to recruit 
to’ physiotherapy positions in the rural hospi-
tal context in western NSW.

3 |  METHOD

The research design used summative evaluation research 
methodology drawing on a mixed- methods data collection 

approach of quantitative and qualitative methods. The 
evaluation was undertaken by the clinician researcher.

3.1 | Program implementation

Implementation of the AHRGP pilot commenced with 
successful recruitment of the first physiotherapist and 
the senior supervisor physiotherapist in February 2017. 
Recruitment was led by operational managers and pro-
gressed along a flexible time line that suited each location. 
Progression along the pathway was planned to occur at 
the conclusion of each participants' two- year contract and 
appropriate professional development. Funds for three 
positions were required to achieve a critical fund for the 
senior same- discipline clinical supervisor position. This 
staff member also fulfilled the project manager role. This 
initial phase was labelled Phase A (Figure  1). An addi-
tional two physiotherapy positions remained vacant, and 
recruitment remained problematic as Phase A advanced 
to career pathway progression for the participants. The 
AHRGP pilot was re- costed, and resources were revised 
due to creep of workforce costs. The senior advisor re-
source was reduced from 0.8 FTE to 0.3 FTE to remain 
cost- neutral, and the pilot was extended in February 2019. 
This second phase was labelled Phase B.

3.2 | Data sources

3.2.1 | Statistical analysis of service activity 
with patients

Service activity data were collected and reported by the 
data analysis team. See Table  1 for calculation of the 
National Weighted Activity Unit data analysis method 
that was used. This method is used for calculating hospital 
funding allocation.

F I G U R E  1  Graphic representation of 
the temporary workforce redesign model 
used to apply the AHRGP. Three senior 
positions were reallocated to three full- 
time less senior roles and one more senior 
role operating at 0.8 full- time equivalents. 
At the end of Phase A, these were reverted 
(arrow points to the left). Phase B was 
comprised of two Level 3 positions and 0.3 
FTE of the Level 4 position
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3.2.2 | Event log

The number of adverse events relating to physiotherapy 
services reported via an incident report to the managers of 
staff was logged and reported.

A log and research journal was recorded by the project 
manager/senior physiotherapist and used as a source of 
data.

3.2.3 | Evaluation survey

An evaluation survey was distributed to stakeholders 
directly involved with working with the AHRGP staff. 
Recruitment was via email to the purposive sample 
with a link to the SurveyMonkey online survey. The sur-
vey format included a combination of open- ended and 
ranked responses on a 7- point Likert scale (Figure  2). 
A response was required for each question to move on to 
the next question (Figure 2). Results were collated by the 
SurveyMonkey data analysis system.

3.2.4 | Focus groups

An independent researcher from the local University 
Department of Rural Health facilitated two focus groups 
with project participants. Invited participants were the 
early- career physiotherapists involved in Phase A and 
the two supervisory staff. Semi- structured questions were 
used to guide key topic area discussions. Data were voice- 
recorded and transcribed verbatim. One participant was 
unable to attend the focus group at the time of evaluation. 
Transcribed data were sent to that participant for confir-
mation of accuracy and content. Thematic analysis of the 
data was completed by the independent researcher and 
reviewed by the project team for accuracy of content and 
meaning.

3.2.5 | Framework analysis: Benchmarking 
against an established tool

The Allied Health Professions' Office of Queensland 
(AHPOQ) evaluation framework and tool has evolved 
with the Queensland Workforce Development strategy 
and is designed to ensure accountability for significant 
funds distributed throughout the Queensland Health 
Services. This tool was applied to the NSW pilot using an 
Excel Spreadsheet to benchmark the NSW pilot against. 
Key similarities and differences were discussed.

3.3 | Data analysis

The qualitative evaluation data were collected at the con-
clusion of Phase A in December 2019. Reporting was inter-
rupted by the clinician researcher's involvement with the 
NSW Health response to the COVID- 19 pandemic. Relevant 
data were updated for the final report revised in June 2021.

Quantitative data analysis included descriptive data 
analysis and service activity comparison pre-  and post- 
intervention (Phase A only) as captured from the electronic 
medical record reporting tools. To evaluate the effect of 
the intervention, a linear random- effects regression model 
was used. The outcome variable was the annual number 
of consults. The predictor variable was a binary interven-
tion variable. To account for the repeat observations, site 
was included as a random effect. All statistical analysis 
was performed in R.18

Non- admitted patient (NAP) service activity data 
were extracted using NAP data mart data source on 11 
September 2019 using the parameters shown in Table 1.19

Qualitative methods included a summary of patient- 
reported outcome data from quality improvement initia-
tives that provided a snapshot of patient outcomes and 
satisfaction with the service. A research journal was re-
corded by the primary researcher. These data were used 

Data source NAP data mart

Date 11/09/2019

Parameters Financial year— 2018/19

Facilities— Town A, Town B, Town C

Provider Type— physiotherapist

Service units— all service units with reported provider of 
physiotherapist

Measures Occasions of service

Service events

National Weighted Activity Unit

Calculation NWAU x 1819 State Price

T A B L E  1  Methodology: The National 
Weighted activity Unit is used in New 
South Wales (NSW) Health to determine 
funding of hospitals using the activity- 
based funding model (NSW Health, 2012)
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F I G U R E  2  Survey questions
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to assist with tracking adverse and key events during the 
course of the project.

The evaluation stakeholder survey data were analysed 
using descriptive data and thematic analysis of qualitative 
data.

Focus group data were transcribed and analysed using 
thematic analysis.

The framework analysis against the Queensland 
Health reporting tool was completed by the project team 
in detail and analysed.

3.4 | Ethics approval

The LHD Research Governance team and regional Human 
Research Ethics Committee representative were con-
sulted. The project was considered low risk. Exemption 
from further ethics application was approved, and publi-
cation of the evaluation was dependent on approval from 
the executive of the health district and the editor of the 
journal (GWAHS 2018- 110). Data management, patient 
consent and participation in research adhered to NSW 
Health policy and procedures.

4 |  RESULTS

4.1 | Descriptive and workforce data

Thirteen staff participated in the pilot over the 4- year period 
to cover the three training positions and one senior physio-
therapist role. This indicated a high level of turnover, which 
required a high level of operational effort and coordination 
to maintain rural allied health services. Various methods 
were used to address temporary service gaps. The advan-
tages and disadvantages of these are outlined in Table 2.

The net effect of the pilot resulted in all of the full- time 
physiotherapy positions in rural locations outside of the 
Base Hospitals in the LHD being filled (Figure  3) from 
July 2019, which was when recruitment was completed 
for Phase B until February 2021.

Three participants completed the ‘development position’ 
in Phase A and two participants in Phase B. Four of the five 
participants met the time and competency criteria, and one 
completed the Rural Generalist Program (RGP) certificate 
course. All participants continue to work in rural areas in 
Australia. Four progressed along their career pathway in situ 
and remain in the LHD with one relocation to another site.

By June 2021, at the conclusion of the four- year proj-
ect, two of the five positions have been vacated. The super-
visor resource and operational structure that developed 
during the pilot have ended. The risk of returning to status 
quo is high.

Filling short- term gaps during the course of the pilot 
was also necessary and provided an opportunity to build 
capacity of the rural generalist team. Two additional staff 
were involved directly in the pilot as temporary backfill 
staff for a period of >12  months, and one early- career 
and one senior physiotherapist. These persons were not 
included in the data analysis as they were not direct par-
ticipants in the project.

Four periods of maternity leave were required during 
Phase A. Early staff changes and maternity leave required 
an extension of the planned project time frames that were 
able to be accommodated using usual NSW Health pro-
cesses and flexible project resources and time frames.

Four early- career locum staff were on- boarded at differ-
ent stages to fill service gaps. The operational structure that 
developed to support the AHRGP participants was able to 
be used to support other early- career staffing options.

Of the five early- career participants who stayed 
>12 months, three were female and two were male. The 
mean age of participants at commencement was 25.7 
(SD ± 1.7- 3.3). At entry level into the pilot, the mean num-
ber of years of work experience as a physiotherapist was 
1.75 years (SD ± 0.75- 2.35).

The senior physiotherapist was employed via a second-
ment from another position in the organisation. The va-
cated rural position created service deficits elsewhere in 
the organisation for the majority of the project time frame.

Participation in the 12 module Level 1 RGP, a 
graduate certificate course offered by the James 
Cook University, was a requirement of the AHRGP.1 
Completion was achieved by one participant, and all 
participants attempted to engage with this online study 
recommendation (mean = 6 modules completed, range 
0- 12 modules). Participation was encouraged once the 
pilot was established but not mandated as funding was 
not allocated for this pilot. The onus was on the partic-
ipant and the supervisor to source funding for the ter-
tiary course.

In the early phase of the project, significant staffing 
changes occurred as described above. Senior staff and 
managers worked collaboratively to attempt to sustain 
essential patient services. Data indicated 12 months was 
required to stabilise staffing across the three locations in 
Phase 1 (Figure 3).

The average retention period was 2.9 years (range 0.25- 
3.83 years) in December 2020.

Temporary service gaps occurred during the pilot. 
Annual leave and sick leave were not backfilled. When ser-
vice gaps occurred, various models were used to address 
these (Table 2). Methods included public- private partner-
ships, locum services, temporary position recruitment and 
senior physiotherapist providing a small amount of phys-
iotherapy service.
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T A B L E  2  Methods used to fill service gaps during staffing changes

Method of addressing 
temporary service gaps

Number of 
times used Advantage Disadvantage

Public- private partnership 
contract

1 Reliable
Fixed cost, low workforce- related 

overheads

Not available in all cases
No service level agreement set up with 

some practices
Skeleton service only on minimum hours
No outreach possible
Unable to meet requirements for 

mandatory training due to time and 
cost

Early- career locums 4 Services maintained
AHA very helpful in this scenario
Positive rural experience for other early- 

career clinicians
Able to use supervision and support 

structures that were in place with 
AHRGP

Lower cost than experienced locum but 
still high cost = $650 per week on top 
of employment costs

Some locum staff required a significant 
level of supervision and support

Risk of incompetence with low level of 
supervision (not suitable for new 
grads)

Early- career temporary staff 
member

1 Recruitment easy
Supervision and support structures in 

place
Slotted right into the AHRGP.
Has remained with LHD in rural practice 

and achieved AHRGP status

Might have worked without the 
supervisor but participant stated she 
would not have taken the role on if 
there had not been discipline- specific 
support with the role

Senior AHRG Physiotherapist 
provided physiotherapy 
input

8 different 
blocks of time

Building capacity to use Telehealth.
Working collaboratively with AHA and 

nursing staff via telehealth and site 
visits

Able to support recruitment processes 
with manager easier when on site

Senior physiotherapist gained an 
understanding of workflows at each 
location and developed rapport with 
the health service teams

Not a comprehensive service
Limited availability
Additional travel for senior physio to 

provide some face- to- face services 
for inpatients, and AHA supervision, 
high- priority non- admitted patients

F I G U R E  3  Number of part- time 
permanent physiotherapy positions 
available (lower/blue line) and staffed 
(upper/orange line) in the rural locations 
October 2016- December 2020. All 
vacant positions have active recruitment 
processes in progress
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4.2 | Statistical analysis of service 
activity with patients

There was a significant difference in service contacts in 
physiotherapy as a direct result of the implementation 
of the AHRGP (R- squared 29%, P  <  .05). The regres-
sion model used allowed for random effect (LR = 19.47, 
P <  .0001) to allow for random effects such as data col-
lection changes (Figure 4). Services were delivered to the 
patients in the rural locations.

Figures  4 and 5 illustrate the variation in consults at 
sites before and after the intervention. There were some 
significant outliers in the data, both data sets of which 
were recorded as outpatient activity at one location, a 
particularly busy outpatient service with high uptake of 
group activity. Rigorous data analysis procedures allowed 
for possible error in data collection procedures.

On average, the intervention (successful recruitment to 
redesigned AHRG training positions) produced a statisti-
cally significant increased number of consults per annum 
at each site by 553 (P < .05; 95% CI, 68.4- 1037.5). Figure 5 
plots the actual change at the three sites over the years 
observed. Annual consults rose from 365 consults per 
year to 919 or a rise of 151% (95% CI, 18.7%- 283.9%). The 
regression model demonstrated a significant difference 
(R- squared value 29.0, P < .05) for the intervention. This 
significant increase in service activity indicated unmet 
community need when the position was vacant progress-
ing to high uptake of the physiotherapy service when it 
was available.

Non- admitted patient activity of the 3.8 staff on 
this project in Phase A contributed to the generation of 
127.397 National Weighted Activity Units (NWAU) valued 
at $600,423 (based on the NWAU 1819 State Price) in one 
financial year (Table 1, Figures 4 and 5).

4.3 | Patient- reported outcome and 
event register

There was one adverse event reported to the project team 
that related to physiotherapy services over the four- year 
period. Risk management strategies were in place with no 
adverse patient outcome.

Patient- reported outcome measures were taken as part 
of usual practice in physiotherapy. Data indicated patients 
achieved appropriate treatment outcomes such as reduced 
fall risk and were satisfied with the service. Service devel-
opment and quality improvement projects were under-
taken such as the development of a virtual fracture clinic, 
development of maternity resources, and community- 
based strength and reconditioning groups.

4.4 | Evaluation survey

Twenty- seven participants completed the online survey. 
Participants included facility managers, operational man-
agers, allied health and nursing staff who worked with the 
AHRGP staff.

Themes that emerged included satisfaction with the 
service provided, improved patient flow between large 
and small sites with improved communication and com-
prehensive person- centred care provided.

The presence of a physiotherapist at the rural hospital 
supported clinical decision- making as part of the multi-
disciplinary team regarding patient outcomes and safety 
when planning discharge from the main rural referral 
hospital to the regional sites. Evaluation survey data sup-
ported this in the following quote from a senior physio-
therapist from the main rural referral hospital in the 
region,

‘The AHRGP has facilitated patient transfers 
from [the main referral hospital] to smaller 
towns' and ‘The staff in these positions are 
meeting patient need within their given 
resources.’ 

[Manager]

Positive aspects of the AHRGP identified in the data in-
cluded support of early- career clinicians, improved aware-
ness of physiotherapy by patients in the rural community, 
improved access and delivery of timely care, and a long- term 
approach:

Having a senior clinician available for the 
junior physio's to ask for advice on a regular 
basis

F I G U R E  4  Boxplot of annual variation in annual number of 
consults before and after the introduction of the intervention
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Increase in awareness of physiotherapy in 
rural areas

Physiotherapy gaps filled, patients seen in 
timely manner, more clients being able to ac-
cess service;

…supported long term vacancy, skill develop-
ment, “grow our own” recruitment, network-
ing opportunities.

The ongoing challenges relating to service gaps was a 
strong theme. One participant observed,

leave days + training days + study days + out-
reach days can create a situation where there 
is no PT [physiotherapy] available for an en-
tire week or more.

A general comment summarised an observation of the 
impact of the AHRGP,

A great program providing support for less ex-
perienced Physios to allow them to have the 
skills to meet the needs of the community. 
Has allowed many patients to have their care 
closer to home. Dedicated time for clinical 
skill development and quality initiatives have 
improved the service provided.

Stakeholder surveys had a bias towards physiotherapy 
due to the high number of responses from the physiotherapy 
and allied health teams within the organisation. The forced 
response and exclusion of an ‘unknown’ response option 
might have slightly reduced the validity of some responses 
by some of the participants (Figure 6). Open questions pro-
vide insightful data from multiple perspectives.

F I G U R E  5  Annual time series plot of 
number of consults delivered at each site 
and regression model notes
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4.5 | Focus groups

Qualitative analysis of the participants' experience was 
informed by focus group discussion and thematic analy-
sis of transcripts. Themes identified in the data included 
challenges with re- establishing services that had been va-
cant for extended periods, managing the workload once 
services were re- established and the challenges this posed 
with protecting professional development time with no 
co- located supervisor, broad scope of practice required 
in rural practice, professional isolation, and importance 
of access to individualised professional development that 
meets the needs of the clinician in the rural context.

The referrals keep coming in for outpatients 
and the inpatients keep coming in to hospi-
tal, so I'm doing less service development and 
more just maintaining the role of a physio… 

[Participant 1]

Participants commented on the benefits for communities 
in which there is now a physiotherapist employed. Having 
health professionals in rural communities meant that people 
and families did not have to travel to access a physiotherapy 
service. Also, by ensuring vacant positions are filled, earlier 
transfer from the large regional hospital to receive treatment 
in the rural hospital closer to home was possible. The ser-
vice providers were known and trusted in the community. 
Clinicians that actively listen and develop rapport with pa-
tients, and who can assist with problem- solving might be 
confided in and able to assist with access to other services 
such as mental health services,

a lot of people have mental health issues and 
psychological issues and there is not neces-
sarily mental health services (in town), but if 

you seek help for a physical problem…. well, 
they're a clinician and they look at the person 
holistically… 

[Senior physiotherapist]

A combination of different modes of delivery of support 
and supervision was used. Face- to- face contact remained es-
sential for connection, particularly for the participants who 
worked as sole physiotherapists in their sites. Participant 1 
described professional isolation:

It's hard being by yourself … but on Tuesday, 
I'm the only one in that building, so I have 
lunch by myself….there's no sense of team-
work because you're the only physio and then 
everyone's got their own roles and doing their 
own thing…

Sustaining the services once established was a chal-
lenge. Leave, especially maternity leave, posed unexpected 
changes to implementation, and contingency planning was 
needed. Having the additional senior staff person whose 
priority was allied health promoted proactive recruitment 
planning,

having the supervision and support structures 
in place that has enabled us to have an early 
career locum come in as well. So we're pro-
viding opportunities for other people to have 
a positive rural experience and at a lower cost 
to the organisation… 

[Senior physiotherapist].

Opportunities to strengthen the pathway were identi-
fied, particularly in shared understanding of the physio-
therapist's role, communication between stakeholders as an 

F I G U R E  6  Stakeholder survey 
results as ranked on a 7- point Likert scale
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ongoing concern, and reasonable expectations of capacity 
for outreach services when there is no allied health assis-
tant support (in one case). The physiotherapists highlighted 
some important differences in rural practice:

…it's about ownership and being accountable 
for that job and that position. I want to have 
a good name for the physio at the hospital be-
cause that's me… 

[Participant 2]

and,

Just because you are a generalist doesn't mean 
you have to do everything. Yes I'm a sole prac-
titioner but I still have access to those special-
ised people. 

[Participant 1]

Participants felt good about the service they had been 
able to develop and deliver in their community.

I definitely feel like I have made a difference 
and feel like I am part of the community for 
sure, even just the work community itself. 

[Participant 1]

There was uncertainty about job security as the project 
neared completion. Concerns about what would happen to 
the service when they move on were expressed.

4.6 | Framework analysis: 
Benchmarking against an established tool

The Queensland AHRGP Evaluation provided a frame-
work from which to assess the outputs of the AHRGP 
strategy.9,20 Results were summarised (Table 3).

Completion of the RGP is a key deliverable of the 
AHRGP recommended by the peak body in 2020.1 This 
was not able to be mandated in the pilot. Participation 
was achieved by 100 per cent of participants although 
one participant did not complete any modules. Feedback 
about the course was provided. All participants agreed the 
course did not meet all their discipline- specific clinical 
professional development needs, and they often found it 
difficult to schedule the required time needed to complete 
assessment tasks within their busy and unpredictable 
work schedules in the rural sole practitioner context. The 
value of the rural context study tasks was appreciated, and 
participants indicated this would be particularly helpful 
for new graduate AHPs with no rural experience or on- site 
supervision available to support workload.

Other significant outcomes of the project included the 
following:

• Career pathway progression for nine staff achieved (in-
cluded are three senior staff)

• Seven early- career physiotherapists had the opportu-
nity to work in rural locations provided services for nine 
hospitals/multipurpose services

• Hospitals in which the AHRGP team started outreach 
services that were later continued by other physiother-
apy staff: one

• Four early- career locums worked in the LHD with sup-
port and supervision mechanisms in place

• Early- career student supervisors' skills for supervising 
rural student placements were achieved by all partici-
pants. This opened up five new rural student placements

• Physiotherapy student placements achieved (cumula-
tive totals) = three by December 2019, and six by April 
2020, 13 by December 2020 and 18 placements by June 
2021 across five locations since beginning the pilot. 
Previously, none were possible

5 |  DISCUSSION

Positive workforce outcomes were achieved. Recruitment 
to the five full- time regional hospital physiotherapy posi-
tions that existed outside the two base hospitals and that 
had been chronically vacant was filled. Physiotherapy 
services stabilised and continued to provide patient care 
in hospitals in nine rural communities on a regular basis. 
This change enabled quality physiotherapy interventions 
across a broad range of clinical areas, age groups, and set-
tings where previously there was none or periodic, short- 
term, limited scope, high- cost alternatives. Data indicated 
physiotherapy services were safe and effective, and of high 
quality.

Early- career physiotherapists were supported with 
their clinical work and professional development in rural 
sites by traditional line management and interdisciplin-
ary teams with the addition of same- discipline support. 
The mode of delivery of the same- discipline support and 
supervision used a combination of in- person and virtual 
modalities, as well as the opportunity to participate in the 
formal tertiary education course via applied online learn-
ing. The need for high- quality, efficient ways of working 
in a small team drove service development and quality im-
provement activity as the skills of the clinician developed. 
Innovative models of patient care were trialled in response 
to community need within the limits of system and human 
resources. Each participant progressed along their career 
pathway whilst they remained in a rural location. There 
was an increase in availability of rural student placements 
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T A B L E  3  Framework analysis summary using the Allied Health Rural Generalist Education Framework to summarise key 
performance domains20

Key area Benchmark NSW pilot

Funding and 
implementation

Dedicated state- based funding and 
clear coordinated strategy to 
develop the rural and remote 
allied health workforce in place

No clear state- based strategy, plan or funds for rural and remote allied 
health workforce development to be accountable to

Funds that were available for existing positions were temporarily 
repurposed successfully

Outcome: vacant positions filled

Local implementation strategies Yes

Trainee engagement/satisfaction Yes. Identified areas to improve clarity of training requirements and 
funds for this sourced from outset, more structure expected for 
training

Facility managers satisfied with the service. Communication and clear 
strategy needed to assist local operationalisation of the AHRGP

Manager engagement/support/
satisfaction

Supervisor: engaged, ongoing professional development in teaching and 
training for rural generalist clinician supervisors

Workforce development 
and sustainability

Improved sustainability of the 
rural and remote allied 
health workforce through 
the AHRGP's ‘Own grown’ 
capacity building approach

Recruitment and retention outcomes achieved
No ongoing plan. Pilot end in June 2021. Without systems, change will 

potentially revert back to baseline (predicted attrition over 5 years)
Supervisor not co- located for 50% of the time. Problematic for workload 

and dedicating time to regular PD activity when the physio was the 
sole physio in a busy hospital. Less suitable for new graduates

Trainees applied for Level 3 positions in a rural area: 100%

Rural employment intentions 4/5 stayed in the LHD
2 physios started their families/married to local farmers. Flexible 

ways of working/managing the service whilst maternity leave is 
required/job sharing to keep young Mums in the workforce /the 
right employment advice is important. = Build social capital in rural 
communities

Training and 
practitioner 
development

Trainees have increased clinical 
and non- clinical rural 
generalist capabilities and at 
the conclusion of the AHRGP 
can practise consistently as a 
‘proficient rural generalist’ in 
the relevant profession

Funds sourced through HETI scholarships by Oct 2018 for Level 1 
only. Unable to mandate. Level 1 not suitable for more experienced 
clinician

100% participated in RGP + other relevant PD activity. Supported 
experiential learning in context was the primary key deliverable

Qld Target 100% completion of 
Level 1 and Level 2 Rural 
Generalist education programs

RGP was a good option to provide targeted learning when supervisor 
not on site except protecting PD time difficult

Stakeholders perceive 
benefits of AHRGP 
implementation— trainees

-  Supervisors/managers

Focus groups and surveys
Key areas to improve
• Communication (note the pilot occurred during a period of 

organisation restructure with significant senior staffing changes 
which required additional communication pitched at the managerial 
level and used valuable resources)

• AHA/support staff availability— not equitable
• Travel burden on senior supervisor was high but provided the 

advantage of an understanding of the culture of each community. 
The model of having 2 part- time supervisors— one in the main 
rural referral hospital and one rurally based worked very well 
from the viewpoint of: team dynamics, clinical expertise and skill 
mix, logistics, communication strategies, program development 
and supervision cover for leave and training, and later, student 
supervision and placement coordination

(Continues) 
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Key area Benchmark NSW pilot

Outputs and outcomes 
for rural generalist 
service development

Service development projects are 
developed and implemented

Service developments improve 
access, effectiveness, 
quality, efficiency and cost- 
effectiveness, of allied health 
services for rural and remote 
customers

All participants led quality improvement and service development 
projects. Final written reports of quality improvement initiatives 
were not provided to the clinical governance unit in the LHD. 
Projects were presented to executive(various), local teams

One district- wide project was implemented (the first successful virtual 
fracture clinic— improved access and brought specialist services 
closer to home for many patients). Interrupted by COVID and staff 
member relocation

Delegation to AHAs— excellent processes in the locations where AHAs 
are available. AHRGP staff supported AHA recruitment, training 
and service developments. Strong professional bonds developed

5 locations established strength and conditioning groups— goal- 
oriented, outcome measured, evidence- based

2 projects nominated for Awards of Excellence
Presentations of AHRGP pilot or project work: 6
Participation in local projects (3)

Rural physiotherapy student placements
(Cumulative totals)

Year 0:0

Year 1:0

Year 2:3

Year 3:13

Year 4:18

Future goal: To achieve final report submission to CE, journal 
publication

Leadership and 
education capacity 
building strategy

Leadership/education capacity 
building strategy places are 
taken up by rural and remote 
allied health professionals 
(higher Level) towards a formal 
qualification in leadership/
management or clinical 
education

Not currently part of the AHRGP strategy in NSW
Leadership development opportunities offered to all NSW Health staff
Staff completing pilot were encouraged to consider the clinical 

leadership professional development in the near future

Participants engage in a mentoring 
program

Senior supervisor— achieved incidentally, through participation in the 
NSW Health rural research capacity building program, which aligns 
with ongoing professional development of experienced clinicians. 
And provided backfill resource (additional staff member aware of 
AHRGP operationalisation)

Senior health professional 
leadership development and 
capacity building strategy

The AHRGP team partnered with the new pilot of a Rural Clinical 
School of Physiotherapy, a new initiative that relied on 
physiotherapists in rural sites to launch. This partnership has 
contributed to the structured and successful placement of students 
across the LHD

Opportunity to consider this in a strategic plan for rural and remote 
allied health in the future

Instability of allied health leadership in the LHD resulted in 7 different 
operational managers during the course of the project as executive 
sponsors.

T A B L E  3  (Continued)

(Continues)
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as a direct result of the pilot. Partnering with the regional 
University Department of Rural Health (UDRH) and a 
local university provided additional support for this as-
pect of staff development, ensuring placements were of 
high quality and compliant with the required systems and 
teaching methods.

The temporary redesign of the existing allocated 
workforce resources and a collaborative approach, 
across jurisdictions within the public health system as 
a whole- of- district approach, enabled the implemen-
tation of the AHRGP into NSW Health systems in the 
rural health district. The AHRGP provided a founda-
tional structure from which to build the service that 
the community required within existing NSW Health 
systems that also met the needs of the early- career 
AHP. Engagement with external stakeholders was also 
pivotal to success at the service delivery level. External 
stakeholders included patients and community groups, 
local schools via their work experience programs, local 
Aboriginal community elders and cultural groups, local 
doctor groups, the local UDRH and universities, the 
local Technical and Further Education institution, and 
the Rural Doctors Network. Involvement of these groups 
was on a small scale and evolved organically based on 
need and guided by the AHRGP principles. Aspects of 
this model of implementation align with the Service and 
Learning Consortium concept described in the National 
Rural Health Commissioners report.21

5.1 | Service development

There was a statistically significant increase in service 
activity as a result of addressing the workforce chal-
lenge. An additional 3499 occasions of service were pro-
vided across three sites studied in Phase A compared 

with a previous 12- month period. This level of activity 
was sustained. Patient flow from large, congested hospi-
tals to the regional hospitals was enhanced by access to 
necessary physiotherapy services in the hospital closer 
to patients' homes. Service activity also generated gov-
ernment funding units for the hospital system.22 In the 
12- month period comparison, activity- based funds gen-
erated as part of the multidisciplinary team were equiva-
lent to the wages of the three Level 2 physiotherapy staff 
plus the supervisor on the program for the 12- month 
period.

Service activity data increased significantly with the 
implementation of the AHRGP. Patients were able to 
access appropriate individualised and group- based care 
in their own community that provided comprehensive 
care across all health settings. Group- based interventions 
changed with the impact of COVID- 19, as did many other 
health care aspects. Services adapted with minimal inter-
ruption indicating a high level of resilience.

The rural generalist physiotherapists remain true to 
their discipline always. However, liaising with other AHP 
disciplines, working with the allied health assistant and 
facilitating patient care in a timely manner when access 
to all the disciplines is not possible were a part of usual 
business.

Just because you are a generalist doesn't mean 
you have to do everything. Yes I'm a sole prac-
titioner but I still have access to those special-
ised people. 

[Participant 1]

Development of professional networks was a vital 
strategy to minimise the sense of professional isolation, 
build clinician capability, and ensure sustainable clinical 
practices.

Key area Benchmark NSW pilot

Costs associated with 
implementation from 
the perspective of the 
health system

Cost of the AHRG training 
position strategy is quantified 
and distinguished from regular 
positions in rural and remote 
locations

Apart from workforce costs and 2 snapshots to calculate the funds 
available for the supervisor's hours, no further costing data were 
captured for this pilot

Clarity of sole practitioner allowance interpretations when remote 
supervision models are used is needed (NSW State Award)

Costs were assumed to be the same as a usual practitioner at each of the 
facilities

COVID prevented the usual access to work placements and face- to- face 
professional development, which is highly valued by remote allied 
health professionals

Abbreviations: AHRGP, Allied Health Rural Generalist Pathway; LHD, Local Health District; NSW, New South Wales; RGP, Rural Generalist Program; PD, 
Professional Development.

T A B L E  3  (Continued)
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5.2 | Recruitment and retention

Staff turnover and changes that occurred during the pilot 
were challenging but represented usual workforce flow.23- 26 
Single clinician services are particularly sensitive to a single 
staff member change with one hundred per cent of the ser-
vice interrupted for the duration of the absence or service 
gap. With the resource set available in this project, collabo-
rative contingency planning to minimise service interrup-
tions was possible. Maintaining services ensured continuity 
of patient care and maintained the developing service infra-
structure already invested in the pilot. The hospital manag-
ers and AHRGP senior physiotherapist worked closely and 
more intensely during these stress points in the pilot.

The average retention period of 2.9  years is high for 
retention of early- career allied health personnel in rural 
practice.4 Some reduced hours and job share arrangements 
due to maternity leave made retention calculations com-
plex. However, this is an indicator that physiotherapists, as 
a family member, were settling in rural areas and contrib-
uting social and economic capital within the rural com-
munity with a vested interest in health services that will 
be sustainable beyond the time frames of this pilot. The 
pilot enabled capacity building within rural areas as was 
evident with a temporary staff member backfilling a ma-
ternity leave position and remaining with the organisation.

Workforce outcomes seen in this pilot might not be 
wholly attributable to the intervention. Extraneous vari-
ables might have impacted results such as a participant's 
decision to relocate to a rural community that coinciden-
tally occurred at the time of the project initiation. It was 
not possible to control these variables in the live rural clin-
ical environment. However, there was high level of inter-
nal and external validity within this project. Confirmation 
bias was also a possible source of error in this paper. 
Hospital managers, who worked with a staff member that 
resigned, might not share the same optimism of success as 
when considering the larger impact of the workforce de-
velopment strategy and the comparative extended period 
of staffing that was achieved. Qualitative data informed 
us that the aspects of the AHRGP that significantly con-
tributed to participants' decision to take up the positions 
included access to a senior supervisor and the allocation 
of work time for professional development. Additional 
intrinsic rewards, such as the sense of ownership and re-
sponsibility towards their service, appeared to have con-
tributed to their decision to stay as was indicated by one 
participant in the focus groups.

…it's about ownership and being accountable 
for that job and that position. I want to have 
a good name for the physio at the hospital be-
cause that's me…

These findings are consistent with the literature.4,27

Recruitment selection was used to manage the risk of 
having only visiting same- discipline supervision on- site in 
this pilot. New graduates with no rural experience were 
not the preferred applicants for the ‘development posi-
tions’ in the pilot due to the nature of the roles and limited 
access to the clinical supervisor. Staff exited due to career 
progression outside the organisation, family (extended 
leave), and incongruence with the position as they pro-
gressed professionally. Flexibility with time frames for the 
project and employment arrangements that supported the 
employee with their personal and career pursuits, such as 
family and study, were critical for success.

The extension of the pilot to include two additional 
sites in Phase B indicated the demand for this flexible 
way of adapting resources was high and success evident 
to operational managers. Recruitment for an experienced 
clinician for the two positions ran concurrently with the 
AHRGP pilot (Phase A) for seven months with no success. 
This indicated the recruitment problem for experienced 
staff persisted. The situation acted as an unplanned, small, 
and temporary control group.

The rural allied health assistant (AHA) workforce 
was identified as a strongly positive influence on work-
load capability, support, and satisfaction in the roles. 
Physiotherapy services were developed with a focus on 
using technology and working with the AHA workforce 
when available. The AHA workforce distribution was 
variable.

5.3 | Professional development

The additional time allocation of twenty per cent for pro-
fessional development was an attractive incentive for 
early- career personnel to take on these rural generalist 
positions. Planning the use of this time, managing the 
clinical workload, and collaboratively developing an indi-
vidualised plan to upskill the clinician in the key clinical 
areas identified in the rural context were identified as key 
elements for future success. Opportunities exist to develop 
a strategic communication, professional development and 
funded training plan for ‘rural development positions.’

The primary professional development method used 
was regular supported reflective practice and experien-
tial learning for the fully qualified early- career physio-
therapists. The RGP Level 1 offered by the James Cook 
University (Queensland) is pitched at clinicians with mini-
mal rural experience who are in their first or second year of 
practice in the profession.1 Two participants did not meet 
those criteria and would have been better suited for the 
RGP Level 2 postgraduate diploma. Resources for either 
tertiary course were not included in this pilot, and the onus 
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was on the senior physiotherapist to source funds once the 
workforce was established. NSW Health has a wide range 
of clinical education resources readily available to employ-
ees. However, the RGP is specifically designed to support 
a rural- ready allied health workforce and was the training 
option required for this pilot to align with the evidence- 
supported AHRGP. Scholarship programs offered through 
NSW Health were able to be sourced 12 months into the 
pilot. Timing of scholarship, an understanding of the ex-
pectation of the study commitment from the outset, and 
suitability of the study for the individual clinicians were 
factors identified that affected participation and levels of 
engagement. Participation in specific modules that com-
plemented the clinicians' skills was undertaken. Success 
in the pilot was not able to be measured by completion of 
the tertiary course. A skills- based informal assessment of 
key discipline- specific practical competencies required in 
the rural hospital locations was completed by the clinical 
supervisor. Individuals' success with a competitive recruit-
ment process was also an indicator of success for progres-
sion along the career pathway in this pilot.

A benefit of the RGP demonstrated in Phase B of the 
project was that it provided direction and clear goals for 
professional development time allocation from the out-
set when the clinical supervisor was not co- located. The 
RGP was readily accessible in any location via the online 
delivery. Project work within the course promoted local 
community engagement in a structured way at a level 
that the clinical supervisor or operational management 
was not able to. In the long term, this equipped clinicians 
with skills that they perhaps did not prioritise as highly 
at the time when their need for clinical knowledge build-
ing in general practice was high. Another advantage was 
seen during the COVID pandemic where study was able 
to continue uninterrupted. The ability to study remained 
dependent on other factors such as preference, workload 
prioritisation strategies and work- life balance.

During COVID, a surge in the availability of quality 
online clinical content occurred. This added an element 
of choice, and the need to navigate to the most suitable 
training courses for enthusiastic early- career rural cli-
nicians. There is an opportunity to develop discipline- 
specific learning pathways for future Allied Health Rural 
Generalist clinicians with the RGP university course a 
beginning point for a solid grounding in the rural allied 
health practice.

5.4 | Supervision

The shared supervisor resource covered a wide geographic 
area, as well as multiple functions including project man-
ager, coordinator, ad hoc clinical support and clinical 

supervisor, recruitment assistance, and a small intermittent 
clinical role. Logistics restricted the coverage of a caseload at 
each of the ‘development position’ sites to assist with quar-
antining professional development time for the trainees. 
This position was pivotal in the success of the pilot.

Professional isolation was a theme that emerged from the 
data. The need to connect with a same- discipline health pro-
fessional who was invested in the work they were doing was 
consistently prioritised highly by the participants despite 
some areas for improvement being identified. The availabil-
ity of a dedicated senior physiotherapist resource was an 
important factor in the participants' decision to accept rural 
positions and was valued throughout the pilot. The areas 
identified for improvement relating to clinical supervision 
were in the areas of planning, structure, resourcing, and 
communication about the program across the organisation.

Capacity building for telehealth use amongst engaged 
staff members took place regularly during the pilot. The ‘vir-
tual’ team created in this project was pivotal in developing 
the telehealth readiness skills of a large portion the phys-
iotherapy workforce in the district through regular practice 
connecting for meetings and shared professional develop-
ment opportunities that commenced in 2017, prior to the 
global pandemic. Supervision delivery using a hybrid model 
of videoconferencing and on- site delivery was acceptable to 
participants, patients, and other staff at the rural locations.

An environment of perpetual change, high cognitive de-
mand, professional isolation, and the nature of rural health 
work carries great rewards but has an emotional burden.27,28 
Providing a safe place to debrief and learn is important for 
staff well- being in any setting.29,30 The line manager is pri-
marily responsible for employee well- being and immedi-
ate operational supervision. Part of the value of the senior 
physiotherapist was the availability to support and build the 
participants' ability to cope with change, challenges, and ad-
versity. This skill or resilience in the rural context is needed 
to endure rural practice and increase the probability of staff 
being able to stay and thrive. A safe professional relationship 
outside the hierarchy of direct ‘non- allied health’ line man-
agement, in addition to the same- discipline professional 
development support, was provided by the senior physio-
therapist and might have contributed to the importance of 
the role throughout the project. This dynamic is often not 
available in the rural context.

5.5 | Communication

Communication about the project was highlighted as an 
area for improvement. Operational management of the 
participants was a different hierarchical branch within 
the organisation to that of the senior physiotherapist, 
and change was being driven by the project team across 
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jurisdictions. Demands on all stakeholders for time effi-
ciency within this pilot and their other priority areas of 
responsibility across broad clinical and geographic areas 
sometimes resulted in communication errors.

No precedent for an AHRGP strategy in NSW and the 
absence of a state- wide framework might have contrib-
uted to the perceived communication deficit. Given the 
climate of organisational change during this pilot, and the 
part- time shared supervisor resource across a geographic 
area of over a large portion of 125  000  km2 area of the 
LHD, supporting change, a high level of collaboration was 
necessary and also logistically challenging and might re-
flect a resourcing deficit. The structure within the AHRGP 
demonstrated a robustness that enabled workforce devel-
opment despite all the challenges posed.

5.6 | Policy and systems

The MLHD pilot was aligned with the NSW Rural Health 
plan. The strategic approach and action plan within the 
pilot was informed by the AHRGP National Strategy led 
by SARRAH.1 Significant differences exist between the 
MLHD application and the multifaceted fully resourced 
approach used in Queensland and other States and 
Territories. The method used in MLHD for application of 
the AHRGP could more accurately be labelled as ‘Allied 
Health Rural Generalist Development Positions’ as there 
are targeted positions, and contract- based and time- based 
criteria to an end date with potential career progression 
through a competitive recruitment process. Further devel-
opment of an AHRGP strategy within NSW Health sys-
tems to continue to work towards sustainable allied health 
workforce solutions is recommended.

The framework analysis from AHPOQ evaluation 
framework and tool had limited validity in the NSW pilot 
at this time but was used to benchmark on the key de-
liverables of the AHRGP as a national initiative to guide 
practice. The tool highlighted that the MLHD pilot had a 
significantly different resource set, governance, and pol-
icy structures and lacked a coordinated approach for rural 
areas within NSW Health systems. These areas and the 
strategy towards resourcing the formal tertiary training 
aspect of the pathway were identified opportunities for 
further development in NSW. Good progress was made 
towards other domains on the tool, such as service and 
professional development.

5.7 | Sustainability

Early- career staff placed in rural locations benefitted from 
the use of resources to provide a same- discipline support 

mechanism and to enhance professional and competency 
development in this study. The AHRGP applied in the LHD 
demonstrated a high level of success with medium- term 
workforce development outcomes. The next step might 
be for these recommendations to be embedded into NSW 
Health systems for the pathway to have utility in the public 
health system as part of long- term sustainability strategy.

Project time frames assumed that each hospital would 
progress allied health recruitment promptly, that recruit-
ment would progress unimpeded, that all participants 
would remain on the pilot in continuous full- time employ-
ment for the agreed time frames, and that no significant 
event such as droughts, bushfires and a global pandemic 
would impact health services. This was not the case and 
highlighted the need for flexible ways of adapting systems 
in rural health settings.

The development of the early- career clinician to be suf-
ficiently competent and confident in their clinical skills to 
then be able to supervise physiotherapy students for rural 
placements was achieved by each of the participants. The 
number of placements increased from zero in the first 
two years to 18 placements achieved across the five loca-
tions since the pilot began, a four- year period. This time 
frame included the period when the pandemic was tak-
ing place. Placements were risk- managed and safe for 
students, staff and patients. This was a key performance 
indicator of the success of the AHRGP pilot. Physiotherapy 
students are the future physiotherapy workforce.4 Other 
factors might have influenced this success. The imple-
mentation of a coordinated student program at the major 
teaching hospital was able to partner with the AHRGP 
team members to ensure each student had the opportu-
nity to experience a rural placement. A functioning rural 
training pipeline in the region might contribute to the sus-
tainability of the rural allied health workforce.

One of the potential goals of the pilot was to extend to 
other allied health disciplines. At the time of implementa-
tion, physiotherapy was the only discipline with a ‘Critical 
mass’ of vacant senior resources that would enable the 
reallocation of resources needed to meet the staffing re-
quirements that included a dedicated same- discipline 
supervisor. At several time points in the project, senior 
clinicians in several of the other allied health disciplines 
reported saturation of available positions, no recruitment 
difficulty, or no funded positions to recruit to. This is noted 
in this paper to highlight there are differences between the 
allied health professions and one solution might not suit 
all. Setting up the human and training resources required, 
and guidance for appropriate professional development 
options and systems that support the application of the 
AHRGP, seem to be appropriate steps towards a more sus-
tainable rural allied health workforce for the early- career 
members of the rural health pipeline.
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The evaluation indicated the AHRGP is one method 
of addressing rural allied health workforce recruitment 
and retention challenges that had a favourable effect on 
medium- term service sustainability in the rural context. 
The risk of a return to the baseline state is identified as 
workforce resources have reverted to their original con-
figuration. New vacancies have appeared, recruitment is 
again problematic, and the pilot has now ended. Effective 
systemic change with local rural allied health coordina-
tion occurred but was not able to be sustained due to the 
ongoing need for these resources that were made tempo-
rarily available for the pilot.

6 |  CONCLUSION

The Allied Health Rural Generalist multifactorial ap-
proach supported recruitment, retention, and capacity 
building within the allied health workforce in the rural 
health district. Key elements included the professional 
development time allocation and resources, and guidance 
for service development projects, combined with same- 
discipline supervision and a focus on using technology and 
the allied health assistant workforce. Operational support 
within the organisation was also a key component to suc-
cess. Service development was innovative, effective, and 
driven by the needs of each rural community using NSW 
Health operational guidelines and available resources. 
Professional development using supported reflective prac-
tice, experiential learning complemented by formal ter-
tiary training to meet the need of the individual clinician 
resulted in the development of a rural- ready workforce 
and career progression opportunities in the rural context. 
The rural pipeline capacity was developed with the in-
crease in availability of rural student placements. Access 
to physiotherapy services improved in nine rural commu-
nities as a direct result of this project. The method used 
to implement this pilot was effective and low cost. The 
pathway was complementary to existing NSW Health sys-
tems and allowed a high level of flexibility, often required 
in the rural context. Systemic change is needed to over-
come inefficiencies experienced during implementation 
and to ensure sustainability. Further research to develop 
discipline- specific clinical training guidance through the 
stages of a rural AHPs' career might be helpful. Extraneous 
variables might have impacted some of the outcomes of 
this pilot but that is the reality of the rural health context.
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