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Abbreviations

ACCHO Aboriginal Community ControllddealthOrganisation

AHA Allied Health Assistant

AHP Allied Health Professional

AHRGWES Allied Health Rural Generalist Workforce and Employment Scheme
DCE Discrete Choice Experiment

JCU James Cook University

SARRAH Services for Australian Rural and Remote Allied Health
TAHRGETS The Allied Health Rural Generalist Education and Training Scheme
ThePathway The Allied Health Rural Generalsthway

The termAllied Health Professiomcludes but is not limited to:
Audiology, dietetics, medical radiation, occupational therapy, pharmacy, physiotherapy, podiatry,
psychology, social work, speech pathology.

The termTraineerefers toanallied health professional whparticipatedin the Allied Health Rural
Generalist Education and Training Schema private practice or negovernment organisation

The following abbreviations are used in quotes

T¢ Trainee who has completed TAHRGETS

WT¢ Trainee who has withdrawn from TAHRGETS but participated in some of the scheme
M ¢ Manager of a trainee who completed TAHRGETS

S¢ Supervisor of a trainee who completed TAHRGETS

WMSc¢ Manager or supervisor of a trainee who withdrew from TAHRGETS

PT¢ SARRAH project team members employed to coordinate TAHRGETS

Modified Monash Model categories

The Modified Monash Model is used throughout this reportlassify the location gfrivate
practices

MML1 ¢ Metropolitan areas

MM2 Regional Centreslocations within 20km of a town with a population of more thanCiil)
MMS3 Large rural towns locations within 15km of a town with a population between 15,000 and
50,000

MM4 Medium rural towns;, locations within 10km of a town with a population between 5,000 and
15,000

MMS5 Small rural towng all remaining inner and outer regional areas

MM6 Remote communities

MM7 Very remote communities
https://www.health.gov.au/topics/ruralhealth-workforce/classifications/mmm

Throughout this report multiple sets of data weawsedincluding Qualitative data retrieved from
trainees, withdrawn trainees, managers, supervisors and fHRGET8oject teamwho agreed to
be interviewed Quantitativedata frominterviewsanddatareceived from the TAHRGET§ject
teamin relation to activity, inputs, outputand outcomedor all TAHRGETS participamits.online
survey with allied health professiondtem across Australigenerated quantitative data for a
discreet choice experimemnalysisWhere possible, it has been made transgarwhich data is
from which source.
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Executive Summary

Introduction

This evaluationreviewedThe Allied Health Rural Generalstiucation and Training Scheme
(TAHRGET®)workforce, service and education strategjgningto increase access to a skilled allied
health workforce foregional,rural and remote communitieS.he scheme was funded by the
Australian Department of Health and Aged Care iandrporatesformal education in rural

generalist practice alongsidgructuredsupervisionworkplace supporaindservice development
requirementsfor the nongovernment and private sector. TAHRGETS is coordinated by Services for
AustralianRural and RemotAllied Health (SARRAIlHe national lead organisation supporting
multijurisdictional cooperation and collaboration for the Allied Health Rural GenePaltbtwvay(the
Pathway.

TAHRGETS was implemented in privateramdgovernmentorganisationsn MMM3-7 locations

across Australia. Of the 90 training positions, 60 were allocated to mainstream organisations, and 30
were assignedo allied health professionals working with Aboriginal Community Controlled Health
Organisations

Aims
The aim of thigvaluationis to understanchow well TAHRGET&hievedhe objectives and
outcomesoutlined inthe grant agreement, including:

1 Improving the capacity, qualitgistribution and miof the allied health workforce

1 Supporting private and negovernment service providers to build capacity and expand
service delivery

91 Developing career pathways and improving retention of AHPS working in rural and remote
areas.

Furthermore the evaluation seek® provide recommendations on TAHRGES & workforce
strategy and program design.

Methods

A mixed method approackvas undertaken to evaluate trechemeovera 3 year follow up period
(2021-2024) Quantitative dateon program participation, completions, and workforce data were
analysedQualitative data was gained througbmi-structured interviews wittcompleting and
withdrawntrainees, managetrsupervisorand program staffo explore experiences, perceptions
andimpact of TAHRGETAdditionally AHRB across Australizsho had not participated in the
program supervisors and managers were invited to participate inrdime Discrete Choice
Experiment surveto understandpreferences for different program characteristics that might
inform future implementation ofthe PathwayData was aalysedusing SPS$SStataand NVivo to
inform the evaluation.

Results
1 Sixtytwo individuals commenced in training positioie® inmainstreamorganisationsf{lling
100%of allocated quotaand2 in ACCHOS8II{ng 6.7%of allocated quoty

1 Thirty-seven(60%) traineeshave completed oare expected to complete the prograhny the
end of 202536 of these are in mainstream organisatipaad1 in an ACHO.

1 The program demonstrated goodixnwith individualsfrom nine different allied health
professions undertaking thathway (out of thetotal ten professionghat were eligible) These
were dieteticsexercise physiologyccupational therapy, physiotherapy, podiatry, pharmacy,
psychology, speech pathology and social work.
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1 The program demonstrated goatistributionwith individualsrom MMM3-7 areas across 6
states and territories (all but Victoria and ACT) participating.

9 Participating AHPs demonstrated improvements in competence and confidetioeir rural
and remote clinical practicand clinical skills

1 Enhancedapacityof the rural and remote allied health workforce was reportadeamswhere
AHRGraining positionswere establishel

1 Fortysevenservice development projects were undertakéenefitingtrainees, teams and
communitiesthroughthe expansion of services and new models of c@hgs included 16
projects focusing on developing a new or expanding an existing service, and a number of
projects developing training for other health professionals to increase their capacity and skills, or
developing resources to be used in care delivery

1 Seventeen AHRsgererecruited into nevly establishegositions, provithg over 42,000
additional servicénoursin rural and remote locations

1 A positiveeconomic impactvas observed ithe communities and towns where new staff were
recruited.

1 A withdrawal rateof 40%was observedThis rate is consistent with other AHRG Pathway
programs, and iattributed to factors such as employment changes, personal circumstances,
and difficulties balancing study and work demands.

9 Of 30 training positionsommittedto AboriginalCommunityControlledHealth Organisations
(ACCHOspnlytwo positions were establishe@.7%) Limited fundingoptionsfor allied health
servicesn ACCHOwere a major barrierConsequentlyonly afew allied health professionals
are employed in ACCHQO=sading to low demand foural generalistraining positions in this
sector.

9 The discrete choice experimef@ CE)dentified desirable characteristics to be included when
designing similar programs in futumgore than 100 AHPs and managegsponded. Results
indicated thatprogramflexibility, where education and training can be completed in a more
modular fashionwith consideration ofmicro credentialinjwas highly valuedCoverage of costs
for organisations and trainees was considered critical, with the potential of increasing program
uptake by 33% compared to no coverageofessional recognition and incentives for completion
(e.g. increased salary) were also considered valuable.

Findings

I TAHRGETS has demonstrated potential in enhancing the skills and knowledge of allied health
professionals, contributing to improved capacity and quality within the allied health workforce.
However, given the limited number of student completions to date, adotgrm evaluation
with increased participation is recommendedletter demonstratel KS LINR ANI YQ&a y I G A
effectiveness.

1 TAHRGETS has shown promising applicability across a range of allied health professions and in
mainstream private and negovernmentservice settingsWhile early indications suggest
positive outcomeslonger termevaluation with a larger cohort is needed to confirm its national
effectiveness.

1 With regard torural generalist training positions RCCHOSARRAH undertook an extensive
consultationprocess withcommunity-controlled organisationto understand the barriers to
implementation Allied health services provided BYCCHO&Nded to be fundedvershort
term prograns, limiting thecapacity of the ACCHO to undertake workforce development
activities. Giventhat allied health rural generalist training positions are implemented over a two
to three-yearperiod, this was a major impediment testablishing training positions in ACCHOs.
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TAHRGETS showed early smrisenefiting retentionn however longterm follow-up would be
required to better understand this

TAHRGETS program implementation was challengémhijystandingrural workforce shortages,
with subsequenimpacton recruitment, retention and completion rates

Allied Health Rural Generalist training positiol@snonstrate gpromisingcontributionto rural
career pathwaysHowever, brmal recognition mechanisms for allied health rural generalists do
not yet exist. Opportunities for career advancement, recognition of advanced or expert skills
sets, and financial incentives such as higher remuneration or access to specific items in the
Medicae Benefits Schemeédentified in the discrete choice experimembay improve retention
and training completion rates.

Elements of the formal education program were not aligned to the needs of private ard non
government service settings. A review of the Allied Health Rural Generalist Education
Framework is required to ensure it meets the needs of rural generalists wadrkangange of
clinical service settings.

Private and norgovernmentorganisationsieedsupportto developthe rural and remote allied
health workforce This includes financial suppda enable workplacéasedtraining andclinical
supetrvision as well asupportto buildworkforcecapacity.

While participants were generally happy with TAHRGEpPERmMentation there wereelements

of program design that could bmproved.Given theaverage time for completion was over 24
months, alonger implementation program would allow faigher completion rates and more
completedata collection Additionally, feedback from program staff and participants also
identified characteristics for participant selection (e.g. at least 12 months of experience) that
they believed would enable program success.

Furthermore, @sirable pogram desigrcharacteristicsdentified in the discrete choice
experimentmay increasestimated progranuptakeand decrease withdrawals. Theiseluded
flexibility in program desigroverage of costior organisations and traineeandrecognition
andincentives for completion and support for private and rgovernmentorganisations

Limitations

1

Sample Sizefhe number of AHPs and managers/supervisors interviewed for the evaluation was
limited, particularly for those who had withdrawn from the program. This could mean some
perspectives are underrepresented, although the evaluation notes that saturation welsega
acrosghe interviews meaning there wakigh consistency in the feedbapkovided by

interviewees

Ongoing Program Implementationthe evaluation was conducted while the program was still
being implemented, so tlre may be minor changes in quantitative dafgon program
completion.

Lack of Systerwide Data:Thelack of systenwide allied health workforce data on recruitment,
retention, and costsnakesit difficult to compare the program's impact to industry norms.

Scope:The evaluation scope did not include tlemgterm follow-up of traineego understand
TAHRD 9 ¢ { Q A nétedkiod &nd @ageer pathwaysr the impact of rural generalist trainees
andservice delivery projects from a consumer perspective.

Recommendations

1.

Investment in allied health rural generalist training should be sustained and strengthened as a
mechanism to improve the capacity, quality, distribution and mix of the allied health workforce
in rural and remote areas.
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2. Enhance the capability of private and rgavernment organisations to meet community needs
by training allied health professionals as rural generalists, using targeted workplace training
grants, incentive payments, and other measures that support builskngice capacity

3. Governments should consider how to best harness allied health rural generalist skills and
competencies, so that government, industry and rural and remote communities can benefit
from the enhanced skills and competencies of this workforce, to improve heatttomes for
rural and remote Australia

4. Explore opportunities to recognise and advance the career of the expert rural gergeralist
through mechanisms such as incentive payments for service delivery to pgogtyations and
establishing teaching and training opportunities in private and-gowernment settings to
strengthen the rural workforce pipeline

5. A longterm evaluation is recommended to follow up past participants to better understaad
impact of TAHRGESon retention, career development and advancement.

6. Funding mechanisms that support services delivered by allied health professionals in ACCHOs
should be reviewed to enable the sustainable delivery of allied health services for First Nations
people in rural and remote areas

7. Program characteristic likely to promote success incligability ineducationprogram design
OUKIG AyOfdzRSa Y2RdzZ Sa G2 0SS dzyRSNII 1Sy 2@SNI |
allowing for micrecredentialling); professional recognition and incentives to improve
completion rates for trainees; and detailed selection and intake prossiseorganisations and
trainees. Thesdesign elements should becorporated into future implementations

8. Futureactivitiessupporting thetraining of allied health rural generalistbould beimplemented
over aminimumperiod of five yeardo accommodate the time taken to complete rural
generalist trainingand ensure whole data sets are available to evaluate outcomes

9. Action is required in the short term to ensure consistency in the implementation of allied health
rural generalist training positions across multiple professions, and preserve and progress the
growth and sustainability & singleAHRG Pathway. Specifically, these activities include (but are
not limited to) a review of the Allied Health Rural Generalist Education Framework, overseeing
university accreditation processes, and advancing formal professional recognition for allied
heath rural generalists. Téiwork is within scope for the AHRG Accreditation Council and
National Strategy Group, both of which will require support to continue performing these
functions.

10. Identification of optimal funding sources is heeded to ensure ongoing sustainable development
of the AHRG workforce. Thisocessshould consider how supports for training positions are
fundedin private and norgovernment organisationgcross jurisdictions, service settings, client
populations, and community needs

i Flinders
\t g University 8




1 Introduction

There are major health disparities between people living in rural and remote areas and those living
in metropolitan areasvith people living in rural and remote areas experigghigher rates of

death, injuries, disease and hospitalisatidwsétralian Institute of Health and Welfare (AlHZ024).
Multiple challengesexist in therecruitment, retention and turnover of health professionalkich
hasnegatively impaad upon the provision of rural and remote serviqddHW,2021). Workforce
challenges resuih reduced acced® allied health servicef®r rural and remote populations

despite a growing demand for these services (AIHW, 2024; Chisholm et al., 2011).

1.1 Allied health service settings in rural and remote Australia

Allied healthprofessional§AHPsprovide services to a large range of consumers, for a wide breadth
of clinical presentations, woitkg across the age spectrum and in a variety of healthcare delivery
settings (inpatient, ambulatory care, communitghd may work across sectors (health, disability,
aged careearly childhood educatign

Hospitatbased alliechealthservices are funded through trstates and territoriesinder the
NationalHealthReform AgreementAllied health services privatesettings are accessed and

funded through manygources on a feéor-service basissuch as the Medical Benefits Scheme,

National Disability Insurance ScherieK S 5 SLJF NIl YSy (i ,#thdse sulBidietNdyy aQ | FFI
private health insurancearangeof third party and workers compensation schemasd privately

paying clientele Allied health senges accessed through n@governmentorganisationsnaybe

funded throughgovernmentand industrycontracts,commissionedy Primary Health Networkand

may also include fe#or-service arrangements.

In rural areasprivate practices arérequentlyrequired to workacrossseveralfunding streamso
achieve business viabilityrhismixedbusiness modalequires theAHPIn rural private practiceto
retain a broad sls setto offer services t@ wide range of clierpopulation groups

e $ Flinders
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Health workforce maldistributiogontinues to impact on service accessural and remote areas
Data supplied by the AIHW shows a declintnénnumber ofregisteredfull-time AHPger 100,000
peoplewith increasing remotenesa&nd lowfill ratesacrossall geographiareasfor vacanciesn the
health profession$44% nationally i2022)(AIHN 2024b) In this contextprograms that support the
recruitment and retention ofllied health professionakre importantto ensurerural and remote
Australians have access to essential allied health services.

In Australia, there has been a heavy focus on initiatives to support the training of general
practitioners such ase National Rural Generalist Pathway (NRGP), a dedicated medical training
pathway for rural generalist doctors, the Rural Generalist training Scheme (RGTS) that provides
funded training places and access to relocation payments, and the workforce incerdggr@am that
provides additional payments to doctors working in regional, remote or rural communities

(Australian Department of Health andjéd Care, 2024a; Australian Department of Health and Aged
Care, 2024b, ACCRM, 2024). To date, training programs and incentives for AHPs to work rurally and
remotely have not been equal to tiseoffered for general practitioners.

1.2 TheAllied Health Rural Generalist Pathway

The Allied Health Rural GeneralBathway(the Pathway is a workforceservice and education

strategy to increase access to a skilled allied health workforce for rural and remote communities.
ThePathwaywas established to build the sustainability of allied health services, strengthen the rural
workforce pipeline and address the maldistribution of the allied health workforce affecting rural and
remote Australia.

Originally developed bthe Allied Health Professions Office@fieenslangda pilot in2014 involved

the implementation of rural generalist thi@ing positionsacross Queensland Health rural and remote
services These positions were designed to improve recruitment and retentidkH#, to increase
access to health services for rural and remote communities and to improve the quality and
sustainability of health service deliverywé the following four yearthe Pathwaywasestablished

in conjunction with SARRAH and James Cook Univirsitgorporate aformal educatiorprogram

in rural generalist practice alongside dedicated superviaiwhsupporf quarantined study time at
work andservice developmenbpportunities.

SARRAH advocated for further states and territory public health services to addpattneayas an
allied health workforce strategy, and tiiathwayhas since been implemented in New South Wales,
Northern Territory, Tasmania and South Australia (SARRAH, 2023a).

1.2.1 Allied Health RurabeneralisflTraining Positions

Allied Health Rural Generalist (AHRG) training positieupport the graduate/early career
practitioner to develop relevant skills to meet the health needs of rural and remote communities.
Where workforce shortages are acute, AHRG training positiomglesigned timproveattraction,
recruitment and retention, and build the capabilities of allied health professionals and the
multidisciplinary team.

An AHRG Training Position is appropriate for an early career practitioner in one of the following
health professions:

Dietetics & Nutrition Physiotherapy
Exercise Physiology Podiatry

Medical Radiation Science (Radiography) Psychology
Occupational Therapy Social Work
Pharmacy Speech Pathology

The AHRG Training Position should require the professional to practice with a generalist scope of
practice within their relevant allied health profession.

i Flinders
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An AHRG Training Position comprises three key elements:

1. Workforce policy and employment
structuresthat align to development
requirements and facilitate progression
from entry-level competency to
proficient rural generalist.

Formal education

2. Implementation ofrural generalist
service development projectthat
support and engage rural generalists to
utilise their developing skills to
implement innovative and effective AHRG
solutions to challenges they experience ;%g'#l'gﬁ
in delivering care across geographically
dispersed and culturally diverse
populations.

3. Formal and workbased education and
training that supports the development
of the clinical and nostlinical rural
generalist practice requirements of the Image courtesy of SARRA
relevant allied health profession.

The education componemdf the Pathway hereafter referred to ashe Rural Generalist Program
comprises two levels of postgraduate training. Level 1 is aavoard postgraduate program

designed for early career rural or remof with less than three years of experience. It comprises
12 modules that are each six weeks in durati@guiring approximately 22 hours each to complete.
Thelevel 2 program is a graduate diploma qualification with eight modules requiring approximately
130 hours per module and is designed for rural and rendd# whohave more than two years of
work experience. Both levels offer specialist training and education and include online coursework
andservice developmenprojects (SARRAH, 20238hePathwayis available acroden allied health
professions: nutrition andietetics, radiography, occupational therapy, pharmacy, physiotherapy,
exercise physiology, psychology, podiatry, social work and spgesgtbblogy.Recently, a Master of
Rural Generalist Practice has also been introduced byTix@&)program is not in scope for
TAHRGETS participants.

1.3 AHRGWES

SARRAHegotiated with the Australian Department of Health to commence a pilot to test the
project in norgovernment and private sectorAs a result, the Allied Health Rural Generalist
Workforce and Employment Scheme (AHRGWES) was launched in 2019 to implenRathtiney

into private and norgovernment sectors operating in primary health care, aged care and disability.
The AHRGWES pilot was funded by repurposing un$hesingand Allied Health Scholarship

funding scheme grant mone¥he objectives of ARIGWES were to establish 40 new early career
positions (20at Level 1, 2@t Level 2) across a range of sectors to continue to improve access to
allied health services in rural and remote communities. 3¢teemewas designed to assist

employers to recruit new employees or retain current employees by providing rural career
advancement opportunities and incentivéSARRAH, 2088 During the pilot progran43 AHPs
commencedhe Pathwayacross five states and territories and 19 organisatidiie majority of the
trainees were occupational therapists with smaller numbers from physiotherapy, speech pathology,
podiatry and dietetics Of the 43 trainees20 completedthe level 1 or 2 program.
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2 TAHRGETS

Following on from AHRGWES, in 2021, the Allied Health Rural Generalist Training and Education
Scheme (TAHRGETS) was funded by the Australian Department of Health and Aged Care as an
expansion of the initial pilot. TAHRGETS provided 90 training positiopgvate and non

government rural generalist trainee. AHRGETS provided workplace training grants to
organisations to contribute to tuition costs and backfill for study leave and other costs incurred to
support the rural generalist trainee to completeetpathway at the discretion of the employer.
Trainees had the option of participating in the Rural Generalist Program (Level 1) for new graduates
and the Diploma of Rural generalist Practice (Level 2) for early career AHPs. They were afforded
dedicated superision and study time at work and participated in service development projects that
met the needs of the community in which they were practicing in (SARRAH,)2628letails can

be found in Appendix 1: TAHRGETS program guidelines.

TAHRGETS projeéeam coordinatedand administeredthe schemeand supported organisations and
traineesin their participation enrolment and completion of theathway TheTAHRGETi80ject
teamalso developed and implemented a range of capacity building programs and networking and
support opportunities for organisations participating in TAHRGETS.

2.1 Aboriginal Community ControlletHealthOrganisations

Of the 90 placesTAHRGETS included 30 training positassignedor Aboriginal Community

Controlled Health Services (ACCHOs) with an aim of increasing access to allied health services for
First Nations people. SARRAH worked closely with the National Strategy Group, TAHRGETS advisory
committee, Indigenous Allied Heal#&ustralia (IAHAgNnd consulted withNational Aboriginal

Community Controlled Health Organisation (NACCHO) and regional, rural and remote ACCHOs to
identify approaches to implementing TAHRGETS training positions in ACCHOs (SARRAH 2023).

2.2 Pathway governance and infrastructure

2.2.1 National Strategy Group

The Allied Health Rural Generalist Pathway National Strategy @a@wasestablished and
supportedby SARRAHLUIring theimplementationof TAHRGE&®d provided governance and

oversightto support the national expansion of the Pathwatitical to itslongterm sustainability.

TheNSG is a multisectoral collaboratiemprising stakeholders from government and industry with

an interest inbuildinga fit-for-purposerural and remote allied health workforch.provides

oversight and collective advice to SARRAH to support the sustainability and growth of the AHRG
Pathway nationally (SARRAH, 2023c). In 2023, the NSG formally endorsed SARRAH as the national
lead organisation to support multijurisdictional cooperation antlaboration for the Allied Health

Rural Generalist Pathway.

2.2.2 Allied Health Rural Generalist Accreditation Council

During the implementation of TARHGEB3RRAMSstablished the AHRG Accreditation Council as an
independent council undeBARRA®Réorporate governance structure. The AHRG Accreditation
Council has the primary function of accrediting university courses delivering AHRG programs. The
council is made up of 9 members including allied health, Indigenous and consumer representation
acrossAustralian states and territories. An executive officer was also appointed to support the
council in the establishment phase.

Funding for this research has been provided3myvernment of Australia Department of Headhd
Aged Care

& Flinders
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3 Purpose of the evaluation

3.1 TAHRGETS objectives and outcomes

As outlined in the Commonwealth grant agreement TAHRGETS has the following objectives and
outcomes:

Objectives

1. Improvethe capacity, quality, distribution and mixf the allied health workforce to better
meet the needf Australian communities and deliver a sustainable and-disttibuted
health workforce through the AHRGP

2. Supportallied health practitioners andssist practiceso deliver local allied healthervice
capacityin rural and remote Australia

Outcomes
i Providesupportto private and not for profit service providers, bild capacityand expand
allied health service deliverin rural and remote locations
i Increase the number of allied health rural generalistsrural and remote locations as well
as practices offeringreater accesthrough an extended range of services
iii Developcareer pathwaysand improve theetention of allied health professionals working
in rural and remote areas

3.2 Research Aims

The overarching aim of the research isst@luatethe TAHRGETs8heme in relation to the
objectives and outcomes outlined in the grant agreement, and to look at elements of program
design that are working well and those that could be improved.

The specific aims include:
1. To measure thémpactof TAHRGETS in improving capacity, quality, distribution and mix of
the allied health workforce that better meets theeds of Australian communities.

2. To understand the impact of TAHRGETS in suppatlieg healthservicedeliveryin rural
and remote Australia

3. To explore impact of TAHRGETS in the development of qaatevays forallied health
professionals in rural and remotsustralia.

4. Todeterminethe characteristics ahe Pathwaywhichareworking wellfor the private and
non-governmentsector, and which could be improved in the future.

5. To measure the number of AH professionals in rural and remote areas that have or are
progressing towards qualifications private practice and nogovernment organisations

6. To measurd AHRGE Morkforce outcomesn rural and remote Australia

7. To examine the costs and benefits of TAHRGETS for participating organisations.

& Flinders
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4 Methods

A mixed method approach was used to evaluate thelRBETSThe follow up period for data
collection was January 2022 to October 20R2thicswas approvedy Flinders University Human
Research Ethics CommittledREC 6529n 19/1/2024.

4.1 Data collectionand analysis

Table 1: Dataollectionmethods

Trainee Completing trainees participated in an interview exploring their experiences
interviews TAHRGETS. These took place between January 2023 and October 2024 t
gAGK SIFEOK GNIXAYSSQa tlidKgle O2YLX

Line manager, |/ 2 YLX SGAYy3 GNIAYySSaQ tAyS YIyl 3ISN
supervisor explore their experiences supporting a TAHRGETS trainee and the impact
interviews Pathwayon their service and consumers. Managers and clinical supervisors
trainees that had withdrawn from thPathwaywere also interviewed. These
took place between November 2023 and October 2024.

Withdrawn Trainees who had withdrawn from the Pathwargre interviewedto explore
trainee their experience of TAHRGETS and the reasons for their withdrEwese took
interviews place between June 2023 and July 2024.

Project team TAHRGETS project team members were interviews to explore TAHRGETS
interviews contexts, inputs, outputs and outcomes between March and August 2024.

Discrete Choice| An online Discrete Choice Experiment surwag undertakemwith AHPS,
Experiment supervisors and managensho had not participated in the program to
understandfrom a larger scale sample ttemponents of the Pathwayhich
could attract (or otherwise) potential participants to the program in future
iterations.

Organisaibnal | Details of trainees and their organisatigasid resource allocations VBBARRAH
data

4.1.1 Interviews

Interviews were conductelly SARRAWIth traineeswho had completed th&athway trainees who
had withdrawn from thePathway and managers and supervisorsboth traineesand withdrawn
trainees Interviews were conducted between November 2023 and October.280Rhterviews
were semistructured and consisted difoth closedended questions and opeended questions.
Interview participants included:

9 25 trainee interviews wereompleted

17 manager/supervisor interviews were completed

7 withdrawn trainee interviews were completed

4 manager/supervisor of withdrawn trainees were completed
115 online survey responses

Organisational data based on 64 participants was collated

=A =4 4 4 =9

Details of the TAHRGETS evaluation interview participants and demographics are available in
Appendix 2.
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Data from the interviews were collated in Excel by the SARRAH team and then imported into SPSS
for analysis. The qualitative data from the interviews was open coded witmdnd then analysed

and themed using the iPARIHS implementation science framework (Harvey & Kitson 2016). This
implementation science framework enables qualitative findings to be analysed against factors
relating to the innovation or program being implemted, recipients participating in the program

and context in which the innovatiomakes place. For the purpose of this research, the open codes
were synthesised for meaning against the iPARIHS framework to explore explain the multi
dimensional and complex components influencing ithh@lementation of TAHRGETS. Case studies
were developed using the qualitative data from the intervig®ee Appendix 3)

4.1.2 Discrete choice experiment
This study used a DCE to evaluate participant preferences across various program attributes related

to allied health professional training. A sample of 115 participants were recruited to participate
online using a Qualtrics survey.

AHPs, supervisors and managers were invited to participate imlamedDiscrete Choice Experiment
survey (DCE) to understand whig$pectof the delivery and potential outcomes of tHeathway

would drive uptakeamong AHPs, and/or supervisors and managdHs. invitation to participate in

the DCE was distributed via social media, through SARRAH and AHP bodies newsletters and a media
announcementwith the primaryaim to attractthose who had not participated in the program, to
gainfeedback of the program design from a larger scale sample.

The participants completed a set of demographic questions followed by the Discrete Choice
Experiment (DCEpmponent.Demographics and attitudes of responders to allied health and rural
and remotepracticeare detailed in Appendi.

In the DCE, the participants were presented with a series of hypothetical choices between two
program options, designated as Program A and Program B, across six key attributes. An additional
Wy 2 LINBAIANIYQ 2LIA2Y 61 & LINE @ApRo§ran wagpre@iredlifdzNE & OS'y

A % 4 A x

LI NOAOALI yia AyAdGAlLffe &aStSOGSR (GKS Wy2 LINPINI Y
forced choice between Programs A and B, ensuring a complete dataset for analysis of preferences.

The data from the DCE was analysed within the framework of random utility theory within STATA
Statistical Analysis Software.

4.1.3 OrganisationaData

Data on the resources used in the implementation of TAHRGETS were collected from SARRAH
administrative databasesndfrom interviews with trainees and supervisoll resources were

valued using appropriate published unit costs whavaibble. Calculations for costs for trainee time
was estimated based on their Allied Health profession using three unit costs, (1) average wage based
on Australian Bureau of Statistics Employee Earning and Hours Microdata, (2) potential billable
hours lost usg applicabletems from the Medicare Benefits Schedule and (3) billable hours lost
using items for the National Disability Insurance Scheme prices for remote(angstsalian Bureau

of Statistic2023 Australian Government Department of Health 2024; National Disability Insurance
Agency 2024)All costs were updated ta standard reference year (2024) taking account of

inflation.
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4.2 Program logic

The results of this evaluation have been analysed and presented RsiggamLogic Theory which
is used tovisually outline the causal relationship betwesmntexts,inputs, outputs and outcomes
(Funnell& Rogers 2011)Using program logic for this research enabled the measurement of
effectiveness of th@ AHRGETBrough logically demonstrating how tlentext andTAHRGETS
inputs contributed to theoutputs andoutcomes.The resultare presentedusing the followindogic
framework (WK Kellogg Foundation 2004)

Table 2Program logic framework

Context Implementation Results

Influences | Resources an Activities Outputs Individual |Broaderimpacts
inputs outcomes

4.3 Applyingthe results

In Section Discussiorand finding, the results are mapped back to the objectives and outcomes of
the grant agreement.
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5 Results

5.1 Statistics overviewTAHRGET@&articipantsand organisations

123training packages were creatéor 121 individualdetween January 2022 to October 202#h
48regional rural and remote organisations across Austréiio people transferred organisations
accounting for the additional two training packag8sxtytwo allied health traineeparticipatedin
TAHRGETOf these @ trainees,37 have completed oare planning to complete in 2025 a8
trainees have withdrawn from thBathway

Organisations could apply for a TAHRGETS training package for an existing staff member or for a
position that was vacant but that they intended for a new staff memBexty-seventraining
packagesvere createdfor existing staff within organisatiorad54 recruitment positiong121 in

total). Of the54 recruitment positionscreated thirty-seventraining positionsvere not filled as
recruitment was unsuccessf@f the67 existing staff pckages22 were created with the
organisationput never commenced\viost packagethat were active(trainees who have completed
enrolled trainees anavithdrawn traineeg, were supported by existing positions §2; rather than
positionsto be recruited

Figure 1 Flowchart of TARHGETS training packages and individuals

125 application received

-

E Mainstream organisations (n = 119) ACCHOs (n=6)

[

c .

e Declined 4——Declined

1) (n=2)

ap

£

5 .

2 TAHRGETS tral(m nglie::‘;kages created TAHRGETS training packages created

g n (n=6)

= F[Fm’ {’i‘f-‘"”’rmef:z n :5—1{56 [For recruitment, n = 4]

E [For existing positions n = 66] [For existing positions n = 2]
Did not commence (n = 55) Did not commence (n=4)
[failed to recruit, n = 33] ] [unable to recruit n = 4]
[did nat commence n = 22] 3 v

_ Commenced TAHRGETS (n = 60) Commenced TAHRGETS (n=2)

‘<_| [Recruitment successful, n = 10] [For existing positions n = 2]

: [For existing pasitions n = 50]

I Withdrew (n = 24)

% [new grad, needed to focus on job, n = 2]

= [course relevan i on n=3J < » Withdrew (n=1)

.g [ieft organisation, not specified n = 2] [returned to metro, n=1]

= [ieft organisation, returned metro n = 2]

T isati -

c [ieft organisation, stayed rural n = 6]

- {organisation folded n = 4] ¢7 X

[personai, not specified n = 2] .
{personal, work life balance n = 2] Completed Ongoing Ongoing (n=1)
(n=15) (h=21)

A Two people left their workplaces and continued with their Pathway with their new workplace. New training packages
were started with the new workplaces, but the number of individuals remained the same
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5.1.1 Allocation to mainstream orACCHO

Sixty training packages were available for mainstream workplaces. Over the course of
implementation and in response to attrition, a total of 117 (195%) training positions were created
for mainstream workplaces. A total of 60 (10a%a)nees commenced the pathway employed in a
mainstream workplace.

Thirty training packages were available for ACCHO workplaces. Over the course of implementation
six (20%) of training packages were created. A total of (3.3%) trainees commenced the pathway
employed in an ACCHO

5.1.2 Allied Health workforce distribution and mix

Just under two fifths of trainees (39.1%, n=25) were occupational therapists and just under one fifth

(17.2%, n=11) were dietitians. Most trainees were undertaking the Pathway in Queensland (54.8%,

n=34), or New South Wales (25%, n=16). All states anitbtegs were represented within the

cohort excepting for the ACT and Victoria. Half of the trainees (50%, n=31) were completing Level 1
and half (50%, n=31) were completing Level 2. Just over four fifths (83.9%, n=52) were employed at
their organisation por to commencinghe Pathway.

Of the two trainees withiRCCHQone(50% was gpodiatrist, andone (50%) was dietitian. Both
trainees worked for the same organisation in the Northern Territory.

Most trainees (83.9%, n=52) were working in a private practice with half (48.4%, n=30) working in
organisations that employ between #® employees. Most trainees (82.3%, n=51) were working in
sectors that provided a mix of services, with 14.5% (n=9) woripecifically in the disability sector
and 3.2% (n=2) in ACCHOs.

Organisations were mostly located in MM3 (32.3%, n=20) and MM5 (25.8%, n=16) areas. A smaller
number of organisations were located in MM6 (9.7%, n=6) and one organisation was classified as
MML1 (1.9%, n=1) but the trainee was located rurally.

5.1.3 Recruitment of allied health professionals

Seventeen new AHPs (Table 8) were recruitenielw positionsin organisationgincluding

withdrawn trainees). This included an additional five physiotherapists, five occupational therapists,
and four pharmacists and three social workers or psychologists

5.1.4 Time in the program

Trainees in the level 1 program took between 11 and 24 months to complete the Pathway with an
average of 20 month&Graphical representation dhe time period that trainees spent in the

program and their status is provided below (Figure 1: Trainee time in the program). Trainees
undertaking level 2 took between 23 and 27 months to complete with an average of 25 months.
Trainees who discontinuedmpleted on average three modules (rang® inodules) before
withdrawing from the Pathway and mosttwvdrew within the first few months, particularly at

month five. Withdrawals gradually decreased after the initial months but persist sporadically until
month 21. Those who persisted past the initial months were more likely to remain enrolled or
complete their particigtion.
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Figurel trainee ime in the program

Did Not Commence
Withdrawn
M Enrolled

o Completed

NUMBER OF PARTICIPANTS

3
1
A
1 1 3 303
2 2 202
1 1

013 45 6 7 8 91011121314151617182021222324252627283134353840
MONTHS

NOTE: The number of months for the enrolled participants indicate their estimated time to compRigase note
the categories represent, trainees whotered the program but did not enrol in any formal university education
before withdrawing (Did Not Commence), trainees vamtered the program and commenced formal university
education but withdrew without completing, those who are currently enroliethie progam with their time in the
program estimated based on the expected date of completion (Enipléed! thosevho have completed the formal
education program as of October 2024 (Complet@le participant who did not commence had a much longer
time periodthat usual beforadeciding not to continue with the program (27 monthghis long lead time was die
an extended time to onboard the recruited trainee, and time allowed to settle into their new locdiéiare they
made a decision not to engage with the program.

5.1.5 Increased number of allied health rural generalists in rural and remote areas

At the end of the follow up period, 15 trainees had completed TAHRGETS, six completed the level 1
education program and nine completed level 2. 22 trainees (Level 1=10, Level 2=12) are expected to
complete in 2025.

Of 62 trainees that commenced the pathway, 37 are expected to completaonstrating a
completion rate of 60% and an increase of 37 allied health rural generalists in rural and remote
areas.

Of the 60 packages for mainstream allied health services, a total of 36 trainees are expected to
complete, representing a 60% achievement rate against the goal of 60 mainstream positions. Of the
30 packages allocated for ACCHOs, 1 trainee is expectediuete.

Inability toreallocate orcreate new training positions in the event that trainees withdrew has
limited overall numbers. This is due to overall program timelines and is explored furthe.
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Participation by

TAHRGETS AT A GLANCE

[Existing Positions]

recruitment type

Participation by
profession Pharmacist

Rural generalist
program levels 1 and
2 participation

[Recruitment Positions]
WithdrawnEnrolled

Enrolled 3 Completed
Withdrawn i 1
22 Did not commence
7
Completed
14

Did not commence
15

Enrolled [l Completed

Occupational Therapist

Physiotherapist

Podiatrist

Social Worker

Speech Pathologist -
[

Exercise Physiologist

Psychologist -

Multi-disciplinary

[Level 1]

Enrolled
Withdrawn 10

15

Completed
6

Recruitment unsuccessful

Did not Commence Recruitment unsuccessful  [JfJ§ Withdrawn

= 0 55 30 35
[Level 2]
Wlth;’:)fawn Enrolled
12
Completed

9

Recruitment unsuccessful
17

Did not commence

9
Recruitment unsuccessful
20
Organisation size - number of employees
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Table3 Training packageBy traineeas ofl15th October 2024

Enrolled Completed Did not Recruitment ~ Withdrawn
n (%) n (%) commence unsuccessful  n (%)
n (%) n (%)

Trainees 22 (18.2 15(12.4) 22 (18.2) 37 30.6) 25(20.7)
Recruitment type
Existing position 16 (72.7) 14 (93.3 15 (68.2) - 22 (B)
Recruitment 6(27.3 1(6.7) 7 (31.8) 37 (100) 3(12
State
QLD 6(27.3 9(60) 11 (50) 5(13.5) 19 ()
NSW 8(36.4) 3 (20) 3(13.6) 17 (45.9) 4 (16)
TAS 1(4.5) - 1(4.5) 2(5.4) -
SA 2(9.1) - - - -
WA 4 (18.2) 2 (13.3 7 (31.8) 5(13.5) 1@
NT 1(4.5) 16.7) - 5 (13.5) 1@)
ACT - - - 2 (5.4) -
VIC - - - 1(2.7) -
MMM location
1 1(4.5) - - - -
2 3(13.6) 3(20) 4 (18.2) 6 (16.2 4 (16)
3 7(31.9 2 (13.3 7(31.9 17 @5.9) 11 (44)
4 4 (18.2) 2(13.3) 3 (13.6) 5(13.9 3 (12
5 4 (18.2) 7 @6.7) 3 (13.6) 2 (59 5 (20)
6 3 (13.6) 16.7) 5@22.7) 7(18.9 2©)
Organisation size
1 2(9.2) 16.7) 1(4.5) 2(5.4) -
2-3 2(9.2) - - - -
49 4(18.2) 3(20) 3(13.6) 6 (16.2) 7 (B)
1049 9 (40.9) 9 (60) 14 (63.6) 16 (43.2) 12 (48)
50+ 5(22.7) 2 (13.3) 4 (18.2) 13 (35.1) 6 (24)
Organisation type
Disability notfor-profit 3 (13.6) 16.7) 3 (13.6) 5 (13.5) 3 (12)
Healthcare noffor-profit - - - 2 (5.9) -
Private Practice/for profit 17 (77.3) 14 (93.3) 19 (86.4) 26 (70.3) 21 (84)
ACCHO 1(4.5) - - 4 (10.8) 1@)
Other 1(4.5) - - - -
Sector
Disability 4 (18.2) 2 (13.3) 4 (18.2) 5(14.7) 3 (12
Aboriginal health 1(4.5) - - 4(11.8) 1@
Mixed 17 (77.3) 13 (86.7 18 (81.8) 25 (73.5) 21 (84)
Profession
Occupational Therapist 9(40.9 4(26.7) 3(13.6) 5(13.5) 12 48)
Physiotherapist 2(9.1) 3 (20) 5(22.7) 3(8.1) 312
Dietitian 2(9.1) 5 (33.3) 2(9.1) - 4 (16)
Podiatrist 2(9.2) - - 1(2.7) -
Pharmacist 3 (13.6) 1(6.7) 5 (22.7) 1(2.7) -
Speech Pathologist 1(4.5) 2 (13.3) 4 (18.2) 6 (16.2) 312
Social Worker 1(4.5) - 1(4.5) - 1(4)
Exercise Physiologist 1(4.5) - 1(4.5) - -
Psychologist 1(4.5) - 1(4.5) 4 (10.8) 28
Multi-disciplinary - - - 17 (45.9) -
Level
1 10(45.5) 6 (40) 9 (40.9) 20 (54.1) 15 (60)
2 12 (54.5 9(60) 13 (59.1) 17 (45.9) 10 @0)
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5.2 Context

Context

Influences

The context in which TAHRGEWES implemented was exploratirough interviews withrainees,
managers, supervisors and the TAHRGETS project @amsidering context enabldte exploration
of factors contributing tauptake, participation, satisfactioand implementation of thé>athwayin
the private sectorln this report, context is considered in terms of inffleical), inner
(organisationalipnd outer(external)in line with theiPARHSImplementation science framework
(Harvey and Kitson 2016).
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wOpportunities for AHPs working in rural areas

Inner context (local . . -
wPersonal and professional drivers for living rurally

wThe Pathway in the context of private and Rgovernment
organisations

wWTAHRGETS accommodations and supports for rural practice

Inner context
(organisational)

\

wPolicy environment

wJnderstanding of the Pathway in the private sector
wGrant funding and timeframes

Outer context < wlincentives to complete the Pathway

wADboriginal Community Controlled Health Services
wNational Strategy Group

wAllied Health Rural Generalist Accreditation Council

N~

5.2.1 Inner contex{local)

Inner context relates tohe immediate context for traineéparticipating in TAHRGET®e majority
of the inner context is describdd the implementationsection of this reporin regard tosupports
enablers and barrierfor traineesparticipating in TARGET$from page28). In this section
specificallythe context of living and working in rural areas is described

RURAL OPPORTUNITIES

Working in rural areas gives early caré¢t opportunities they would not be afforded in
metropolitan areasAHR in rural areagyet to know their clients more and see the improvements
made through the provision of consistent, client centred services. They also have career
advancement opportunities early in their careers and undertake rewarding.wbritinees also
reported rural work is appealing because the people are friendlier and value the work they do

People just tend to be friendlier and also just getting more involved in the community
because you do have more time so you feel lik@y@ctually adding value to the
community not just within work but also outside, and you do get to see people more
regularly than you would in the city so you can follow up and actually see those
improvements which yd&ee implemented which | think is really benefiVIr2).

You do®realise the opportunities in rural and remote, because | just feel like the roles
weren@advertised. One example is my best friend who is a physio in Sydney cannot for the
life of her move from a level 2 to a level 3, whereas Bdods of opportunities around here

to move up as an allied health clinician, which is really exciting and rewarding. So | love living
here, {h going to keep working here and th&eactually great opportunities to move up in

your career. Th& the main thindT14).

REASONS FOR LIVING RURRRQFESSIONAL AND PERSIRWAERS

Interviewed traineeseported living and working in a rural area because of a passion for equitable
health care and a desire to improve health outcomes for rural communities. They described being
passionateaboutworking in rural areas and a desire to work across a broad scope of practice. There
are good opportunities foAHPdn rural areas and they liked being able to see the benefits of their
work inthe community:

| have lived in regional and rural areas my entire life and have seen how difficult it is to
access and maintain healthcare services. | am passionate about servicing my community and
ensuring that someor@ health is not determined by their postcqiéT6).
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Trainees also described personal reasons for working in a rural area including a range of lifestyle
factors. For those who had grown up in a rural area they reported the region as home, being close to
family, good community connections. Others describéova of living regionally and a small

community with everything close by:

This is our home now. V@& moved and established ourselves as a family. The lifestyle and
the type of work@e got as well is good16).

5.2.2 Inner context (organisational)

THEALLIED HEALRYRAIGENERALISATHWAW THECONTEXT GIRIVATE ANIDNGOVERNMENT
ORGANISATIONS
TheAllied Health Rural GeneraliBathwayis arelativelynew conceptandwith the introduction ofa
pilot in private practices from 2018nd the first graduates in 202@s a resultemploying
organisations were largely unfamiliar with tpetential benefits and challenged the Pathwayand
it took time for managers and supervisors to understémel expectations of th@athwayand their
role in supporting traineedn a range of circumstances, organisatichsse to participate in
TAHRGET®t knowing if it would benefit them, gootentially were hesitant tgarticipatebecause
theyassunedA 0 ¢ 2 dzf Rylemii oSy SFTA G

So yeah, that could be that could be tricky for them to see that wait that there might be
benefits if you if thegtickwith it and do it well. Understanding how this is going to benefit
the team. Yo@e regardless of whether that person stays or goes, and s@thaibably a
factor in for their challenge@T).

Interview participantglid howeverreport that rural generalist training is a priority for rural
organisations who requirBHP40 work across a broad scope of practice

As a company providing rural outreach services across Queensland and New South Wales
you need to upskill to be generalist allied health professionals (WMS2).

Asearly participants of th&athwayin private practices, trainees also took time to understand the
Pathwayexpectations, processes and outcomes. They reported needing more guidance, information
and supporthan they anticipatedas they participated. This was especially important for the service
development component of thBathwaywith trainees reporting a need for more guidance about

what was expected of the project warkrainees also mentioned that at times they needed more
support and guidance from KRAH to navigate expectations of athwaywith their employer

Having some outcome measures or milestones or a list of objectives that we want to
meet/reflect on for the projedfT10).

| think initially when | started it was a bit difficult for my employer to first of all understand
what the program was about from a business perspective and then | believe there was
difficulty in accessing funding and just a bit of general confis@would really help me

out or any other future participant if it was just a little bit easier especially for people that
don@knowanythingabout the program at a vén before signing up for the progrdrfeel
like its information that should be accessilidr people to know what is expected and how it
goes alondT25).

Allied health practicem private practice need tmanage staff workload® ensure their businesses

are financially viable. They are under pressure to attract and retain allied health staff in already thin
market, many organisations are paying high wages to attract and retain their staff. While TAHRGETS
gave organisations angentive to offerAHR, the pressure to accommodate trainee study time and
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support for thePathwayis different to public health settings where funding is not as heavily reliant
on billable hours and activity for viability/sustainability

For me personally it was a struggle when | had some timeframes and demands from the
work that needed to get done for clients. It was hard to quarantine a ful(\Way).

And | think that that like to be fair, many of these organizations need that allied health and
professional to hit their targets or th@g going to be notviable. So 8 that@ an enormous
pressure for them too, especially if tfy had to pay more money to get that person in to
start with. So ther@® a real umm, the®@ a real tension like the th@g in a between a rock

and a hard place, | think, yedRT).

High and competing demands in private practice also described by trainees who felt they needed
more flexibility in order for thd?athwayto meet their needs. This included consideration for time
away from the office on remote trips, and support for sole practitioners who found it difficult to
prioritise study time without the support of a team. A range of supports were provided by the
eduation provider and TAHRGHT8ject teambut in some circumstances, it was too challenging to
manage

It was hard to fit in when you were at times away for an entire week. Needed a bit more
flexibility, found it really challenging when asking for an extension and JCU®@veren
supportive(T11).

The way that 8 set up it really comes down to the individual that doing the program and

their capacity. | think SARRAH were very understanding and supportive in their role, in sort of
helping me and supporting me to try and get through the program but it was justfout o
everyon@& control a little i (WTYH).

TAHRGETS ACCOMMODATIDNISSUPPORASR RURAL PRACTICE

TAHRGET®0ject teamprovided organisations and potential trainees with education and guidance
about thePathway they also advocated for theathwaymore broadly to raise awareness and
understanding across the sector:

SARRAH provided me with the opportunity that | had no idea about to start with. | had no
idea about these programs or opportunity and SARRAH was a bit of an advocate in that way,
basically that | could do it and | had the opportunity to do it like evergtsgeacross the

area. And also, giving me that financial and professional support to actually enrol in
TAHRGETS and have a go at something lik@tAiS).

That@ what SARRAH does in already being rural and remote through its structure as an
organisation and they are also our advocates for the sector. If the funding went somewhere
else, @1 not sure how it would be placed. It did make sense for SARRAH to be the distributor
of funds because they get this spgé1).

TAHRGETS was flexible in allowing trainees to move organisations and contiRat¢htivayand
this enabled several trainees to complete tRathwaydespite changing employergr some
circumstancefiowever this was not possible due to the new organisational contéenges to
caseloadr employment conditions

My employer tried to see if there was a way to continue, but we just c@diiginre out a
way to make it feasible with the type of assignments that | was doing in the course, they
required a lot of client involvement, so wé&arally able to keep going. So we did (WT3.
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SomeAHPsvho work in rural areas, live in metropolitan areas and commute to rural areas for work
through outreachbased services. In ¢hcurrent iteration of thescheme, theséAHPswvere not

eligible to participate in TAHRGEBRSecommendation from managers/supervisamasto include

these staff in thdPathway such as througbrganisationsiominatingstaff who predominantly work

in rural areas to be able to participate in the scheme

So,my feedback would be if there was a different scale of documenting that even if that was

a letter or some kind of statement from tleeganisationwe would be very happy to provide

it. Because if that was thease we would have potentially more people interested in

engaging this program. Baigain,L O2 YLJX SGSt & dzy RSNR Ol YR GKIF G @&
who may nhot be as invested and your funding is limited by the nature of how it works. So

GKFG LISNER2YFf FSSRol Ol Ay GSN¥Ya 2F K2¢g 2dzNJ 2|
that (M2).

The TAHRGEpP®jectteam supported allied health trainees across a broad range of experience
levels and circumstanced.large proportion of those who withdrew from thiathwaywithdrew

before commencement but after receiving information about the format and expectations of the
Pathway TheTAHRGET80ject team described the learning they gainglile coordinating the
schemeand the feedback received from organisati@shelpful for identifying suitable candidates

for the future. As TAHRGETS gave pripadetices the opportunity to participate in tHeathwayfor

the first time, there was limited understanding in the sector about the intended benefits,
expectations and program of study. TAHRGETS had clear key performance indicators including the
number of trainees enrolled and completing the scheme. In ordenéet thesandicators the
TAHRGET®oject team worked hard to enrol as many trainees and organisations as possible. At the
time of enrolment, there was no evidence available about who was likedutceed within different
contexts and circumstances. If training positions were available to allied health practices in the
future, the TAHRGEP®jectteam andAHPsmaore generally would be more informed about the
Pathwayand beableto make a more informed decision about their participation.

5.2.3 Outer context

POLICY ENVIRONMENT

As workforce development programs tailored for the allied health professions, TAHRGETS and its
associated progranBuilding the Rural Allied Health Assistant Workfpreere focused specifically

on the development of the rural and remote allied health workforce. This sets them apart from

other Commonwealttf dzy RSR AYyAGAF 0AGZSa AYSR G RS@St2LAy3

TheStrengthening Medicarénitiative responds to the Strengthening Medicare Taskforce
report(Australian Government 2023)Vhile this initiative aims to improve primary care access and
multidisciplinary teantare and includes recommendations to address the overall health workforce,
current policies primarily focus on growing the nursing, midwifery, and First Nations health
workforce. It does not specifically address existing shortages of allied health profdssionaal

and remote locations.

Subsidised funding of undergraduate programs in Psychology and Sociaivd#imkroduced in

2021, and in 2024 additional postgraduate psychology places were announced. While welcome,
these subsidies were not targeted &ldress existingraldistribution orincrease the supply of
workforce to rural and remote Australia.

TheStronger Rural Health Strated$psRHS)ncludeghe Rural Health Multidisciplinary Training
program, the Workforce Incentives Program and a rangstteér programsthat focuson workforce
in rural and remote communities hese programsre administeredby a broad range of agencies
with little coordination between thg@rogramsand notable differences iimplementationfrom
agency to agenoyr state to state.
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1 TheRural HealthMultidisciplinary Training(RHMT) program aims to improve the recruitment
and retention of medical, nursing, dental and allied health professionals in rural and remote
Australig byoffering health students the opportunity to train in rural and remote communities.
By far, most of this funding goes to medical workforce training.

A 2020 evaluation of the RHMT program foumthck oimechanisns supporingthe transition of
allied health and nursing students who have participated in rural training onto a rural career
pathway(KBC Australia 2020)he reporincludedrecommendations for supportive roles such
ascareer guidance and vocational planning, supervision capacity development, early career
support and development of training and career pathwasese types ofupports for
workplacesand earlycareer practitiones are incorporéaed into the TAHRGETS program

1 TheWorkforce Incentive Program Practice Streasffers supporto General Practices to
employor engageallied health professionalsAlied health servie providers are not eligible
receive these incentive payment3heeffectiveness of tis program irimproving opportunities
for allied health professionals to work in primary care settings is unknown.

1 TheRural Health Workforce Support Activity (RHWSakns to improve the capacity, quality,
distribution and mix of the health workforce to better meet current and future needs of rural
and remote communitiedn each State and Territory, Rural Workforce Agencies identify
priorities through an annual Health Workforce Needs Assessment, supplemented by ongoing
workforce planning and engagement at a local les#led healthtargeted ativities delivered
throughthe RHWSAary substantially from jurisdiction to jurisdiction.

1 TheHealth Workforce Scholarship Prograisma scholarship and bursary program for rural and
remote health professionals including allied hegitiofessionalsScholarshipare administered
by therelevantjurisdiction health workforce agency, with some regional differences in
administration noted. Capped at $10,0p8r annum thesescholarships are paid individual
health professiona working in primary care settingsy professional development in areas of
clinical interest

9 TheRural Locum Assistance Prograadministered by Aspen Health, provides locum coverage
for existing workforce to enable health professionals to take leave, including for the purpose of
professional development. It does not directly address rural workforce supply or distribution.

To summarise, while the Australian Government funds a range of rural health workforce
development programs, these programs are administered independently of each other through
different agencies and lack specific focus or targets to increase the ruraéarade allied health
workforce.

Throughout 202 consultations weraindertakenon the inauguraNational Allied Health Workforce
Strategy(Australian Government 2), in draft at the time of writing The strategy will consider
how to better align the supply of allied health professionals with current and future needs.

COMPARISON TEMCARJURAIGENERALIST TRAINING

Medicd RuralGeneralist training positions are a training option for doctors wanting to become
specialist generalists. The program has an excellent retention rate with approximately 80% of fellows
still working rurally 5 years after completiofhe program isighlystructured and includes training,
professional experience, supervision and examinations over approximately five years. On completion
of the training,doctors are qualified as Rural Generalist Fellows and can work autonomously,
unsupervised, register as a consultant and importantly iscentivised as arable to bill Medicare
andinsurers for their workBefore qualifying as Rural Generalist Fellows their work needs to be
supervised and they cannot directly bill for their work.

Government funding is received by hospitals and practices to host doctors in traifirsgsupports
the practice to employ the doctor, supervise them and cover business costs. Practices may also be
eligible for additional payments throughout the training process for supervisors.

Medical colleges deliver the rural generalist programs. Doctors in trainkogmoibute to the cost
of their training programs in addition to government funding received by the colleges.
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In addition, Ruraeneralist Support and Coordination Units are funded in each state with federal
funding to provide support to doctors in training as well as marketing, promotion, mentoring,
coordination of the program overall

Drawing directomparisons betweerural generalist pathway®r Medicine and Allied Healtis
challengingThemedicalprofessionis regulated througla single national registration board
administered through the Australian Health Practitioner Regulation Agency (Atpitamedical
education programs accredited through the Australian Medical Couimcdontrast, here are
currently 10 allied health professioesigible for rural generalist training positions, some of which
areregulated through Ahpra,ral others being selfegulated. Eachprofessionhasits ownCouncil
responsible for accrediting undergraduaducation programsMaintaininga single allied health
rural generalist pathwais critical to ensur¢here isshared understanding aralignment between
the professiongegarding rural generalist skills and competencies

Similar to the medical rural generalist training programs, TAHRGETS s tailored for the allied health
disciplines, providing a supportive experience for new graduate and early career allied health
professionals to develop their skills and competenciesiialrand remote settings, and enabling
employers to develop clinical supervision and workforce development capatitywever unlike the
medical rural generalist training program, there are not yet the inbuilt incentives and system
enablers for AHPs to catete the pathway.

UNDERSTANDING OF AHEED HEALTH RURAL GENERALISYAYN PRIVATEND NONSOVERNMENT
SETTINGS

Allied Health ural generalist training positions arelativelynew and there is generally a limited
understanding otheir purpose amongsfunding bodiesgovernmentsand professional bodies.

There is also a limited understanding of the skills and knowledge required for rural allied health
practice in terms of valuing the broad nature of practice and the complexity of the work managed by
often early career staff

An indirect outcome for SARRAH is the reputation and expertise in relation Rathevay SARRAH

has supported trainees and organisations in every state and territory in Australia and developed a
very comprehensive understanding of Allied Health practice pressures, opportunities and the
impacts of the generali®athway SARRAH has also had the opportunity to engage with allied

health services across contexts and service settings, from small single operator businesses to large
organisations with many staffThis in depth knowledge has enabled SARRAH to represent and lead
the implementation of thePathwayacross Australia

Well, it@ been an opportunity for us to, you know, continue Bathwaythat@ been in the
making for you know, whatl,0 years, a long time to build on the work t@athe already
been established and to build on that pilot program that | was programmed. So | @ink it
positive that wé&e still moving in the righdirection,and | think i€ contributing to
government health outcomeg®T).

GRANTFUNDIN@ND TIMEFRAMES

SARRAH was funded by the Commonwealth Government to implement 60 rural generalist training
positions in private and negovernment organisations. Due to the challenges of recruiting and
retainingAHR in rural and remote areas and the limited awareness and understanding of the
generalistPathway 60 positions translated into over 120 participants in Bethwayand many

more false starts. Organisations had the opportunity to apply for a training position before recruiting
anAHR in some cases, these posits were not recruited into and so the training position was
forfeited. In other instances, organisations appointed an existing staff member to a training position
who declined the opportunity after receiving an orientation to the expectations and natiuifeeo
scheme. Others started theathwayand did not finish. Each time these positions were not
successfully completethe TAHRGET80ject teamworked to reallocate the training position,
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either within the same organisation or with another organisation. TAHR@B]ESt teamdescribe

the challenges of meeting the scheme outcomes and the pressure they felt to retain trainees. As a

result, TAHRGEP®jectteamg Sy i W 62@3S YR 060S@2yRQ (2 SyadaNB i
supported throughout their participation in theathway

We want to see the benefits to the workplaces and the individuals as well. Yeah, &e don
want the withdrawalgPT).

The shortgranttimeframe for implementation meant that at a point in time, vacancies from
withdrawals could no longer be-filled becausehere was not enough time left in the funding
arrangement for thenew trainees to undertake th@athway.

INCENTIVE® COMPLETE THE PATHWAY

Participants discussed the limited incentives for completion of TAHRGET SPashivayis not
recognised by the government, peak bodies or funders of allied health services in terms of extended
scope of practice, qualifications and learning

L GKAY]l FT2N 0KS 32 JSNYYS giin avénQliferatmyconh@tidd G Yy RA Y
the medical rural generaliftathway We®e much, much younger than the medical
generalistPathwayand wele working acros40 professions, not one and so you we @an

apply the same (metricgpT).

Incentives are required fokHPgo participate in and complete thBathway Incentives could
includeendorsement of advanced skilhcreasedesponsibility or practice scope, career
advancement, contract changes or salamgreasesThe medical rural generalist pathway is well
established with a range of professiomald organisational incentivder doctors. Alied health
incentivesand specialisatioendorsementcould be modelled off learnings from the establishment
of medical collegeshere are also no consequences for staff who choose to not complete the
Pathwayas the scheme did not involve a-contribution of fees

Retention is a serioussueand | believe that a commitment to undertattee Pathway
should be linked to the ongoing contract of the employee with the same organisation
(WMS4).

ABORIGINAIO®MUNITY CONTROLLED HEALTH SERVICES

SARRAH worked closely witle National Strategy Groud, AHRGETS advisory committee,
Indigenous Allied Health Australia (IAH#)d consulted witiNational Aboriginal Community
Controlled Health Organisation (NACCHO)raqggébnal, rural and remot&CCH®1to identify
approaches to implementinAHRGETS training position&DCHO(SARRARO23. This extensive
engagement identified thgust oneof the 18 ACCH®consultedwas employing a full team of allied
health staff and theother organisationavere predominantlycontracting externalhlAHRs to provide
servicesACCHB®utilise programor block fundingMedicareand National Disability Insurance
Scheme (NDI®)nding streamdo provideallied health servicprovision Thesestreamspresent a
range of barriers to employingHF including short terlimited and restrictivefunding
arrangements TAHRGETS consultatwith ACCH®Iindicated thattheir main focudor allied health
was building a workforceThe organisations were largely unfamiliar with tRathwayandwere
unsure if thePathwaywould be applicable to therontext In addition, the ACCH@id not knowif
they would have allied health staffat couldcommit toa trainingPathwaythat required up to2
years of service

& Flinders
s University 29



NATIONALTRATEGEROUP

The Pathway is now a recognised and accepted rural workforce development stridtaiglyas
evolvedover time across state, government, private and fgmvernment settingsThe NS®vill be
essential to ensure that the future growth and development of the Pathway meets the needs of
allied healthrural generalistdationally, and across jurisdictions.

Under the guidance of the NSGARRAH has recently developed a roadmap to inform the next steps
to a sustainable generalist pathway. The Road Map builds on the evidence for growing a rural allied
health workforce pipeline and incorporates existing elements such as the formal educatignaim,
governance structures including the National Strategy Group and the Accreditation Council. The road
map highlights where resources are required to support individual AHPs, employers, education
providers and governmenstto collaborate toward a common goal in achieving and maintaining the
highest standards of clinical practice, research and professional excellence in a rural allied health
workforce. Central to the future sustainability of the Pathway, is the establishofea college that

will provide employers with a quality framework for effective teaching and training in rural and
remote locations and provide AHPs with professional recognitilhnwill also connect trainees with
experienced and skilled supervisordanentors and develop recognised pathways for AHPs in rural
and remote communities. SARRAH is consulting with the sector regarding the feasibility of a college
to support the ongoing development of the allied health rural generalist pathway, expandingdeyo
its current focus on early career allied health professionals to incorporate undergraduate rural
clinical placements and ongoing professional development for proficient and advanced clinkians.
college could provide employers with a quality framewfmkeffective teaching and training in rural

and remote locations, connect trainees with experienced and skilled supervisors and mentors, and
develop formal career pathways for AHPs in rural and remote communities.

ALLIED HEALTH RURAL GENERALIST ACCREDITATION COUNCIL

TheAHRG Accreditation Counleds developed accreditation processes and has assembled and

trained an accreditation panel utilising pexisting documents prepared for the Allied Health

t NEFSaaArz2yaQ h¥FAOS 2F vdzsSSyatlyRS vdsSSyatlyR | ¢
HospitalsAssociation (Australian Healthcare and Hospitals Association 2018). James Cook University

has agreed to apply to the AHRG Council for accreditation of their Rural Generalist Program, and the
accreditation panel is assessing the application at the tintaisfreport The council have also

explored different allied health contexts and scopes of practice and have collaborated with

Indigenous Allied health Australia (IAHA) to explore the culturally responsive aspects of the

accreditation standards to identify potential rdifications of the standards following the pilot.

The continuity of the AHRG Council will be essential to ensuring the education component of the
Pathway meets thengoing needs of the AHPs undertaking the Pathway
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5.3 Implementation

Implementation

Resources an Activities Outputs
inputs

5.3.1 Reasons for participating in TAHRGETS

Interviewed trainees were asked to rat®w importanta range obrganisationalprofessional and
personalreasons for participating in TAHRGEES®e for them andthen elaborate on any other
reasondor participating(see figure2 and3). A large majority (84%m=21) rated access taural
generalist progranfeducation componentasimportant when making the decision to complete the
Pathway Post graduate education arichining is expensive and TAHRGETS covered the costs of
tuition which was a significant factor for trainees. Trainak®rated a desire to better meet the
needs of their local community through accessing further education and finding ways to improve
service provision with 80% (n=20) rating this as a reason for participating

Yeah, more just to upskill my services, so to be able to have more impact on patients, more
impact on communitie€T13).

Networksand lifestylewere significant reasosifor participating in TAHRGET®vothirds of
interviewed traineeg60%, n=15¢ited their stronglocalprofessional networkasan important
factorwhendeciding to participate in th@athway A large majority§4%, n=213tated the lifestyle
asanimportant factorwith two thirds of trainees (68%, n=133yingthat already working in the
town was acontributingfactor.

Trainees elaborated oother reasons for participating, sonohose to participate in TAHRGETS to
develop skills and knowledge for generalist practice, they wanted to be able to work across a broad
scope of practice and felt theathwaywould enable them to develop relevant skills for practice

Develop my skills in a rural healthcare context. Being a new grad, looking for extra support in
that rural environmentgWT2.

Protected time to study at work wadsodescribedby several traineeas a reason to. Having time
away from clinical work to study in a busy private practice environment was enticing. Trainees
reported the workload and performance indicators in private practice are high and having set time
each week to do nowlinical work lelped with their overall wellbeing. They were also able to access
more professional development than they would otherwise have received in their organisation

The change of pace. It's really hard and you burn out quite easily in private practice so having
some paid time to do something that waBso mentally and emotionally draining was a
reason as wel([T16.

And | guess thef also that financial incentive where that education is funded, we get paid
for it. Whereas general professional development is capped at a couple of days a year. Yeah,
so that was basically the reason fo(\lWT4).

The factors that were rated as least important when deciding to completé#tbwaywere access
to a new graduate position, having a return of service obligation, having a positive training
experience in a similar community whilst at university, not being able to find employment in a
metropolitan area and employment for a spouse/partner.

& Flinders
s University 31



Figure2 Organisational factors influenciig NI A y' S S dozoniplSt©theRath@ay
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5.3.2 Expectations of TAHRGETS

Trainees were asked about their expectations of Bahway. Most were expecting the Pathway
would enable them to improve their skills and knowledge, particularly in areas that were relevant to
rural practice, for example telehealth, understanding their local community context and challenges
accessing allethealth services. Some trainees hoped the Pathway would build on skills and
knowledge from their undergraduate education and give them a positive start to a rural career, with
a range of trainees reportg feeling unprepared for rural practice after university:

A nice way to start expanding on professional development and learning different skills.
University was very targeted through metro and hospital, coming into private practice in
rural was difficult. Uni training was tailored to a completed different sgtin2).

Building confidence and competence for practice was an expectation of several trainees as well as
opportunities for career advancement. Trainees reported having a qualification or extra training
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might enable them to apply for higher level positions in the future. Some hoped they would advance
and broaden their scope of practice through their participation. Others were hoping the Pathway
would help them develop leadership, project management aridencebased practice skills that

would support their career overall:

| anticipated that it would widen my scope of practice in rural and remote settings and also
teach ways to work with existing services and families to more effectively deliver healthcare
in these settings (WT6).

5.3.3 Withdrawal rates and reasons for withdrawal

At the end of the follow up period 25 trainees withdrew from the program. Of these 15 were
participating in the level 1 program and 10 in level 2; 24 were from mainstream allied health services
and 1 was from an ACCHO.

Considered in context of the 37 expected completions, this represents a withdrawal rate of 40% [a
comment here about being consistent with other evaluations

REASONS FOR WITHDRAWING FROM THE PATHWAY

Among the B withdrawing trainees15 left due to changes in employment and 10 left for personal
reasons. Specificallihree moved to a government positian a rural areathree moved to a
metropolitanemployer, five did not disclose their next employer ande organisation folded

resulting in their four traineebsing their positionsTrainees whaliscontinued theiemployment

were supportedoy the project teanto continue thePathway with their new employeandtwo
traineessuccessfullglid this. This highlights that personal circumstances and organisational changes
were notable factors influencing withdrawals.

Figure 4 Reasons for withdrawal

= Left organisation and/or stayed
rural

» Moved to a metro location

= Moved to rural government
position

Personal reasons

12% 4 = Organisation folded

The seven withdrawn trainees who participated in interviews were asked to explore their experience
of the pathway whichallowed more detailednvestigation of the factors influencing their

withdrawal from thePathway Six of the severeported they would recommend the Pathway to
othersdespite not continuing themselveshethemes exploring reasons farithdrawing will be

explored in detail belown addition,during their qualitative interviewshe TAHRGETS team
describedongoingchallenges with accese supervision and management suppedme trainees
experiencedas contributing to withdrawalghese findings will be exploresithin the themesof
supervision and management suppprovided by organisationsom page 2.

g Flinders
University 33



TIME CONSTRAINTS

The majority ofwvithdrawn trainees intervieweddescribed the challenges of time constraints which

impacted their experience of the pathwalhey described busy caseloadenflicting priorities

work pressuresand the challenge of quarantining study time as impacting their decision to

discontinue the pathwayMany acknowledged that the Pathwand the support they receiveflom
TAHRGETS&nd the universityg SNB 3INBF G odzi GKIG f23Aa0A0Fff& (K.
limited time availability.Trainees consistently reported being overwhelnvearking full time and
studyingandnegative impacton theiroverallwellbeing

Given that | felt overwhelmed by the workload and the impact it was having on me whilst
working full time, | would say that the time allocated for me was not adegveies.

Mainly just time with a busy full time workload. | d@ihink | have angomplaints;it was
more just being busy on my eQd/'T3.

Trainees who did not complete tHeathwaydescribed fitting study time into their work as a major
challengeMany of them reportedhe allocated study timevasinadequate

For me personally it was a struggle when | had some timeframes and demands from the
work that needed to get done for clients. It was hard to quarantine a full day. An@ that
Y2NB 2y YS (KI y IXeltoverhelmedki®e watNah B3ud fof Xoe, and |
just had to make a decision to say that this is not the right path for me at this 81&gé).

The variable study load was also described as impacting these withdrawn trainees time, especially
when assignments were due:

Some weeks at the start of the modules it was fine, but once assignments started coming in
it wasn@enough(WT2).

RELEVANCE

The relevance of the education program was raised as a reason for discontinuing by some trainees.
Reports of content not being relevant to caseloads was raised as well as reports of the content being
previously learnt at an undergraduate level. One traiaés® reported the training program content

could have been more engaging

I going to say n@ The reason for that is®& very personal in terms of, it just felt really

forced, so it did@match with my caseload, if that makes sense. And so by doing that |
couldr2really get the benefits of the case studies and the activities that we were assigned to
do, because of thaiNT4).

FLEXIBILITY

A lack of flexibility in theducation progranstructure wasdescribed by withdrawing trainees as a
barrier. They reported it was not flexible enough ftvem working full timein terms of timeframes
for completion of modules, case studies as®tvice developmenrdctivities Theprogram could also
be more flexible in terms of deferral processes #aking breaks from study

Great course, great content, but just the flexibility and the study opportunit@$ust not
flexible enough when y@e working full timeg In my setting. It obviously works in other
settings but in mgetting, it was just too difficul but everything elsg it was a really
fantastic program.@n just really disappointed | coul@see it thoughWTH.
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CHANGES TO EMPLOYMENT

Some trainees changed employers while participating in the pathway and were unatdgdtate
options for continuing with their new employer despifdHRGETBocesses andtaff being
supportive of thisBarriers included differeremployment conditions¢changedo scope of practice
andlimited relevance to new role#\s the scheme waevailable for privatend non-government
practices, trainees who moved to a government position were ineligible to contiSeeeral of the
withdrawing trainees were hoping to fengage in the Pathway in the future if the opportunity
arose while others reported theinew employment did not align with a rural generalistthway:.

..it's definitely something | will look into again because | really was thoroughly enjoying the
course(WTH.

My employer tried to see if there was a way to continue, but we just c@diiginre out a
way to make it feasible with the type of assignments that | was doing in the course, they
required a lot of client involvement, so wé&arally able to keep going. So we did (WT3.

5.3.4 Supervison and management support provided @mganisations

Supervisors and managesdthin private practices andon-governmentorganisationgrovided a

range ofvital supports totheir trainees. They assisted them to protect and allocate the study time in
their workload and manage their other commitments around study. They provided regular
opportunities to debrief, discuss project work, balarstudy time and maintain motivation and
momentum throughout the Pathwayanagers and supervisors provided a range of flexible
supports to meet trainee needs

We clearly set about in her roster of activities and her default diary, just like you would
schedule in clients we scheduled in the appropriate study time and those sorts of things. So
we were really intentional about having supervision at a specific time,dedicated to her
assignment and project work. So that was very well struct(ivi).

Working across organisations and trainee grolipsas clear to th&F AHRGETS project team could
see how crucial good supervision and support was for trainee success. When trainees received
appropriatelevels of support, the benefits for themselves and the organisation were significant

And we have also seen the impact when the trainee feels really supported. A couple of
trainees were trying to set up a new service in an organisation that was historically not an
allied health service provider. The support and supervision they receiwethis manager
was so great, that they stayed much much longer than we would have exgdigd

Whileinterviewedtrainees who withdrew from the Pathway did not explore this challenge in the
research interviews, trainees who withdrew but chose not to be interviewed, reported support
challenges to the TAHRGETS team as significant. The project team provided extgmsivets
trainees and organisations in an attempt facilitate regular supervision and manager support, but in
some instances this lack of support led to trainees discontinuing with the Pathway

¢CKSNBE gl a 2yS 2NHIFIyAalGA2y OGKIFG adFNISR gAGK
catch ups,a lot of the discussion centred around their frustrations with their perceived lack

of supervision, and how unsupported they felt. It was beyond our soapet involved in

workplaces HRrocessedhut we did have to provide coaching and strategies that they

might be able to use with the supervisors and managers. We also had many meetings with

the manager, just to clarify the requirements of the prograthirlk everyone was willing,

but they had different expectations or understandings of what good supervision and support
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looked like in terms of access, frequency etc. In the end 2 of the trainees left, because they
felt they needed more supervision than they were getti?ip).

SUPERVISION AND MANAGEMENT CHALLENGES

In a number of circumstancemanagers and supervisors experienced challenges supporting a
trainee. Some tainees requied significant encouragement and guidance, this was particularly
challenging when the traineand organisation were not on the same page in termexgfectations
and valuing the Pathway

| dom@think (the traineesaw the possibilities that extended to them after having rural
allied health generalist training so the broadening of their knowledge, the opportunities for
greater employment in the future should they decide to work for other rural organisations
(M8).

Participating in the Pathway was stressful for some trainees and organisations, especially when they

felt pressure to juggle workload expectations and a work life balance. Maintaining billable hours

while also setting time aside for study was a challegdialance to overcomé&everatrainees were

also balancing caring responsibilities outside of work which impacted their experience and support
requirements.Somed dzLJIS NIDA 82 NA NBLR2 NI SR GNIXAySSa RARyQdO &s
anticipated desjte being given permission to do stn contrast, some traineefglt more support

was neededrom their organisatioror they had difficultyfinding a supervisor to support them.

Organisations reportethey would have benefited from more support and clarity of their role in the
Pathwayto enable them to better support their trainees

| think the only thing would probably be that supervision side of things. | guess we got a little
bit of information about it, but maybe if there was someone to touch base with from a
supervisory point of view, maybe like expectations of superXddesl like a lot of my
information came second hand from her and her understanding of the program and the
reporting requirements and stuff like thfiVMS3.

SUPERVISION AND MANAGEMENT BENEFITS
Several trainees reported the support they received from their managers and supervisors was an
enabler for their success in the Pathway

Having (supervisor) help guide us through that was very helpful because if | was to undertake
a project like that | would@2have even known where to start, whereas now | can understand

a lot more, like ok these are a couple of important things that need to get done. | Wbuldn
have thought about certain things before, like costs and how that affects the business and
the company and how that affects care that we can provide and things lik€Ttha).

Supervisors and managers reported they needed to set more time aside for supervision than they

had previously but generally this was not reported to be a challenge. Organisations were able to
accommodate this additional support through structuring time2int & dzZLJIS NIJA a2 NEQ 62 NJ f 2
or doing supervision during travel time:

We definitely had to have time allocated to the supervision of the trainees which then took
away somewhat from the clinical time that the supervisor had on hand, but in general it was
nothing excessive, we di@rfeel like it was too much to hand(#1).

Organisations reported the extra time required for supporting trainees aeaisallybeneficial to
enable them to achieve benefits for the service:
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| didrresent that though because | also love project work, rather than just seeing people

2SN YR 20SNJ YR UGKAY1AY Dyedid KdNdSseydhat@2 G G2 0
probably, over the past 18 months It would have cost me maybe at least 60 hours, but in

terms of looking at innovation and design of a robust therapy approach that is relevant to

2dzNJ F NBI = L GKAME). AdGQa GAYS ¢Sttt aLISyid

They also saw the opportunity to provide extra support to trainees as beneficial in terms of being
more connected to staff and being able to offer more holistic support

So extra support was required, that w&smecessarily a bad thing though, because
a2YSUAYSA @e2dz R2y Qi O2yySOG 6AGK ailtlFF YR &:
staff and it was really positive because then you not only heard about what was going wrong

with study, you also heard what was going on in life or with clients or with whatever they

might be doing at that time, so you provide a greater level of support be@a@sdzQ NB Y 2 NB
available(M8).

There were also benefits in terms of supervisors and managers extending their own critical thinking,
problem solving and professional development. They learned through supervision discussions with
the trainees and helping them with service development gcoplanning

It@ quite a core value to me to promote skills in dietitians so | got a big buzz out of being able
G2 KSt LI 60N AY &Sdally BxgitedkaBoNthelph ISy hxt opportinity in
spreading it to (the region), so that were huge positives. And | enjoy being a supervisor it
gives me more expertise and practice in the d&48).

TAHRGETS project team members sdported benefits for organisations who providedpport
and guidanceo their traineesthey noticed these organisations weable toappreciate the benefits
of staff engaging in TAHRGETS

They can see much more success in the Pathway when they are investing through supervision
and service development. The reason that | say this, is that it is often the workplaces that
have solid supervision practices that come back and ask for more trasthgges, as they

can see where the trainees are doing well, the supervisors are engaged and know what is
happening in the service development sp@eE).

5.3.5 Strategies used by TAHRGETS to support organisations

TAHRGET®0oject teamworked together to support organisations and anticipate their needs. They
developedprocesses to assist organisations to navigateRathway systems for tracking
organisational engagement and support needs and offered a wide range of opportunities for
organisations to get support from the team.

Organisations patrticipating in TAHRGETS were located across vast rural and remote areas in
Australia with high levels of demand and clinical complexity. TAHRB&&& teamprovided
remote support to the organisations in tiathway but it was often difficult to engage with them:

The way we are not very evolved,®galways made assumptions that tiiytoo busy for
us and most of the time that is proven true because yomsettings,and they do@come
you know you make phoralls,and they do®@answer most of the time that is tru@®T)
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TAHRGETS SUPPORT FOR TRAINEES AND ORGANIBATEBISTEAM PERSPECTIVES

To increase engagement opportunities, TAHRGETS utilised a range of strategies including intensive
support at the beginning of the Pathway to build rapport and assist with onboarding and set up of
the trainee in the Pathway. They also utilised a range adioms for communication and were
responsive to organisational varying needs and communication preferences:

| think sometimes @ also just a way of building rapport early on, cause@aften when
they need the suppo(PT).

Once | found | had a connection, had it a communication happening one on one with people.
Then they would stop to take note of what was on offer to them. That it @astil |

actually kind of had a person to person moment that they really understood that there were
all these other supports there for thefaT).

They also undertook mental health first aid training to be able to better support organisations and
individuals who were experiencing distress

And | guess an unintended outcome of all of that has been that at the beginning of last year,
| think it was we all or the end of the year before we all did mental health first aid training
because we do end up fielding these kinds of questions and ceifedin

As a result of the high level of communication and support from TAHRGETS, organisations and
trainees utilised the TAHRGETS project teams for all queries and concerns about the Pathway rather
than contacting the education provider (JCU) for education pmgpecific questions. TAHRGETS
project team reflected on this and reported they provided this additional support to ensure
organisations and trainees were satisfied and supported as they did not want them to be
unsuccessful in the Pathway or feel unsuppditTAHRGETS project team also felt it was confusing

for organisations to know who to contact for different information, with TAHRGETS project team
responsible for the coordination of the training scheme and the education provider responsible for
the educaion program specifically. Examples of queries that should have been directed to JCU were
guestions about specific topics, assessments and learning activities:

JCU was doing the training, and SARRAH was doing the mentoring and support of the
organiation to support the trainees. So that was a very difficult concept to get everybody to
understand(PT).

Balancing high work demands and study requirements was stressful for some trainees. TAHRGETS
project team provided timely support to trainees and organisations as required. Although this was
outside of the scope of TAHRGETS and sometimes the supporecaus not directly related to

the Pathway, TAHRGETS project team had the skills and rapport to support them, and they felt they
were filling a support gap:

IQe had a meeting or an emergency call with the trainee who was just panicked and in tears
because they were negotiating the requirements of the Pathway as well as their patient load
as well as these other courses that their boss had enrolled them initastenand they could

not handle it all. And they just needed someone to talk to and there was no one else in their
sphere removed from their contacts that they could talk to. So they came(RIus

So we were very careful to try and do things that would be easy for them to access and to
engage with them would be a value add rather than an extra t(R1Q.
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Ideally, TAHRGETS project team could field challenges, questions and queries about the Rural
Generalist Program to the education provider (JCU) to improve trainee and organisation experiences
of the training program. In reality, trainee and organisaticmagries were often multifaceted,

complex or not related directly to university topics. The team was also mindful that the education
provider was working with large numbers of enrolled students across multiple jurisdictions and
trainees often required immedte support and guidance which TAHRGETS project team were
available to provide:

2 SQNB UKI G GNRdzof SaK2 2Qwhefeave Dediftéd-bwieenLIZUandi | Y R
directing them to the right teams and stuff. S@ those kinds of things that, yeah, as well as

the enrolment, like the practical logistical enrolment stuff and support around this service
development projects and yeah, lots of things and &abt related to JCU exac{RT).

| think if it was, if they were studying, if they had independently chosen to study the Rural
Generalist Program, then they would go to JC because therédaagbody else. But | think
in some sometimes we are more accessible than JCU and so they cor(leTth us

While implementing TAHRGETS, the project team developed broad and in depth knowledge about
private practice and the kinds of challenges and needs that individuals and organisations were facing
while participating in the Pathway. They developed a rangesfurces and systems to improve

the scheme as it was being implemented. In the future, with more time and resources, better
systems could be developed to help trainees and organisations navigate the pathway and to answer
frequently asked questions

It wasn't until | started sending out emails, like targeted emails to participants saying
remember, remember this bit you got told when you were doing your induction? This is all
available to you at no co¢PT).

Traveling to allied health organisations in the future could be a useful strategy in increasing
engagement and buy in with employing organisations. It could also be helpful in providing more
intensive support for organisations that were facing difficulpesticipating in the Pathway. Face to
face interactions could also enable SARRAH to have closer working relationships with employing
organisations and be able to provide more targeted, meaningful support:

Learning relationships are at the basis of your identity as a learner, and thoug!®@# you

don@have a sufficient relationship within there within the learning environme@tbé

difficult, and especially if rural, | think rural and remote umm, people who are used to doing

that. The people business is quite important. Yeah, | thinigthatr 3+ LIX® 1@/ R a2 L
that whole personal connection, | think more of that on the ground stuff would have. | mean
digital, you know, video calls are good bugoiRe met someone in real life@ta whole lot

different, your interaction and those learning relationships are at the asg

SUPPORTS PROVIDED BY TAHRRGEIEETEAM; TRAINEES PERSPECTIVES

Trainees reportedeceivingextensivesupportfrom the TAHRGETS project tea®upporsincluded
funding individualised supporandguidance and facilitation of the Pathway overall. Trainees felt

they would not have been able to participate in rural generalist training without TAHRGETS .funding
They describethe TAHRGETS project teaskey to keepinthem on track andeingavailable as
neededfor supportthroughout the Pathway:

To make it available to usso give us access to it and to give us some financial support to be
able to spend the time doing the study so@enot disadvantaged doing the stu@iyl13).
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Being very supportive and open communication and have also been in regular contact to
keep us on track and just offering support and guidance with the studies, with the project,
with supervision and | suppose the whole concept is just encouraging ug tivisig.and
working in rural area§T14).

The financial benefit of that paid time to do these extra things and an opportunity to do
something tha® something a bit different to general clinical prac(it&6).

Trainees also described TAHRGETS as being a bridge between the education provider, employer and
trainee, providing support between organisations to facilitate participation in the Pathway and
navigate systems and processes for all parties. Trainees dRGETS were their main contact for

any challenges that arose, coordinating the Pathway and helping them implement their learning into
service based projects and practices:

| think just being that point of contact th@tnot the university, but also helps the university
and the workbased project come together and really supporting that Wmaked project

more, | think SARRAH does that well. | think just being a good point of contact that ties it all
together and makeswse that wele tracking well with the project and supporting wherever
they can for implementing that proje€t19).

TAHRGETS SUPPORTS FOR ORGANISATIONS ANDR NTRNINEHHSS AND SUPERVISORS PERSPECTIVES
TAHRGETS provided organisations with support to navigate their involvement in the Pathway. This
supported included advice and guidance for managers and supervisors in establishing support
structures for trainees, allocating study time and navigating usitiesystems and processes

required for the training program. TAHRGETS project team provided timely support to organisations
to promote successful engagement and completion of Bathway

(SARRAH provided) information on whahe best way to approach the course, what units
should they trainees d@VMS2).

| think the input from SARRAH, was really helpful before and through the pr@gigm

The financial support provided by the scheme also enabled organisations to fund time for study,
supervision and service development activities:

| guess, supporting clinicians from a financial perspective and then also an advocacy
perspective as well for the organisation to be able to allow the clinicians to take a day or half
a day, otherwise with the organisational requirements around KPIs amgisthike that it

would have been quite unachievable for them to partake in the course. That was probably
the key thing WMS3).

TAHRGET&cilitated meetings for managers and supervisors across organisations to receive support
and information throughout théathway Managers reported the meetinggere helpful and

highlighted the complexity of allied health services across rural and remote areas. They were able to
learn from other organisations and developed strategies for supporting a trainee in their
organisation

| like the structured program, and | did appreciate the touch bases that | was involved in like
in terms of extra work for me, the meetings that were helped by the broader SARRAH team,
with update around where the program was at and other people who wieeraanaging
trainees at that particular point in tim@gvi2).
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The complexity organisations faced in terms of supporting trainees to participate in the Pathway was
identified by managers and supervisors who reported that at times they needed more support to
navigate the Pathway. This included simple tasks includingraent processes through to more
complex challenges around supporting a trainee and implementing a service development project in
their business:

Maybe just talk through wh& there, wha® in the programs, how to access the website
maybe, but tha® probably just me as an older persdn $ure younger people just jump on
websites and get around it really quick84).

| didn@know what expectations was for superviganore information for small group or
one on ongS1).

But | guess if there could be some improvements to the course and the communication
between the course provider and the businesses, that would increase our likelihood of
wanting to engage in the training again, because it did help us re@dndi}.

CAPACITY BUILDING

The TAHRGEP®jectteam developed a suite of professional development opportunities for
trainees, supervisors and managers to access in addition tRtinal Generalist Prograwhich

aimed to build organisational capacifihere were 3 enrolmentsacross 1ktapacity building
programsover thefollow up period.Programs wergailored to rural and remote allied health

practice andvere offered online with a range of synchronous and asynchronous learning activities
provided Participants participated in at@l of 1056 hours of capacity buildiagtivities across the

11 programs Trainees accounted for the majority of enrolments (58), followed by Managers (21)
and Supervisors (18). The most popular courses were Project Management (27 enrolments: 21
Trainees, 3 Managers, 3 Supervisors), Leadership (24 enrolments: 10 Supervismageéns| 7
Trainees) and AHA Models (18 enrolments: 9 Trainees, 5 Supervisors, 4 Managers). None of the
other courses had Supervisor enrolments with a total of six or fewer enrdsreaser three years
within each course. Courses like Mentoring and Productive Habits had minimal participation, with
only 1:2 enrolmentseach.Further analysis of participation and trends over time can be found in
Appendixb.

Table6 Capacity building program enrolments

Course Name Manager Supervisor Trainee  Total

AHA Models 4 5 9 18
Effective Presentations 1 3 4
Good mentor 1 2 3
Grant writing 3 3 6
Growth mindset 1 4 5
Leadership 7 10 7 24
Mentoring 1 1
Non-negotiables 1 4 5
Productive Habits 2 2
Project Management 3 3 21 27
Toolkit 2 2
Total 21 18 58 97

# Some participants enrolled in multiple courses, contributing to the overall higher enrolment numbers.
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Organisations had the opportunity to participate in as many of the capacity building programs as
theywished,and programs were offered for no chardgef the respective groupspanagers had the
highest proportion of multiple enrolments (50%), followeddopervisors (20%), andainees (2%).

The overall enrolment was 13% higher than the number of unique participants, showing some
individuals across roles enrolled in more than one couf#ddRGETS project team explored
organisational contexts and complexities with managers and supervisors and matcheavitiese
available supports and training for their individual circumstances

There® a couple of times where one of the projects staff would say to me this this manager
needs some support or this training needs could do the project management course like
there was a bit of that going on, just a little bit of needs identification as wd aleng. So

that was that was very good. So, the communication amongst the yeah, that was good, yeah
(PT).

Although initially intended for managers and supervistrs, TAHRGETS team opened courses up
for traineesas wellafter demand became evident

But when we had a targeted it at the team around the trainee, but when the trainees came
and said, oh, can we do this? It was like, well, yeah, | guess if you want t@® thereason
why you caf® but that wasour intended target audiencdT).

Capacity building participanteedback

Half of the managers and supervisors interviewed (50%, n=8) participated in the SARRAH online
education offerings and all these individuals rated the education offerings as eight out of ten or
higher.Many of the managers and supervisoeported that they were too busy and time poor to
engage in training for themselves. They reported that supporting the trainees to manage their
allocated study time and participate in service development projects was their main focus and there
was limitedtime for their ownprofessional development:

This is not really a criticism because | thigkrigally my own fault, it took me a while to sign
up and get on to your website and look at these programs and that purely, | justithgde

time, | really wanted to do it and get into it and do other programs as well and it just felt too
much for me and th& why if2 taken me so long to get onto the leadership one, | needed a
bit of space in my liféS4).

Of the managers and supervisors who described their participation in the capacity building
opportunities, most had participated in leadership and project management courses offered by
SARRAH. The courses available were reported to be useful, high godliglevant to private

practice. Anecdotally, organisations also reported to TAHRGETS that they valued the allied health
and rural and remote specific nature of the courses, in comparison to other courses they had
completed which were more generic andddargeted to their needs:

L o1& NBIFIffte AYyGSNBaAaGSR Ay GKS fSIRSNAKALIE 0!
really just sort of floated along an@Inever envisioned myself as a private practice owner,

YR KSNB L FY®d {2 L GKAY]l KFE@Ay3 I FNIFYSs2N]
ALISSOK LI GK2f23Aad0dx LQY y20G | YFylF3ISNI o6& (NI
was cool(M6).

As TAHRGETS was implemented and the project team felt the outcomes were different to what was

originally anticipated. Initially the team had envisaged the outcomes of TAHRGETS would be include
improved recruitment and retention but on reflection, the prilpaoutcomes appear to be increased
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capacity. Capacity for individuals to deliver services to their consumers and capacity for
organisations to meet the demands of their local communities:

| think wele meeting the needs in this came back to my comment around the service
development project where | think we are meeting needs, but we never said that there were
needs to start with is around the capacity of the organization around the capacity of the
workplace and the capacity of the individuals, both the trainee and the individuals in the
workplace. | think that is where thathwayhas potential to meet the needd/e can use

this Pathwayto increase your workplaces capacity, but we have nilkeed about it in that

way (PT).

NETWORKING OPPORTUNITIES

Of the trainees wha@ompleted thatwere interviewed, seven (28%) participated in networking
opportunities provided by SARRAH. Only one of the trainees that withdrew froatinsvaytook
part in the networking opportunitiesThey described benefiting from online discussions and
notifications from TAHRGETS and feeling less isolated knowing support was available:

It was beneficial knowing that | wa®mn on it on my own, there were other people in similar
situations(T14)

When asked about engaging in these networking activities, trainees overwhelmingly reported that it
was challenging to fit in these additional opportunities on top of study commitments. Trainees did
not prioritise networking as they were focusing on thedstwequirements in allocated time which

they felt were more important to complete. Some trainees reported a barrier to engagement was
the focus on online networking with a preference for faoeface opportunities. Having the

opportunity to build rapport vith other trainees in person would have make it easier to maintain
networks online. It was also suggested that in the future, networking opportunities could be offered
between modules in study breaks or locally:

| didn@have time. All my time was chewed up with study. | think the way it was offered |
would have accessed if | had time to do so. | just felt too stressed and too pushed on time
(T12).

| just do®love spending time on my computer when | @oreed to. So doing that online

social networking thing @ not going to engage in that. And | think even through JCU there

was a lot of opportunity for people to post in discussion boards and basically no one did |

dond (y26 6KIG @2dz O2dzZ R R2 RAFFSNByidftes L (K7
think maybe just sending out a list, if people are happy, of people within a half hour radius or
something if there are other people in thedbarea that are doing the program so that if

you wanted to you could do-erson catch ups for a coff€€19).
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5.3.6 ¢ NI A sfushybtimeat work

Most traineesinterviewed(64% n=16 quarantined an average &6 hours a week to participate in
the activities as part of thBathway Five out of the sevetrainees who withdrew quarantined an
average of 3 hours per week during work time to participate in the activities as part of the
Pathwaywith one trainee spending-2 hours and the other trainee spending 7+ hours per week.

Figure8 CompletingTrained tilne spentper week on activities of theathwayduring work hours

1-2 hours
20%

5-6 hours
32% 3-4 hours
32%

STUDY IN NGNORK TIME

Trainees participating in TAHRGETS reported a wide range of hours spent studying in their own time
with around half (54%, n=13) spending up to 4 hours a week with the other trainees (48%, n=12)
spending more than 5 hours a week studying after hours. Tofdlee seven withdraw trainees

spent 2 hours per week on activities of the Pathway during-aark time with a further four

spending 5 or more hours per week. This was challenging for trainees who were juggling family and
other personal commitments:

I@ in the car 2 hours a day to get to and from work, trying to plan a wedding, my time
management as a futime worker, if2 a lot more stressful to be doing study as well,
however 4 days was a perfect balance with SARRAH and 34 hours of clinical work was
perfect. | would commend people working full time and studying and doing the program
(T14).

Figure9/ 2 Y LIt S G A y 3 -wibrkiihgindeS3ett er wek/on activities of the Pathway
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7+ hours
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STUDYIME ENABLERS

Protected study time was a significant enabler of TAHRGETS. Having the opportunity to undertake
study related activities in work time was a key component described by traimesggersand
supervisors. Trainees who were able to prioritise and structure study into work hours reported this
was an enabler for their success in hathway They reported employers who were flexible and
supportive of the study time contributed positively to their experience inRlaghway

| think we had really good structure, like we, at our workplace had to block out times when
we were going to work on it through the work. We had our meetings scheduled weekly with
everyone in the tean$o,l think it was implemented quite wéiVT3.

Trainees also reported having time to implement service development projects was an advantage as
they wouldnot normally havenadtime to invest in high quality project workhey also had time to
invest inthe development of their skills artie development of their service

Private practice is reallyusy,and it@ probably underfunded so having dedicated time to put
towards a big project such as ours and actually see it get off the ground washexadificial,
and it probably would®have happened without {{T16).

Time away from clinical caseload to develop the service, diversifying my skills to reflect a
diverse rural population, having the time to assess community n@édds

Managers and supervisors also reporteainees warmlyeceivedthe quarantined study timegand it
enabled them to enjoy and invest in tiRathwayas they had dedicated time to focus on their
learning

| think it was, yes. Being involved in the TAHRGETS program megnathatof trainee]
had more time to invest in the course itggifSM3.

Interview data suggests that some trainees found they were able to manage their study related
activities in their quarantined time at work while others found it more difficult

It was mostly adequate but sometimes | had extra readings to do and would maybe need to
spend a bit of time outside of work to do them or not do them at all in rare ¢a%23.

STUDYIME CONSTRAINTBARRIERS

Time constraintst work negatively impacted NJ- A abifityté i@plement their learnings into

practice and get the most out of tHeathway Trainees reported negotiation with the employer was
required to set aside time for study alongside the demands of pripedetice,but a range of factors

impacted on their ability to do thiFrainees reportegbrivate practice work is demanding and

complexandi KI i GKS& RARY QU Kdcgnipletd sfuelydrslared ieduive®ents i & 2 NJ
Some reportedsperding considerable time at home studying to pass the modulesome

instances, trainees fethey wereunable to get the most out of their learning because they were
focusingon passing the modulesther thanhaving time to reflect on their practice arithd ways of
implementing their learning into their work.

More time allocated to study within working hours so that we could get maximum benefit
from the subjects rather than just the minimum scraping through to (BEE3.

It was not adequate at all. There was a lot of time spent outside of working hours even just
to pass the course$o | had to give up trying to do well in the courséecause | just did not
have the physical hours...... time to do it W&lL3.
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5.3.7 Managers andi dzLJS NJBekcapfoNgiofstudy time

Managers and supervisors also reported it was challenging for trainees to fit study requirements into
allocated hours with suggestions that more time should be funded. They described the challenges
associated with studying out of work hours and the negatmpact this had otrainee<bverall

wellbeing. It was particularly challenging for trainees who were new to a workplace or had young
families with reports of overwhelm and competing demands. In some instances, managers and
supervisors had allocated sty time but the trainees prioritised clinical work and so this was not
always utilised. Managers and supervisors supported trainees where possible, but it was too
overwhelming for some to continue

Fitting in study with full time work and the start of the program was very difficult because it

64 F oAl 2F F NHAK FyR (KIFGQ&4a sKSEPt 68 240
0§KSANI KSI R AndNtBedztfidR challénges ®dieXiting project work in with the
study, withthe fuli A Y& 62 NJ Ay F sl& GKEG GKS& RARY QO

streamline it all to make sure they had work life balance. So even though there were
challenges they could be overcome and planned ford@éswlissed and modifigt18).

Time constraints also negatively impacteginee<ability to implement their learnings into practice
and get the most out of th€athway

More time allocated to study within working hours so that we could get maximum benefit
from the subjects rather than just the minimum scraping through to pamg@Q about it

(T12.

5.3.8 Sevice development projest
Forty-seven service development projects were undertakdost of theprojects were undertaken
by one traineawith five of the projects being undertaken pwirs or groups of trainees.

Projects had a variety of different outputdlost projectsdelivered interventions odeveloped
resources to baised by other AHP8 practiceor to inform future services and/or trainingror
exampleone speech pathologist trainee developand deliveredan oral language program to
support oral language for studenits akindergarten in ariMM7 rural location After the
intervention, theschool purchased the programasources @ be delivered by teaching staffhe
speech pathologist trainee provided rematapport after the projecfinishedto help the teaching
staff continue to deliver the prograrwhilst funding was available

Theye really excited about it and want to learn moré&n.hoping like, yeah@h touching
base with them remotely, but | just feel like that process would be better if we were still able
to be involved as closely as we were last J&8y.

Other projectsalsodelivereda variety ofinterventions in the communityoften to areas where

services would not have been delivered if the service development projects were not undertaken.
Onetraineeset up a clinic fodiabetes managemeg A G K | a2y S aG2L) aK2LX aide
referral pathways to other clinicians. Thdinic isstill ongoing and runs once a week. The clinic has

led to increased access to a diabetes nurse educator, improved diabetes control and improved

wound healing, and has also strengthened refepathways to the local hospital and reduced wait

time for patients to sea podiatrist.

Other projects whilst not ongoing provided vital servicepatients who would not have received
the service if the project had not taken place. For example,pogect involved gharmacist
trainee deliveing screening and smoking cessation assistangeatientswithout a feewhich would
usually incur a cost for the patiemhilst still being profitable for the pharmacy:
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The bulk of pharmacy services work, cholesterol screening, blood sugar screening, all that,
you charge the patient a fee. Yeah. | didmarge the patients a fee here, and we still make
money. So th& actually quite innovative and differefig).

Other projects built upon existing services to increase service provision. For exardjgétian

traineeSELJ YRSR | 62YSyQa O221Ay3 LINRINI YThi® & LINB DAY :
additional session helped support management of diabetes to minimise the associated

complications to both pregnant mothers and their babies.

Nearly all the trainees interviewed (96%, n=24) had completed the service development project.
Most trainees (91.6%, n=22) stated the service development projecawaseficialexperience
(rated as six out of ten or higher) with an average rating of 8.6 out of 10. Nearly all the trainees
interviewed who had withdrawn (6 out of the seven trainees) had commenced a service
development project before they withdrew from tHeathway For further detail about the projects
undertaken please see Appendix
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5.3.9 TheRural Generalist Progrageducation component of theathwaytrainee

perceptions
The trainees interviewed were asked to rate their experience oRbeal Generalist Program
(education component) from very poor to very good against a list of factors including relevance,
access to course coordinators, timely access to learning materials, feedback from course
coordinators, profession specific content, mix of available modulestiae enrolment process. The
KAIKSad NIGSR FFOU2NER ONYGSR a SAGKSNI w3zz2RQ 21
n=24), access to coordinators §@2n=23) and mix of available courses/modules (88%, n=22). The
profession specific content and the enrolment process were rated the lowest with 60% (n=15) rating
LINEFTSaaAzy aAaLISOAFAO O2yiSyid Fa WOHSNER IT288RQ 2 NJ W:
WHSNE 3I22RQ 2N W3I22RQO

FigurelO Ratings of factors of the Rural Generalist Program
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TRAINEE REPORTHBLLENGBSITHTHERURAL GENERALIST PRO@DUWCATION COMPONENT)

Trainees described challenges relating to the RGP that impacted their experience of the scheme

overall. Consistently, participants reported they would have liked more engagement within the

content of theprogram,including more interaction, guidance and feedback, more interesting and up

to date content woven into the modules. Some trainees reportedRhghwaycould be improved

with more structure. Completion of modules required significant-dekcted learning and initiative

to search for and synthesi€&€@A RSy OS yR i (GAYSa (KX LINRPINIY RA
expectations in terms of providing enough support for learning:

One of the subjects, neurological conditions, | thowghtthat will be good w@ go through

and learn about different neurological conditions and the impact of that on different aspects
of life¢, but it was actually no you just pick and go and research it yourself and do an
assignment and | just found that kind of a waste of time to be honest. | jufRthdhthat

was particularly helpful or relevagt19).
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to their previous level of knowledge. Trainees reported the program may have been more suited to
hospital based or public serviéHFs or larger organisations with a larger client base:

It didn@match with my caseload, if that makes sense. And so by doing that | @relalihy
get the benefits of the case studies and the activities that we were assigned to do, because of
that (WT4).

Some AHPs suggested more profession specific learning in the program would have enabled e them
to specialise their skills within their field

Maybe to advocate to JCU for some more profession specific subjects to be offered, rather
than just general allied health subjects, some more like specific dietitian or specific OT or
whatever the profession {§12).

While the project management content was highly valued and useable, some AHPs suggested it may
be more helpful to implement a wotkiased project at the end of thRathwayafter completing the
coursework modules. It is also important to note that this was not consistently repatetimany

trainees enjoyed the concurrent combination of coursework and project activities

Now that @ done the training, | wish that we had done the uni degree first and the training
on how to deliver the projectthen at the end deliver the project with the knowledge and
training already dongT3).

MANAGER AND SUPERVISOR CHALLENGES RURATKEENERALIST PROGRAM (EDUCATION
COMPONENT)

Several managers reported challenges with the fihefrural generalist prograrfor their service

setting. At times it was challenging transferring the learning to private practice. Managers reported
the program content appeared to be directed at public sector work and managers suggested the
modules could be finessed to align morahwprivate practice work. There appeared to be some
modules that were more relevant than others and this was dependent on a range of factors. Having
a choice of topics enablddainees to focus on areas of interest and relevance which was helpful:

| know that she said some modules through JCU were really useful and others not so much,

YR AdQa LINRPoloftée o0SOFdzasS AiGQa NBtS@ryd G2 2
to reflect on local cultural implications for the Aboriginal commaasitn our region and

LINROFoOof& 2dzad RNAEf Ay 3 R20hge happenedwitiod o6 A G X (0 KI
needing to submit a university assignment, so that and of course we actually did a whole

team training based on that and that was really quite poiwk{M®6).

lf0K2dAK AG 61L& FOly26t SRAISR (KIG GKS LINBINIY O3
across a hugely diverse rural scope of practice, trainees found it difficult to maintain motivation

when the activities or information was not relevant to theurrent practice. Managers suggested

the program could be more flexible and include more content to improve the relevance for different

practice areas and trainee needs/preference:

Different for different participants as their needs a@#he same. Concept of the program is
ANBIGE GKS gFe AG 92Nl a Aa a0NIAIKOGF2NBI NRXZ
right because it is quite rigid and do@&suit adult learning environment alwaySome of

the modules were a bit lean on the contént4).
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5.3.10 Costs oproviding theTAHRGE TS ogram
Project management and support was providgdstaff employed by SARRAl a $976,157.73
budgé (it should be noted that theupport TAHRGETS proviti&as run concurrently witla similar
project BRAHAWith project personnel shared across the two projéctis is equivalent to
around$14,000 per Traineenrolled in the programThe project staff provided5296 hours of

work per yearaveraging2.6 FTE per year in support.

Table7: Funding Provided by SARRsid Costdo organisationgprovide TAHRGETS per participant

Component Mean (SD) Median (IQR) Min Max
Funding Provided by SARRA
Workplace Training Grant $18,407 ($14,862)  $16,582 ($18,760)  $0 $51,600
Tuition fees $8,957 ($9,809) $6,400 ($13,500) $800 $32,080
Coststo Organisation
Trainee Salary $10,596 ($9,243) $9,351 ($13,127) $3,400 $34,776
Lost revenue from NDIS $54,950 ($54,386)  $42,422 ($91,037) $19,120 $22,6418
Lost revenue from MBS $26,783 ($24,321)  $23,045 ($33,886)  $9,990 $102,168
Level 1 Participants
Funds Providedby SARRAH
Workplace Training Grant $11,634 ($9,300) $8,600 ($15,943) $0 $28,659
Tuition fees $3,714 ($3,586) $2,400 ($6,400) $3,332 $11,200
Cost to Organisation
Trainee Salary $8,601 ($7,737) $7,826 ($8,944) $3,400 $31,878
Lost revenue from NDIS $48,339 ($46,894)  $40,032 ($66,920) $19,120 $179,249
Lost revenue from MBS $22,500 ($21,131)  $19,361 ($21,472)  $9,990 $79,662
Level 2 participants
Funds Provided by SARRAH
Workplace Training Grant $24,468 ($16,335)  $21,500 ($32,155) $0 $51,600
Tuition fees $14,345 ($11,201)  $14,548 ($22,510)  $3,332 $32,080
Costs to Organisation
Trainee Salary $12,843 ($10,158)  $12,342 ($16,157)  $4,409 $34,776
Lost revenue from NDIS $62,871 ($60,648)  $50,190 ($95,057)  $30,088 $226,418
Lost revenue from MBS 31704 (26539) 29419 (42577) $7,088 $102,168

Abbreviations: IQR, Interquartile range, SD, Standard deviation.

NB: Three methodologies of calculating total costs are included in the table. All incorporate the cost per participant of tl
organisational grants and tuition. Additionally, total cost (salary) has the cost of trainee time valued as the cost fersalar
work study time. Total cost (NDIS) has the cost of trainee time valued as lost potential revenue to the organisatiodSisir
prices for the profession. Total cost (MBS) has the cost of trainee time valued as lost potential revenue to the anganisa
using prices from the Medical Benefits Schedule items for the profession.
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Among the largest mean cost per participant for thathwaywas the cost of lost hours of billable
time to the organisation. Depending on the perspective taken for valuing the trainees time this
accounted on average for between $10,596 (for the salary costs only) and $54,950 (when
considering lost revenue from NBbilling) for the organisation. Mean costs of the trainee time was
larger for the Level 2 trainees compared to the level 1 trainees on average.

Workplace Training Grantgere provided to Organisations support implementation of the
program, including compensating for study time for the trairggpervisor time, and supporting the
service development projects trainees undertook as part ofgtegram. On average, th&orkplace
Training Grantsvere sufficient to cover the salary of the traire@ v fartnight df3$uNy tine
with a minimalamount for the supervisor time or service development project

Tuition fees were covered by SARRAH through the Commonweaating.Mean costs for tuition
for the level 2 trainees ($14,345) were on average much higher than those for the level 1 trainees
($2,400).

The range of costs for all categories, including tuition, trainee salary, and lost revenue are all highly
variable between participants, indicated by the large range of minimum and maximum values, and
large estimates of dispersion around the measures afre¢ tendency (i.e. the standard deviation

and interquartile range).
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5.4 TAHRGETS outcomes

Results

Individual |Broaderimpacts
outcomes

5.5 Trainee(individual) outcomes

A large majority of trainees interviewed @2n=23 stated their expectations of thBathwayhad
been met and all agreed that they would recommend Baghwayto others. Just over half of the
trainees interviewed who withdrew from thBathway(n=4) felt their expectations of theathway
had been met and six of them would recommend Bathway

w

Most of the managers/supervisors interview@B%, n=15)said KS& ¢2dzf R 06S Wf A1 St &
to recommend thePathwayto others. Twaoout of the four supervisors/managers of trainees who

had withdrawnthat wereinterviewed wouldrecommend thePathwaybut only one ofthese
managers/supervisors was intending to apply for furtRathwayopportunities for employees in

the future.

5.5.1 Competence and confidence

The interviewedtraineeswere asked taate their competence and confidenagorking as a rural
generalist AHP prior to theainingand afterthe training. All the trainees ratetheir competence
and confidenceas improvingafter they completed the trainingPrior to the trainingthe average
ratingfor competencewnas 5.9 out of 1(thisincreased to 8.4 out of 18fter the training.The
average confidenceating was5.3out of 10before the training and this increased &3 out of 10
after the training.Mosttrainees (926 n=23 thoughtthe Pathwayhad enhanced their clinical skills.

Trainees described thgairing ofconfidence to tackle problemand try new ways of working
through a formal education programAHPs advanced and diversified their generalist skills for
practice

TAHRGETS gave me the confidence to take on and challenge myself a little bit more in terms
of yes,| can do some further learning in that real high standard education, not just that
generic soft tissue management or you know those sort ofd@R@se quick little

workshops. It was nice to have that confidence to actually take on something with a bit more
meat to it(WT5).

Figurell¢ N} Ay $3Qa | GSNI 3S NI dGAy3Ia 2F 02YLISGSYOS HyR 02y 7T
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AIAYGSNIBASSHESR YIylFraSNA YR adz2ZJSNBA&aA2NE 0SftASOSR
LI NOAOALI GAYy3I Ay ¢! 1 wD9¢{d ¢KS FF@PSNIIS NIrdGAy3a 3TA
competence prior to the training was 6 out of 10 and this increased4m@t of 10 after the
GNFAyAy3od | fFNBS YI22NRGE 2F YIFylF3ISNAR FyR &dzISN
confidence had improved since completing Pathwayp hy S YI yI 3SNJ NI 4§SR GKSAN
confidence as not improving but had already ratel S G NI Ay SSQa O2yFTARSYyOS I &
prior to the training. The average rating for confidence was 5.3 out of 10 prior to the training and

this increased to 8.2 out of 10 after the training.

Figurel2a I yF ASNJ I YR &adzZLISNIA&2N) | GSNIF IS NI GAy3Ia 2F GNI AyS¢

5.9
5.3

Rating

Competence prior Competence after Confidence prior Confidence after

Through participating in TAHRGET&nagers and supervisors noticAtPs developed confidence

in their roles, confidence to make decisions, advocate for others and work with more autonomy.
Confidence was also gained in sourcing up to date evidence and being able to justify their
approaches to practice. Some managers g trainees were able to work in more isolated
locations with confidence and in areas with less structure and support. These gains in confidence
were widely reported by managers and sugisors as significant for their organisation:

| think you can just tell they feel confident in their new knowledge, and that backs up their
clinical skills and judgement for working within their area. Knowledge is more up to date,
they®@e more confident in what th&e providing is up to date and corrd49).

Competence development was also observable for managers and supervisors as trainees became
more skilled. It was clear that trainees were working hard throughoufthtnwayto develop and
implement skills for practice. This was facilitated by a combination of education and practice
experiences that complimented each other. Trainees became competent in identifying and
overcoming barriers to service provision and had the oppaty to develop specialised skills in
particular clinical areas of need for their service:

She worked really hard and certainly improved over time during the pro@/&in

odzi AdQa NBIffe O2YAy3a FNRBY | NBFHffe 3I22R dzy|
f200A2Y YR A0Qa AYLIOGA FYR Ff&a2 LINRPOlFOf & |
service provision has been really positive, so | feeylilgeh 6§ Q&4 6 SSy NBIF f),f &8 dzad S1

odzii Ad0Qa Fftaz o0SSWME).dzaSTdzZ F2NJ 0KS NBad 2F dza
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5.5.2 Skills and knowledge for practice

Interviewed trainees reported the TAHRGETS gave them the opporturdonsmlidate knowledge
from university into rural context as an early career practition€ne program content enabled the
development of skills that AHPs felt they were lacking in or required further developriiéet.
program also enabled trainees to solve problems and ovagecolinical challenges as an early career
professional:

So for me it felt like it was a really great way to cement some of that information we touch
on at Uni and then expand on it a bit more through this prog(afii4).

Skills in areas that | previously was very much lacking skills in, so | was able to upskill in
things | was needing to upskill (fi12).

Participating inTAHRGETéhabled trainees to develop relevant skills and knowledge for practice.
Traineegdescribed developing skills in leadership, project management, telehealth evidence based
practice, critical thinking and cultural responsiveness. Haéitawaysaw participants developing

broad skills and knowledge for rural practice both within and outside of their own allied health
discipline area. AHPs reported expanding their skill and knowledge in relevant and evidence based
areas. They were then able tolp their learning to practice through relevant coursework and
projects in the workplace

Greater experience, more learning opportunities. More experience in a range of different
conditions and disabilities and how to manage different intervent{®ag).

Knowledge, building competence in delivering physio to rural and remote areas, Being aware
of most recent developments in chronic disease manage(mént

Lot of projects they gave made it relevant to the workplace and \(izR).

The following chart outlinethe traineegXatings of theskillsthey believedwere most developed

through participating in TAHRGET8etopNJ 6§ SR a1 Affta OGNI AySSa NB&aLRYF
RSIf Q0 ¢SNB 02y TARGSNEDProjeey maNddghidertt (412000 A OS 06 H
consumer/client engagement (8@ n=20, client relationships and communication @0n=20 and

leadership (804 n=2Q.

Figurel3 Trainee skills developed as part of thathway

Confidence in Rural Practice
Project Management
Consumer/Client Engagement
Depth of knowledge and skills in specialty areas
Client relationships and communication
Time Management [l
Leadership
Working in a MDT 1IN
Skill sharing and interprofessional practice
Caseload Management [N
Working with allied health assistants  IEEGEG_G___—_——_S

0 10 20 30 40 50 60 70 80 90 100
%

W Not at all Very little Somewhat Quite a bit A great deal
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Managers and supervisoperceivedTAHRGETS as an opportunityAétP<o develop generalist
skills that are relevant to rural practice, particularly where there is limited support and challenging
situations to work through

| think that the norclinical stuff is the really important stuff when @etalking about rural
generalism, and th& where we get people in that are that are early career professionals

from being you know at a new grad level to being competent to you know, provide a service
inadifficultt Yy R RA Y OdzZ G &Sk y JAnd thafd khe impoNtahtstBHPT)a dzLILI2 NI

A range of organisations found TAHRGETS to be a good fit for their staff. The learning was applicable
to their service and the consumers they worked with. Consistently, managers reported trainees
gained broad critical thinking skills. Their ability tovegdroblems, analyse situations and manage
complexity improved over the course of tRathway Their time management was also reported to

have improved. These skills were reported to be imperative for delivering services across rural
settings:

And | would say their level of analysis improved, like as opposed to A plus B equals C, just
d2YS ONRBIRSNJ dzyRSNEGIFYRAY3I GKIFIG €tAFSQa I 0Ad
upon that kind of setting, was what came across from that perspe(@2e.

| think the training probably did give them some skills in critical think or thinking outside of
the general line of their professional which obviously helped in a rural back gaiting

Managers also found that with traineescreasingheir broad knowledge and skills for practjce
their scope of practice expanded, they had a betiaderstandng ofthe roles of others andvere
able towork more effectively with colleagues aadrossthe organisation

| guess just expanding their scope of practice, just understanding their disciplines within
more of a rural and remote context (WSM3).

It just helped shift them up. | think the bit that | particularly appreciated was the units that
helped the broader business models. And so that helped them look beyond just the dynamics
of what are the skillsets of being an occupational therapist, tonggiein the broader setting

so that was a very steep learning curve for them and was well received by them (M2).

5.5.3 Qualifications and learning opportunities

Managers and supervisors reported the opportunity to gaiqualification and participatin formal

post graduate educatioagreat advantage of undertaking TAHRGETS. They felt trainees were able
to benefit not only from undertaking education and training but also being recognised for this
through a qualification or university certificate. This was reported as being more \alteini

traditional professional development courses offeredid:

{2 GKS FI Ol couskputitfits as & poyt Grad c@mmnént id significant. Both

in terms of the level of intentionality, assessment and development that the university has

put in in making it that level of course. But in addition to that what that means for her in
termsof heNB & dzYS | yR GKAyYy3&a fA1S GKFEOGd {2 OSNIIAY
what she talked to, interms ges,L. Q@S o6dzAf & Y& O2yFARSYyOS FyR Y
actually means something in my education {t2).

5.5.4 Learning opportunities

Trainees found TAHRGETS to be a dratitway it was gpositive learning experienceSeveral
trainees reported that having the opportunity to undertake further study while working was as

Flinders
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significant advantage of the scheme including the access post graduate training costs and study
time. Participantgeported the pace and structure of the training program was an advantage of the
Pathway The scheme alggave trainees a change of pace at work with time to study breaking up

the clinical work demands. Curriculum was broken up into manageable chunks and the set structure
of topics and activities worked well

| think the project, like ydRe doing little bits at a time based on your subject, which was
really good, it wasf@too overwhelming. And the subjects eiveek length were really good.
| dom@think | have any feedback on the actual cont@hir2).

¢ NJ ArgpBrigdithat learning activities in theathwayencouraged them to delve deeper into

consumer needs, to identify ways of improving clinical outcomes and better meeting the needs of

their community. As a result, they spent more time getting to know consumers and found proactive

ways of working with consners (1 KS& 6SNB SELRASR (2 ySé6 AyiSNDS,
G2 SELI YR GKSANIYNRf Sk&aO2LIS 2F LN} Oa0S

At the start | could meet the basic needs of the population group whereas now | have the
knowledge to further that and have a more proactive approach and a health promotion
approach rather than a reactive approa€FL0.

They also supervised more students and embraced leadership opportunities through participating in
TAHRGETS. Trainees learnt alamlutlt learning and education, leadership, operational aspects of
organisations and management whielas helpful in attaining of skills and confidence to do more
within the organisation:

More experience in a range of different conditions and disabilities and how to manage.
Different interventions. And | suppose | have had more and more students. And with that |
did a subject which was teaching and learning in the health professions, thfTAAlHRGETS,
and that just provided me with more confidence to have student. Consolidated what |
thought was the right thing to do and gave me some extra gKilld).

5.5.5 Developingnetworks

TAHRGETS enabled AHPs to develop new and expprafedsional and community network$hey
collaborated with new professionatsd colleagues to support their own learning and provide a
better service to consumers

And | also felt like | had a greater network of people around me who supported me and to
learn from. Through the prograrteé met quite a lot of other AHPs and lecturers tlx |

been able to learn from and that | feel like | would be able to keep communicating with in my
work (T18.

| feel like | know my area better which makes me feel like | know @n&lking about a bit
more, not in the clinical sense so much but in building that relationship with clients and also
other health providers like GPs and other Allied Hgalil®).
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5.6 Broad impacts

5.6.1 Allied healthrecruitment and retention in rural and remote areas

Threefifths of traineesinterviewed(60%) were employed fulime with 12%of traineesworking
part-time and 12% selémployed Just under half of all trainees (44%) had only had one job since
completing their allied health degeeand nost trainees (8%) had not changed their emplaygince
completing thePathway The employing organisations provided services in a wide range of sectors.
The most common sectors wepeivate practice and the disability sectall the trainees intended

to continueemployment inrural, region or remotecommunitiesfor the next 25 years.

Six of the trainees interviewed who withdrew from tRathwayhad 12 jobs since the completion of
their allied heath degree and one trainee had had five jobs. Six of the witindramees were
currently employed fultime with one seHemployed. Only two of the trainees had changed their
employer since withdrawing from thieathway The TAHRGETS employing organisations of the
trainees who withdrew provided services in various sectors, the most common was dis&biliof.
the trainees who withdrew intend&to work in rural, regional or remote areas for the nex& 2
years.

5.6.2 Job satisfaction

Managers and supervisors reported trainee job satisfaction improved diittRGETH)is was
achieved through better balance of workload with the introduction of study time. While the capacity
to undertake clinical work was reduced while studying, better job satisfaction was seen as
advantageous for organisations in terms of overall iyand organisational outcomes. Giving staff
the opportunity to study, improve their skills and knowledge at work was an opportunity that had
not previously been availabla private practice and to see the flow on effect in job satisfaction was
rewarding for managers:

Job satisfaction improveglshe enjoyed doing the service development project in the area of
her choosing. Work capacity increasgidainee was returning from maternitgave,so it

was a great way to return to work and increase capacity throughout the project. Quality of
care definitely improve{M9).

2 KSy @2dzONB 2dzaG R2Ay3 wmp OfASydGa o101 G2 ol
2y AAGS YS | oNBF]l a2YS6KSNBé>X odzi GKSY @gKSy
a2YSUKAY3 GKFEGQa 3F2Ay3a G2 KSf L) &2 dz oA VGIKNRI DR @
really great. Not everyone in allied health has an opportunity to be able to do that, but to

have it in a way, that could be facilitated, that they could still be paid to be doing that time

allowed them a whole new world of work satisfact{d8).

5.6.3 Organisationalmpacts

Flow on effects for teams was reported widely, trainees shared their knowledge and skills with
colleagues enabling others to also benefit from Bethway As a result, participating in TAHRGETS
had a whole of organisational impact and trainees had the opportunity develop leadership skills
through teaching and sharing new skills and approaches to practice with colleagues:

Benefit for the team was the increased collaboration and having a set time to have those
team discussions which everyone sees the value in, but itiHaekn established yet and for
consumers it would be the benefit of having the team having more relevant and regular
discussions about their ca(BT).

Has been an asset to the trainee and the business. Thin@spbleed up in different units,
she® shared with other practitioners in a fike knowledge sharinfM9).
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those guys could then still take that case work and that knowledge out into their rural
communities to provide support and care, which | thought was absolutelgriir{\8).

Trainees built capacity in organisations to develop and implement quality improvement projects.
Through sharing their learning, implementing a project in collaboration with team members and
model project management skills, whole teams benefited:

It@ been useful for us in the knowledge trainee has been able to share, increasing the
capacity of the organisation. Has given the organisation more of a sense of direction from
the service development project and implementing some of those things furttier future
(M9).

Trainees gained a better understanding of business processes enabling them to contribute to
supporting the manager in their role and understanding the complexity of how businesses operate.
In some instances, trainees also contributed to the support foeottew staff with the

development of projects relating to orientation and support programs:

As a private practice how invaluable it was to have that rural generalist approach not only
0SOIFdzaS AGQa Ay 2dz2NJ @FfdzS aSid 2F ¢K2 ¢S | NB |
skills within our team for somebody who understands the dynamic afthies business

componentgM2).

5.6.4 Recruitment of allied health professionals

Workforce outcomes improved through organisations participating in TAHRGETS. Managers
reported they had more applications for positions that were advertised with the opportunity to
participate in TAHRGETS and sawRhthwayas an innovative, creative strategy of attracting and
retaining staff to rural areas. They saw TAHRGETS as a recruitment incentive in a field that is often
difficult to recruit to. Retention was also a positive outcome with organisations giving eargr care
AHPs a reason to stay for lper as they completed theathway

| guess it was a really nisegwayfor her to come from a citipased service into a rural area

Fda +y SELISNASYOSR Ot AyAOAlLyd® 'yR L F&St fA1S
O2y GAYydzAiy3a (2 ¢ 2 Nkmote JukonfndimtXoAvozk it us &nd Qith & G A £ f
more clients and so | thinkdtbeen positive, but just reflecting on attracting staff, | think

that our project that was instigated by our involvement in TAHRGETS has increased our

staffing (M6).

A great initiative As an employer being able to attract people to a rural setting you need
things that you can offer that are above and beyodBeing offered as an initiativét@
important that it exists as an offer to potential employees, even if the@dake it up(M4).

5.6.5 Consumeimpacts

Managers reported servisdor consumers improvethrough their organisation participating in
TAHRGETS. Organisations were able to deliver better engagement with the community through
trainee involvement. This included better linkages and awareness of community supports and
collaboration between providers. With the advanced skill development,rosgéions were able to
better manage consumers complex clinical problems and provide a more collaborativejuiigy
service:

Ly NBflGA2y G2 GKS 1Sé& adl{1{SK2fRSNA |yR O0O2YY
definitely improved. Thinking a little bit on a higher level about primary care delivery with the
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clinician knowledge, improved holistic care, more timely care, care diversification through
the use of Allied Health Assistants and continued local (648¢.

Projects undertaken were generally consumer facing with new services and resources developed
having tangible benefits for consumers. These included services closer to home, improved access to
telehealth services and new, expanded and innovative servicdgioo options:

Indirectly the increased collaboration between providers within our service has, | would say,
had indirect benefits in the quality of care that tieybeing providedM1).

5.6.6 Service development projemtitcomes

From an organisation perspective, the service development projects incorporated into TAHRGETS
ensures the learnings from tHeathwayare transferable to practice and had lasting impacts for
organisations. The opportunity to integrate skills and knowledge in project management, needs
assessment, critical thinking and eviderimsed practice enabled trainees to make a significant
contribution to their organisation. Supervisors and managers felt the projects gave trainees a real
purpose in the organisation arah opportunity to make a difference. Trainees felt TAHRGETS
enabled them to lead projects earlier in their career than they would have otherwise had the
opportunity to da

| think the service delivery project is what makes this valuable for private an@ NGO

And so whatever changes we did in implementation around using a development plan and
just picking some units or whethe®ithe whole thing, | think@ still needs to be, uh.

Hinged on that service development project because | thinlGthdtere the value for the

for the workplacegPT).

Trainees collaborated with other team members to develop and implement projects which not only
developed their own skills but those of others as well. They developed new services and models of
practice and had the opportunity to implement programs they kagigned from the stage of

exploring community needs through to planning and running the program which was highly valued
by organisations. Trainees implemented projects that organisations would have previously had
difficulty resourcing which managers fodi to be advantageous:

The trainees did implement a process within our business that improved collaboration
between the different Allied Health Providers and they really drove that as their project
which was a really good outcome for them and the business as a whole. In datihghihk
that it really improved their ability to be able to think about the impact or the influence of
other professions on the more complex clients they were manglyihy

We specifically had her working on a project that had to do with the dynamics of triage and
waitlists within our caseloads which is exceptionally important considering the number of
referrals we receive. And she actively went through a process of doingsterch, getting
consultations both from clients and our team members and things like that. And what she
developed and created is something we still actively(Mg.

Wewouldfd KIF @S GKFG LINRPINFYY AF 6S KFERYQG KIFIR (K¢
being able to do a bit of a deep dive into the needs of rural, remote and regional Australia as
opposed to just therapy needs overall, has really informed how we modified amealdy

package to cater to the needs of people in our gid6).
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5.6.7 Enhancing quality of care

AHPs participating in TAHRGETS reported on completion of the scheme that they felt they had
enhanced the care they were providing and were improving service outcomes. In particular they felt
more confident in their skills and approach to care through eimgain study and workased

activities. Having the time to devote to professional development activities also enabled them to
confident to try new intervention approaches as they were more knowledgeable and across the
latest evidence:

The extra study gives me that confidence that wiiatdaying is right and@ given me the
time to go over those things that | might not have gone over if I®lidhve the time to study

them (T12).
{ SNBAOS RISMESZ 2 QY £y dZAf G Ayid2 GKS aOKSYS [aaAradsSR
LmJéeé§¢ ¢tKAa SylFrofSR GKSY (2 RS@St2L) aiAatta Iy
KIS 6SSy Ll2aairoftsS a2 SINIe Aw i RS A NIROIORKY SRS v OSK
ARSyoaTe O2YYdzyAie yééﬁaz LX Fy FYR AYLX SYSy(d ySs
RSOGSt 2L FYyR AYLIX SYSyid | LINRP2SOG 6KAOK Sylof SR (F
KIS 06SSy OKIKBSyIYByda20R20yR

Having experience in changing service, and quality improvement. To know fhatgile
to do it. That i not as hard as it might segffi13).

Having dedicated time through thHeathwayto do the project. Had | taken it on as an
employee, it would have been on the side rather than having dedicated time to complete the
project, meaning the project otherwise woufdlhave progressed as quickly and implement it
(T11).

5.6.8 Timing to commence thRathway

Overwhelmingly, managers and supervisors felt TAHRGETS was not well sugehew

graduatesand itwasmore suited toAHF with at leastl2-month experience. In their first year of
practice, new graduates encounter a steep learning curve as they orientate to a new workplace and
are transitioning to an allied health role for the first time. Managers described this time of learning
and acclimatisingp practice as demanding and potentially limited n8wWNJ R delhpacgyatd
simultaneously study broad ooepts. Others felt trainees could benefit from clinical experience in

the workplace to relate their study to

| actually think that a trainee shoul@@be a new grad, | think that it would be best if they
weresayinga minimum of two years out of uni. The reason being, | think as a new grad,
people are trying to get their head around their job on a basic sense and perhapkalan
that capacity to see things from a larger perspective which is really what a rural generalist
training program is trying to facilitatévil).

| would want them to have at least, probably 2 years under their belt, just because | think
0KSNB Qa 2dzal @aadsunvingdhkt théyavould Yietimasreally supportive
workplace with good quality supervision, but | think if @gust come straight out dfini and

you had to face another day study a week and project work and just learning the ropes with
clinic practice, that would be huge, even for people who are really motiysi&x

s Flinders
University 60



Trainees who were in their first year of practice while undertaking TAHRGETS also reported it was
challenging to juggle acclimatizing into a new work role with study requirements at the same time

With the time side of things, as new grads, especially with the level 1 whé@gs yiging to

learn how to be a dietitian or allied health professional and then undertaking that training it
could be a lot and lead to burn out. On top of the fact we already know that burn out is
higher in rural areagNT2).

One manager described their perception that early car®ldPsare keen to progress their careers
quickly and they do not want to wait for their experience to naturally develop. In these instances,
undertaking thePathwaygivesAHR early access to post graduate training that they can leverage for
career advancement opportunities and to develop the skills and knowledge needed for these roles.
A supervisor also reported new graduates generally have more time and less responsitslig o

of work which is @o a good time to undertake additional study

You sometimes you have to workl® years in a place to actually be recognised for

additional responsibility. L. FSSf fA1S GKSNBQa | glyd G2 LINE-:
within an organisation, that people ar@prepared to put in the time to be able to let that

naturally occur, they want it when they wantitVhich is ok, but if thef@ not that next

GKAY3 F2NJ GKSY (2 R2 2N KIG ySEG GKAy3I F2NJI
opportunities and | feel like if that rural allidvealth generalist opportunity is presented to

them as another opportunity to develop themselves, and develop their resume to be able to

alre aegStt t221 4G YS LQ@S 3I20M8. RRAUGUAZ2Y Lt NI ;

5.6.9 Benefits to employer, and community

Through the recruitment ofeventeemew AHPgTable8) to positions with a program traineeship
included, over B00additional weeks of service were provided to the regions they were recruited to
(including both the completed and withdrawn participants for the time they were participating in
the program). This included an additiotfi@e physiotherapistsfive occupational therapists, and

four pharmacists andhree social worker®r psychologists.

As has been mentioned previously, the vast majority of the participants in the programAlten
Existing Positions with an organisation, wishing to improve their skills in rural health pr&ctite.
sevenAHParticipated in the program while within their current employing organizations. They
participated in the program for a total of@89weeks while also providing services to their regions.
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The AHBrecruited into new positions provided an additior#,250available hours to their

employing organisationgxcludingone-day perfortnight, to allow for thefour hoursper week of
studytime recommended by the progranand othemon-clinicaltime) or an average a?,485hours

per participant(See Tabl8). The highest total hours per discipline provided weredorupational
therapists 16,651), followed by pharmacistd 8,145, and physiotherapists10,275. Furthermore,

these recruited trainees provided between oved @nd 4 million in estimated additional income via
MBS or NDIS charges (estimated based on a 60% utilisation rate of the AHP availalfddtmnal
Disability Service®017;StewartBrown2023. Pertrainee, additional income over their

participation in the program is estimatet between$180,000and 500,000Estimates bwllied

health disciplines are provided in Tat®elt should be noted that where a utilisation rate (i.e. the
LINELR2NIAZ2Y 2F | g2N]JSNRa GAYS GKIG Aa otS (2
to faceto-face time spent with a client) is higher (i.e. 80%) the additional income woulccbéeg
(orviceversa for lower utilisation rates). AHRavegenerallylower utilisation ratescompared to

some other workforces (e.g. person care workers) as their work can involve a greater proportion of
non-face to face time (e.g. writing reports baitkreferring practitioners or writing referrals to

facilitate treatment by other practitioners, preparation of materials for client treatment, travel
outside of the expected). For ABIliR existing positions who took up traineeships, they were also
able to contribute a significant amount of income to their organisations over the time period,
despite taking on the traineeships and reducing their available time for their organisatiomeby o
day perfortnight.

Finally, the recruitment of new AHP inpositions inrural and remoteservicesontributes tothe

local economy because they are living and spending lo€allyexample, the recruitment aixteen

AHR into trainee positions, resulted in an estimated additional spend on goods and services of over
$2 million based on an estimated weekly spend of $1,762 per wBekorepay, 202/ For this
calculation we assumed the spend from the AHP only, if a AHP moved with the partner, or family,
the weekly spend would be greater and resulting economic activity in a region also larger.

For those that completed the program and were interviewed, they all planned to stay for a
significant period of time in their current region, i.e. between 2 and 5 years. Recruitment ef AHP
into rural and remote areas has been found to be a significant cost to organisations, although the
only data available on this currently was produced over 10 years ago. For reference, the median cost
of turnover of one AHP position in rural and remotetdfia Health services at that time was
between $10,000 and over $3I0(Chshoim et al., 2011) At an estimated completion rate of
around 50% for trainees who commenced the program (assuming those currently enrolled in the
program and due to complete in 2025 do so0), significant savings in recruitment costs for
organisations could be achieved if s'ecompleting trainees do go on to remain in position for their
planned additional 2 to 5 years. However, at this current stage we are unable to definitively
comment on the overall completion rate of trainees in the programybether trainees who
complete do in fact stay within their regions beyond the life of the program. Additional faifpat

a later time point would provide useful data on these points.
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6 Discrete Choice Experiment

6.1 DCHAttributes and Element
The DCE included six attributes related to program characteristics, each with meldplents

which could be offered within the prograrithese attributes were as shown in Tab?e

Table12 Description of DCE attributes aattments offered in programs

Attribute Element Abbreviation

Costs covered for organisation t¢ Nil (Base) Nil

participate (Costoveragg University Course Fees Fees only
University Course Fees and time for trainee to Moderate
participate coverage
University course fees, time for trainee to participate High
time for their supervisor to participate including coverage
overhead costs

Flexibility of Formal Study No flexibility. Must complete structureprogram Nil

Program (Flexibility) within 1 to 2 yeargBase)

High flexibility. Able undertake individual modules  High
from different universities to build your qualification.
Recognition of prior experience No recognition of previous experience or study in Nil
(Priorcredit) University CourséBase)
Credit provided for previous experience or study for Yes
specific modules inniversityCourse
Form of Recognition of training  Continuing Professional Development Points for CPD points
completion Form ofRecognition) professional registratiofBase)

University Qualification as a Rural Generalist University
Increase in earnings after No changdgBase) None
completing program (Earnings 5% increase on current salary 5%
increasg 10% increase 10%

15% increase 15%
Professional development Not available(Base) Nil

available to the broader team in  Yes, selpaced online courses and resources plus  Yes

the organisation (Professional  additional facilitated courses delivered online
development)

6.2 Statistical Analysis

6.2.1 Descriptive analysis and setting

All analysis was performed in Stata (version 17) and statistical significance was set at alpha= 0.05.
Descriptive statistics were used to summarise participant characteristics across age, gender,
professional role, allied health qualifications and the Miedi Monash Model (MMM) categories.

6.2.2 Conditional logit model

Conditional logistic regression was used to analyse the DCE data, as this approacsusesdibr

choice data in which participants select among alternatives within defined choice sets. Both dummy
and effects coding were used to represent the attrigjtevithelementl set as the reference

category for each attribute. The dummy coding method compared elmhentof an attribute to a
specific referencelement(usually the lowestevel of support for that element, e.g. no coverage of

i Flinders
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costs to participate, or no flexibility in the formal study program)etéhich served as the baer
comparisonThe base element for each attribute is indicated in Tablérh@ allowed for direct
comparison between eacdlementand a defined reference category. Whereas the effects coding
approach was used to estimate each attribelemenQd RS GALF A2y FNBY G(GKS
elementsof the attribute. The omittedtlementfor each attribute was set to reflect the negative

sum of the include@lement, enabling comparison to the average effect rather than a single
baselineelement The estimated coefficients therefore determined the relative impact of attribute
elementon choice likelihood. Positive coefficients indicated a preference for a gieement

compared to the average effect, while negative coefficients indicated an aversion.

6.2.3 Mixed logit model

A mixed logit model was employed to examine the preferences of participants across various
program attributes. This model, in contrast to the conditional logit model, accounts for unobserved
heterogeneity in preferences by allowing certain coefficientsany randomly across individuals.
Effects coding was applied to the categorical attributes to estimate deviations from the mean utility.
As above, the omitted category was set to the negative sum of the incleléeaents enabling
comparisons relative taie average effect across alementsof each attribute. The model was
estimated for the overall sample as well as two gmbups: AHPs and AH managers. The AHP sub
group included individuals who identified as either AHPs or AH students, while the manager sub
group consisted of participantshe reported managing either small or large AHP teams-dsobp

analysis was conducted to explore potential variation in preference based on the professional roles.

Each attribute was included as a random effect, alhmafor individualspecific preferences while
capturing the overall population trend.

6.2.4 Choice Probability Estimation

Following the mixed logit model estimation, predicted choice probabilities were calculated for each
elementsof the attributes. This involved generating probabilities for both the overall sample and the
two subgroups (AHPs and managers). Predicted probabilities were computed to estimate the
likelihood of choice relative to the baséementfor each attribute. The choice probabilities were
estimated to facilitate meaningful interpretation of the mixed logit model and highlight which

I @S|
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6.3 DCE results from a mixed logit model

6.3.1 Overall sample

Tablel3 presents the results from a mixed logit model with effects coding for categorical attributes
for the overall sample (N=85). The results from the mixed logit model were similar to the conditional
logit model.When no costs were covered the coefficient was negative and significant (p
value=0.005), indicating an aversion to this option relative to the average effieetcoefficients for
attribute elementswhere varying degrees of university cost coverage were provideds onlyand
Moderate coveragg were positive, although not statistically significant, suggesting a potential
preference over the referencelement In addition, the highestffered cost coverage did not appear
to impact preference significantly. Participants showed a significant preference for the highest
earnings increase (15%), with a positive and significant coefficiaral(e=0.003). Lower earnings
increases (5% and 10%) weret significant, while no change in earnings reflected an aversion with
a significant negative coeffigie (p-value=0.001).

The flexibility attribute indicated a strong preference for higher flexibility with a significant positive
coefficient (pvalue<0.001), suggesting that participants valued flexibility in study programs. The
coefficient for options that recognised prior eetfience or study and offered credit for assessment
tasks and modules was positive and significantdjue=0.002). The base option that did not offer
credits for prior experience or study showed a corresponding significant negative preference
indicating gpreference for programs that provided some recognition of prior experience. There was
a significant preference options that offered a formal recognition as a rural genewvitlisa

university qualificationwith a positive coefficient gealue=0.001), indicating that participants

valued higher recognition over continuing professional development points aRaréicipants also
showed a positive, statistically significant preference for options offeringpsekd professional
developmentavailable to the wder team, as compared o broader professional development
offered.

Tablel3 Mixed logit results for effects coded attributes for the overall sample

Variable Element Coefficient p-value 95% ClI
Costcoverage Nil -1.17 0.005 -1.99,-0.35
Fees only 0.55 0.297 -0.48, 1.58
Moderate 0.53 0.102 -0.11, 1.17
High 0.09 0.831 -0.71, 0.88
Earningincrease No change -1.07 0.001 -1.73,-0.41
5% -0.55 0.126 -1.26, 0.16
10% 0.29 0.405 -0.39, 0.97

15% 1.34 0.003 0.45, 2.22
Flexibility Nil -0.49 <0.001 -0.67,-0.30
High 0.49 <0.001 0.30, 0.67
Prior Credit Nil -0.37 0.002 -0.60,-0.14
Yes 0.37 0.002 0.14, 0.60
Form of Recognition CPD points -0.38 0.001 -0.61,-0.16
University 0.38 0.001 0.16, 0.61
Professional Development Nil -0.24 0.047 -0.47,-0.00
Yes 0.24 0.047 0.00, 0.47
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6.3.2 AHPs

Tablel4 presents the results from a mixed logit model with effects coding for categorical attributes
for the AHP sulgrouponly (N=56). In contrast to the model including the overall samgdeerage

of university feesvasnot, suggesting no strongjfferential preference for optionglependant on the

W O cavéred However, similar to the overall model, a significant negative coefficierthéobase
WS | NJ Aafud=0.007)irdicated an aversion to options with no earnings increase. Additionally,

the coefficient for a 15% earnings increase was positive and significardl(jg=0.044), suggesting a
strong preference for substantial increases in earnings. Other incséasgarningi.e., 5% and 10%,

did not show statistically significant preferences.

C2NJ GKS I GNR

o dzi Sa

WTf SEAGATAGRQT WLINK 2 NR
preferences to the overall model. Participants showed a strong preference for high flexibility (p

value<0.001), options that offered credits for prgitudy andexperience (pvalue=0.008) andiith
recognition oflearning with a formal rural generalighiversity qualificatior{p-value=0.038).
Y2RSt =X F2NJ
elementswere statistically significant. This indicated no strong preference or aversion for options

| 26 SAGSNE Ay O2y (NI ai

with or without the availability of professional development courses for the broader team in the

sub-group comprising the AHPs.

G2 G4KS 20SNX f ¢

Tablel4da AESR f 23AG NBadzAZ Ga ¥2NI STFFSOia O2RSR
Variable Element Coefficient p-value 95% ClI

Costcoverage Nil -0.91 0.123 -2.06, 0.25
Fees only 0.23 0.768 -1.29, 1.75

Moderate 0.52 0.271 -0.40, 1.44

High 0.16 0.783 -1.00, 1.33

Earning increase No change -1.37 0.007 -2.37,-0.37
5% -0.26 0.614 -1.25,0.74

10% 0.37 0.479 -0.65, 1.39

15% 1.25 0.044 0.03, 2.48

Flexibility Nil -0.51 <0.001 -0.78,-0.24
High 0.51 <0.001 0.24,0.78

Prior Credit Nil -0.46 0.008 -0.80,-0.12
Yes 0.46 0.008 0.12,0.80

Form of Recognition CPD points -0.33 0.038 -0.64,-0.02
University 0.33 0.038 0.02, 0.64

Professional Development Nil -0.26 0.133 -0.60, 0.08
Yes 0.26 0.133 -0.08, 0.60
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6.3.3 Managers

Tablel5 presents the results from a mixed logit model with effects coding for categorical attributes
for the manager sulgroup (N=27). The coefficient for the option where no costs were covered was
negative and statistically significantyplue=0.036), similaotthe overall model. Although this
suggested a strong aversion in this sample to options where no costs are covd@telements

which involvel varying degrees afostcoverage, were not statistically significant, indicating no clear
preference among thseelements There was no significant preference or aversion for options with
0%, 5% and 10% earnings increase. Notably, the coefficient for options with a 5% increase in
earnings was marginaltatisticallysignificant with a negative coefficient-¢@alue=0.075),

suggesting a slight aversion. A significant positive coefficient for options with a 15% increase in
earnings (pvalue=0.043) suggested a preference for the highest earnings increase as in the overall
model.

lY2y3 GKS FTOGGNROdziS& WFt SEAOATAGEQY WLINA2NDE WNE
LINBFSNByOSa 6SNB 2yfe 204aSNIDS&oup SpedifiGakySoptlist SEA 0 A €
with no flexibility exhibited a significant negae coefficient (pvalue=0.005), indicating an aversion,

while options offering high flexibility showed a significant positive coefficientipe=0.005),

suggesting a strong preference for program structures that allowed greater study flexibility.

Tablel5a A ESR f23A0 NBadzZ 6a F2N STFFSOGia O2RSR FGdNRGdzi Sa

Variable Elements Coefficient p-value 95% ClI

Costcoverage Nil -1.66 0.036 -3.21,-0.11
Fees only 0.99 0.288 -0.84, 2.82

Moderate 0.66 0.263 -0.49, 1.80

High 0.01 0.992 -1.41,1.42

Earning increase No change -0.61 0.246 -1.65, 0.42
5% -1.19 0.075 -2.50, 0.12

10% 0.31 0.579 -0.79, 1.42

15% 1.49 0.043 0.05, 2.93

Flexibility Nil -0.54 0.005 -0.92,-0.16
High 0.54 0.005 0.16, 0.92

Prior Credit Nil -0.23 0.275 -0.65, 0.19
Yes 0.23 0.275 -0.19, 0.65

Form of Recognition CPD points -0.44 0.056 -0.89, 0.01
University 0.44 0.056 0.01, 0.89

Professional Development Nil -0.23 0.297 -0.67, 0.21
Yes 0.23 0.297 -0.21, 0.67
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6.3.4 Estimated choice probabilities
Below is a summary of the average difference in predicted probabilities foredextentcompared
to the baseelement offeredof the respective attributes

The predicted probabilities indicate varyialgmentsof preference across the different attribudas

shown in Tabld6 for the overall sample and by s&bNR dzLJ 6! It FyR YIFylF3ISNERO ®
attribute, options that offered coverage of university fees or university fees plus time for trainee to
participate both have a predicted probability of 0.21, suggesting equdihidazl of selection for

these options relative to no cost coverage optibny’ G SNX¥Y & 2F WSI NYyAy3IaQr GKS
preference for a 1% increase, with a predicted probability of 0.34, followed by 10% at 0.19, and 5%

at 0.06, indicating a progressive increase in preference for higher earnings relative to no change in
earnings. Moderatéo-K A 3K WTtf SEAOAf A (& Q IbiliyioNID, dadicitindkar R | LINB
preference for flexibility in the progrand KS F G G NA 6dzi Sa 2F WLINA2ND FyR VY
credits for prior experience and offered a formal recognition as a rural generalist, respectively,
demonstrated predicted proHailities of 0.07 and 0.05, showing relatively Idesirabilityof these

2LJiA2ya O2YLI NBR (G2 6KSy (KSe& gSNB y2i0 2FFSNBRO®
that provided development opportunities for the broader team had the lowest predicted probability

of 0.02, indicating minimal likelihood of selectiar this option over having no professional

development opportunities at all. Overall, higher earnings and moderate cost coverage appear to be

the most preferred attributein the model.

Inthe AHPsuBENR dzLJE G KS WwO23aGQ FGONROdzISET 2LiA2ya GKI G
fees as well as time for trainee to participate, time for their supervisor to participate including

overhead costs both demonstrated a predicted probabitf 0.12. However, the option that offered

cost coverage for university fees and time for trainee to participate was slightly preferred with a

probability of 0.16, indicating moderate preference for partial cost coverage over no cost coverage.

C2NJ HKIBAWEAQ FGGNROGdzISSY GKSNB gl a | Of SFNJ LINBFSN
probabilities increasing progressively from 5% (0.13) to 10% (0.22) and peaking at 15% (0.35),

suggesting participants significantly valued higher earnifge high flexibility option within the

WFf SEAGAEAGRQ FGONROGdziS KIFIR I LINBRAOGSR LINBPOI 6Af
2TFSNBR Y2NB Tt SEAOAfAGED® ¢KS FGGNROGMzI S& WLINK 2 NI
demonstrated low pedicted probalities of 0.08, 0.04 and 0.02, respectively. This indicated a

limited preference for options that provided credits for prior study/experience, formal recognition

and professional development courses for the broader team relative to notinff#ris component

Overall, participants demonstrate the highest preference for increased earnings, while the

availability of professional development courses appeared to be less influential in their decision

making.

For the mangers suBl N2 dzLJZ covErSg@W O ZidiiNA 0dzi S 2FFSNAY I O2FSNIF IS
showed the highest choice probability at 0.33. This was followed closely by the option covering

university fees and trainee participation time at 0.30, and then the option covering university fees,

traiy SS LI NOAOALI GA2YyZ | YyR &dzZLJSNIIAA2NI LI NGAOALN GA2
preferences typically increased with highveagesrelative to baseline of no change. A 5% increase

had a sligtly negative preference-Q.07), a 10% increase had a choice probability of 0.13, and a 15%
RSY2yaGN)F SR (KS KAIKSald OK2AO0S LINPOIFOAfTAGE 6AGK
with high flexibility had a predicted probability of 0.13dicating some preference for flexibility in

LINPANF Y 2LJWA2ya 20SNI I AGNAOG aGNHzOG dzZNBd® Wt NRA 2 NI
study/experience had a predicted probability of 0.05, showing limited interest in recognition of prior
experienc OSNJ G KS ol aStAyS 2F y2 ONBRAGA 2FFSNBRO® Ww
recognition as a rural generalist had a slightly higher choice probability of 0.07, indicating a relatively

low preference for formal recognition over receiving continuingfessional development points.
CAylLfftes GKS WLINRPFSaaAz2zylf RSGOSt2LIVSYydQ I GGNRO dz
for the broader team, had the lowest predicted probability at 0.03, suggesting minimal preference

for this attribute within theprogram relative to having no professional development opportunities
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available. Overall, participants prioritised moderate cost coverage and higher earning potential,
while other attributes, such as prior credit, formal recognition, and professional development
support, had lower impact on their choices.

Tablel6 Estimated choice probabilities by attribute level for overall sample, AHPs and the manageogobh

Attribute Element Predicted Probability
Overall AHP Manager
Costcoverage Fees only 0.21 0.12 0.33
Moderate 0.21 0.16 0.3
High 0.16 0.12 0.22
Earning increase 5% 0.06 0.13 -0.07
10% 0.19 0.22 0.13
15% 0.34 0.35 0.29
Flexibility High 0.12 0.12 0.13
Prior Credit Yes 0.07 0.08 0.05
Form of Recognition University 0.05 0.04 0.07
Professional Development Yes 0.02 0.02 0.03
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7 Findings and Discussion

TAHRGET® its associated prograrBuilding the Rural Allied Health Assistant Workforce,
provided a comprehensive, coordinateah)d structuredapproach to rural and remotallied health
workforce developmentinformed by thehealthneeds ofrural communities

Unlike the rural generalist pathway for medicine, watlsingleclinical counciénd registration board,
there are currently 10 allied health professsxiligible to participate in the AHRG Pathwasich

are a mix of regulated and seHgulated professions that each have responsibility for accrediting
undergraduate education programiglaintaining a single allied health rural generalist pathway is
critical to ensurehat ashared understandinglignmentand consistency of training standards is
maintained acrosprofessions

Thestructureof allied health rural generalist training positigremd thecapacitybuilding supports

that sustainthem, were developed collaboratively by a broad assembly of organisations across the
Australian healthcare sectaver more than a decaddn this regard TAHRGETS has benefit

from iterative trials and evaluatioria state and territory health servicde ensure consistency in
program design and executiois aresult,it is possible to compareAHRGET&itcomeswith those
achieved irthe state and territory jurisdictions.

TAHRGET#ffers fromother health workforcedevelopment programsutlined in section 5.2.3
becauset broughttogetherand coordinatedhe funding supports fothe different elements ofural
generalistraining positionsn onescheme TAHRGET8ovided a central point fotraineesand their
employersto access guidance and supportdomplete trainingpositionrequirements assisting
them toalign thdr trainingwith the health needs of rural and remote communities

By contrastthe range of health workforce development programs outlined in section 5.2.3 are
implemented across a broad range of agencies, witlkgardination between thenand no publicly
available dataegarding thempacton allied health workforceaumbers or distribution Whether
theseprogramshave been effective in growing the rural and remote allied health workforce is
unknown.

TAHRGETS was implemented independently of and prior to an overanchiogalallied health

workforce strategy. This may have contributed to lack of clarity regarding where TAHRGETS fitted
GAGKAY (GKS 1 dzaGNI f Al Yy D2 @S NinhieigsstitezonéeMationiok ¢ 2 NJ ¥ 2
workforce development supports for the allied health professiongne scheme enabtegreater

visibility and accountabilityhich should be consideread future healthworkforce planning.

The following sectiodiscusses th& AHRGETS evaluati@sults in the context of
1. Theobjectives and outcomes as outlined in the Commonwealth grant agreement
2. Program design

7.1 Objectives and Outcomes

7.1.1 Objective 1: improve theapacity, quality, distribution and mixf the allied health
workforce to better meet the needs of Australian communities and deliver a
sustainable and welllistributed health workforce through the AHRGP; and

Outcome 1: provide support to private and not for profit service provitets)ild
capacityandexpand allied health service deliverg rural and remote locations

This evaluation demonstrates TAHRGETS has led to improvemamiidual and organisation
capacity and qualitand expanded alliedealth service delivery.
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Quantitatively, this has been shova an individual level through

1 Improved measures of trainee and manager reportedhpetence and confidencdrainee
and manager ratings @ompetenceincreagd from approximatdy 6/10 to 84/10; and
confidenceratings increased from 5.3/10 to more than 8/10.

1 More than 80% of trainees reportirguite a bitor a greatdeal of skildevelopment in rural
practice; project management; consumer/client engagement; client relationships and
leadership.

1 Increased numbers of rural generalistith 37 trainees expected to completeaining
requirements

1 Therecruitment of17 new AHPsvhich resulted in an additiondl2,250hoursof servicefor
ruraland remote communities.

Qualitatively, a a result of their participation, AHR=dback supported these findings wittainees
beingmore able to manage clinical complexity, solve problems and use evidasesl practice.
TAHRGETS supported AHPs early in their career to provide a high quality service in their community.

Consumers and local communitésSyY SFTAGSR FNRY ¢! 1 wD9¢a& GNIXAySSaQ
and engagement locally. Quality of care provided by trainees was enhanced through having
dedicated time to implement new approaches and evidehased approaches to care.

The abilityof health professionalto work to their full scope of practids becoming increasingly
importantto enable thedelivery of serviceghat meetsthe needs of their communitynleashing
the Potential of our Health WorkforcAustralianGovernment2024) TAHRGETS provided an
environment for AHPs teetain a broad scope of practide their professiorand safelybuild new
skills. This workforce will beapableof respondngto changes in service and consumer neadss
aged care, disability arttkalthcare in Australia.

Furtherfeedback has described how the benefitsservicecapacity and quality extend beyond the
individual. Organisations benefid from participating in TAHRGETS direaslyainees gaied skills

and knowledgeand indirectly as the trainees shared their learnings across the team. This is
complemented further by quantitative data showing 85 traine@snagers and supervisors
participatingin over 1000 hours of capacity building professional development activities provided by
TAHRGETS developing a range of skills and knowledge including leadership, project management
and allied health assistant models of care

In terms of distribution and mixhe evaluation showedAHRGETS to be applicable across a range of
professiors and geographiesAHPgrom nine allied health professions amebrking in MMM 37

acrosssix states and territories participated in TAHRGHEIDGSt of the trainees who participated in
TAHRGETS were embedded in their rural communityeapoessed passionfor and commitment

to rural and remote health.

Service development projects were designed to improve access and quality of allied health services

across a wide range of practice are8@srvice development projects made significant impacts to

access and innovation and consumers benefited from enhanced service delivery and etidsede

practicea  y& 2F (0KSaS KI @S O2yiGAydzSR 0 SlesRoyliRbed NI Ay SS A&
noted that evaluation of the impact of the service development projects is beyond the scope of this
evaluation

Recommendation:

1. Investment inallied healthrural generalist traininghould besustained and strengtheneak a

mechanismo improvethe capacity quality, distribution and mix dhe allied health
workforcein rural and remote areas.
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7.1.2 Objective 2supportallied health practitioners andssist practiceso deliverlocal
allied health serviceeapacity in rural and remote Australia; and

Outcome 1providesupportto private and not for profit service providers, to build
capacity ancexpand allied health service deliverg rural and remote locations

Private and norrgovernment allied health services ag essential component of primahgealthcare

in Australia, delivering wide range of servicet vulnerablepopulations. Butallied health services
arenot accessible to many peogliging in rural and remote areas to helpanage chronic health
conditions, disability or mental health concerriBhis createsignificant areas of unmet need. AHPs,
managers and supervisors are under pressure to manage competing deradnasijstrative
requirementsacrosamultiple regulatory frameworks antevenuestreams,and high workload
expectations.

Through TAHRGETS, SARRAH provided organisations with support and guidance to build workforce
and service capacity through a suite of targeted professional development programs, training grants
and networking opportunities. Establishing training positionatded organisations to support their
employees to participate in formal training at work, receive dedicated supervision and implement
service developmenprojects,while enabling supervisors and managers to focus on service
development.

This programdelivered immediate benefits to organisations and communities through increasing
availability ofAHPdocallyandincreasingavailable service hour$hee is no lagime betweena
traineecommendngin their positionandincreasedservice acces€ommunities benefit from this
servicefor the entire periodthe AHPis intraining to become a rural generalisThis benefits
retainedby the communityregardless of whethethe AHPcompletesthe training.

Where AHPgvere recruitedto newly-created positionsTAHRGETS contributed to expanded allied
health service capacity and delivanyMMM3-7 locations SeventeerAHPs recruited to new
positions providing over 42,000 servicdoursto their organisations even when considering théir
hours per weelstudy commitment.This increased serviceapacityimproved access to allied health
services for rural and remoteommunities andontributed to bolstering the sustainability of the
organisation

Furthermore, service innovations and quality improvement deliverecebyice development

projects had significant positive impacts for local communities, organisations and corssurhese
projects assist practices with local allied health service delivery, designed for local community needs.
Local lenefits derived fromlieseservice development initiativegor example the establishment of

a new falls prevention prograpwere retainedby the service and the community regardless of

whether the trainee stged with the organisation.

All interviewed trainees planned to stay in their current region for an additiortay@ars following
completion of the programThiscouldsignificantly reduce recruitmertostsfor organisations,
enable longetterm service and workforce developmeratnd provide continuity of care for rural and
remote populations.

Recommendation:

2. Enhance the capability of private and rgavernment organisations to meet community

needs by training allied health professionals as rural generalists, using targeted workplag
training grants, incentive payments, and other measures that support buisgingcecapacity
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7.1.3 Outcome 2increase the number of allied health rural generalistsrural and
remote locations as well as practices offergrgater accesthrough an extended
range of services

There was excellent uptake of TAHRGETS trapaickpgesyith atotal of 123 packages created
(117 mainstream and 6 ACCHO) between 2022 and.2024

62 individuals commencdd training positions during program implementatid@0 in mainstream
organisations2in ACCHOGsee sectin 7.1.5 for further detail regarding ACCHOA) the end ofthe
follow-up period, 15 had completed training with an additional 22 continuiligs expected thaall
37 of these traineewill complete their training requirementisy the end of 2025a completion rate
of 60% which is consistent with evaluations in other jurisdictions. The overall numbers of allied
health rural generalists and completion rat@sreimpacted by contextual factoysliscussed further
in section7.2.1

TARHGETS supported the recruitment bhew positions that resulted imore than 42000
additionalhoursof service delivery over the course of the program

While TARHGEW&seffective in increasinthe number of allied health rural generaliststh
enhanced skills and competencies, the ability of private andgmrernment organisations to utilise
thesenew skillsvaslimited by funding models thalo notsustainablysupportservice deliveryFor
example, died health rural generalists are trained to identify and address service gaps for
vulnerable priority population groups (e.g. management of COPD or diabete#yverthe

Medicare Benefits Schedutlwesnot adequatelycover the cost of service provision

Recommendation:

3. Governments should consider how to best harness allied health rural generalist skills an

competencies, so that government, industry and rural and remote communities can beng
from the enhanced skills and competenciefsthis workforce, to improve health outcomes fd
rural and remote Australia.

7.1.4 Outcome 3: develop career pathways, and improve the retention of allied health
professionals working in rural and remote areas

AHPs participating in TAHRGETS gained rural generalist skills and knpanefieg them to
participate in service development project work early in their career. Trainees devetagpeskills,
their competence and confidence to work as a rural generalist increased athibfy to work across
clinical areas improved, they were able to implement their learning in evidbased practice and
they were more able to manage clinical complexity.

AHPs felt thadccessinghese opportunities so early in their career would not have been possible
without TAHRGETS. Furthermgaieey developed skills in project management and were guided to
design, implement and evaluate service development projects.

There are early indicators g@ositiveimpactson longterm retention from the programCompleting
the rural generalistourse requirementgavetrainees a reason to staylrainees who completed or
are planning to complete thetrainingindicated a desire to continue working rurally for at least 2
years following completioriThetrue impact ofthe AHRG Pathway on retentiavill only become
clearthrough followup with TAHRGEP@rticipants over time.

Organisations participating in TAHRGBETSY STA G SR G KNRdzAK (GNFAySSaQ AYL
which had a flowon effectacross the whole teanTrainees built capacity in organisations through
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the sharing of skills and knowledge with otheasd TAHRGETS trainipgsitions were seen to be an
innovative, creative and attractive opportunity for early career AHPs.

Recruitment and retention of AHPs in rural and remote areas remains challenging due to ongoing
workforce shortages and there is much competition between privatesfaeprofit and public
organisations to attract AHPs, and this has also been reflectediingy of trainees in the
TAHRGETS programs.

Regardingormal career advancemenit, shouldbe noted that training allied health rurageneralists
in privateand nongovernment settingss a new conceptandrelatively new within state
jurisdictions When compared tdhe more establisheanedical rural generalist progranwhich has
benefitedfrom moretime, investment, ané cohesivepolicy environmentallied health rural
generalist trainings less mature.

Currently,rural generalist trainingloes not align directly tany recognised or formalreer
advancement opportunitiefor AHPs This evaluation did not includefallow-up of trainee
outcomes and there were no reportsf career advancementsoted during the reporting period.
Rural generalistrgduates in other jurisdictions have experienced camegressioropportunities
(Dymmott et al 2024). Aediumlong termfollow-up evaluation is recommended to track career
development and longr-term implications.

Current funding mechanisms in private and rgvernment settings do not recognise

remunerate expert or advanced scope of practice in the allied health professions. This limits
opportunities for career progression for allied health rural generalists. Often, career advancement
for a rural generalist will involve taking up a senior rélattputs them in leadership and
management positions, removing them from clinical service delivagressing these limitations

will require exploration of ways to recoipe the expert rural generalist. This could include
opportunities to link formalised skills acquisition with incentive payments for services to priority
populations, and remunerating teaching and training (of undergraduates andaaegr AHPS) in
clinical service settings. These options are supported by the findings of the Discrete Choice
Experiment.

Allied Health service delivetyansectsmultiple levels of systems of government fundingrategies

that improvethe retention of AHPs have widanging benefits for rural communities and funding
bodies. Ongoing investmenin initiatives that support the retention of AHFsrequiredto bolster

the success of rural generalist training pathways and the resulting improved access and quality of
services for local communities.

More work is needed to measure the impactadlied health ruraeneralist training and to develop
opportunities for rural AHPs to be recognised éohancedskills and qualificationi& orderto
incentiviseAHR@athway uptake and completion. The National Strategy Group and AHRG
Accreditation Council will be essential to this work.

Recommendation:

4. Explore opportunities to recognise and advance the career of the expert rural generalists throug
mechanisms such as incentive payments for service delivery to ppariylations andestablishing

teaching and training opportunities in private and ARgovernment settings to strengthen the rural
workforce pipeline.

A longterm evaluation is recommended to follow up past participants to better understand the
impact of TAHRGETS on retention, career development and advancement.
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7.1.5 Rural generalist training positions addCCHOS

At an early stage in implemertian, the SARRAH project team identified that the KPI to establish 30
AHRG training positions in ACCHOs was not going to hewitietonly twoof the 30 packages

allocated to ACCH commencinghe Pathway.In responseSARRAH collaborated with ACCHOs,

IAHA and the TAHRGETS advisory groupderstand thechallenges taiptake of TAHRGE&he
community-controlled sectorand explore possiblsolutions Arange of barriers to engagement

were identified and the results areeported inEngagement Summary: SARRAH and Aboriginal
Community Controlled Health Organisations: allied health lessons learned during the implementation
of TAHRGETS and BRAHAWpendix7).

The report summarises perspectives gained framsultations with 18 ACCHOs, four ACCOs, and
two peak bodiesrevealingan extremely limited number of ACCHOSs with established allied health
services who could utilise rural generalist training packages.

'/ /1 h&a NS FdzyRSR GKNRdZAK (GKS ! dzAaGNI t Al yyaD23SNYY
range ofstate and Commonwealth prograand grant fundingand the Medicare Benefits Schedule

(MBS).Most ACCHOs offied social and emotional wellbeing prograrusded through government

grants some accessl MBS itemge.g. for psychology servicaader a Mental Health Playafew

are NDIS providersVariations in allied health service delivery models within ACGHEIGed from a

reliance on externally contragt professionals ta mix of internally employed and externally

contracted staff. Serviciypesvaried and were dependent on funding models available.

In this context, very feWACCHOs were in a position to engage with SARRAH regarding the
establishment of rural generalist training positiorfaunding models, infrastructurand professional
isolation were some of the identified barriers for rural and remote ACCHOs preventing the
establishment of sustainable allied heatdams Funding mechanisms that support services
delivered by allied health professionals in ACCHOs should be reviewed to enable the sustainable
delivery of allied health services for First Nations people in amdlremote areas. This needs to
occur so that targeted allied health workforce development initiatives can be implemented
effectively in the communitgontrolled sector.

The evduatorswere engaged on TAHRGEVEH after the SARRAH team hadmpleted

consultatiors with stakeholderandthe report collated Thisand in view othe time elapsedsince

the consultatiorstook place meantthe evaluators limited their data collection to the ACCHOs and
traineeswho participatedn TAHRGETS. However, évaluators dew from the report findings
highlighingimportant themesregarding allied health service delivery, workforce development, the
relevance of TAHRGETS, and the chgdleriaced in successfully allocating training positions.

Further work is required to support allied health workfod®velopmentin ACCHOs and consider
cultural contexts of theural generalist program more broadly before further investment and
participation inrural generalist training positioris possible in this sector

Recommendation:
6. Funding mechanisms that support services delivered by allied health professionals in AGQUHMDSs

be reviewed to enable theustainablalelivery ofallied healthservices for First Nations people in rur
and remote areas.

7.2 TAHRGETS program design

7.2.1 Program acceptability

TAHRGETS offered early career AHPs and employing organisations access to rural generalist
education, professional development activities, fundiagd support that were previously only
available to statebasedpublic health service®©verall feedback indicated that
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1 Thedevelopment of generalist skills and knowledge was relevant to practice, and trainees
had the opportunity to implement their learnings through wesksed learning activities.

1 TAHRGETS was responsive to participant needs in deliesitdencebased, timelyand
flexible support in the private sector.

Gonsideration should be given tinderstandinghe trainee and organisation's readiness to
participate and how this is incorporated into tipegogram's detailed selection and intakeocesses.
Readiness indicators may include rurality of background (trajiveledther the training position is
for an existing onew (recruitment) AHP, and the trainee and organisations understanding of the
training position requirements.

Rural background is known to be one of the most consistent predictdreatiral medical
workforce(KBC Australia 202@)fthe trainees interviewed in this evaluatior9.2%reported a
rural backgroundsuggesting that this program is attractive to APHs with a rural backgrbund.
TAHRGETSS those trainees who withdrew and were interviewesilx of the sevemeporteda rural
background This suggests there magt be astrongrelationship between rurality and program
successHowever, given the small number of withdrawn trainéeterviewed thisobservation
should be consideredautiously

Given theimpact of chronic workforce shortag@srural and remote areasnd the high number of
training positions where recruitment was unsuccessitUAHRGET8ay be more relevant for private
andnon-governmentorganisationsvhere positionsare alreadyfilled. Notwithstanding TARHGETS
facilitatedthe recruitment of17 new AHPghat resulted in more thad2000additionalhoursof
service delivery over the course of the progrdhthe objective of futurgorogramimplementation
includesrecruitment to newly establishedraining positionssufficient time must ballowed for
recruiingand onboaréhga new employee.

In 22 instancesvhere SARRAH worked with employers to establish training posjticaiaing did
not proceed. This outcome arodee toeither the employer or the AHP changing their mind,
possibly once the full extent of training requirements and expected outcomes were better
understood.Activitiesthat continue to increase understandingf the AHRG Pathways
applicability andthe training positionrequirementsshould continue

Of the 62 AHPs who commenced rural generalist training, 25 (40%) withdrew before completing
training requirements. This rate is consistent with findings from evaluations of training position
implementation in other jurisdictions (Dymmott et al 2024, Mchégiet al, 2021 Barker et al 2021)
and studies exploring turnover of early career AHPs in rural and remote areas (Chisholm 2011).

The 25 trainees who withdrew completed on average 3 program modules before withdrawing. Given
that the majority of trainees left due to employment and personal circumstarares not

dissatisfaction with the courséhese 25 trainees and their communities will have benefitted from

the skills andknowledge gained, and are welbsitionedto achieving posgraduate qualifications at

a later date. Long term follow uprequired to explore this further.

Completion and withdrawal rates must be considered within the context of implementation.
TAHRGETS was implemented indbetext ofsevere and chronic workforce shortages impacting
rural and remote Australiavhere dlied health professionals seeking work in rural and remote areas
continue to havea substantial choice of employment options, and turnover raeshigh as those
AHPs move to highgraying jobs and/or more senior roleurthermore, TARHGETS was designed
for early career Allied Health Proféssals (AHPs) working in private and rgmvernment
organgationsin the context of a fee for service environment. This introduces an additional load on
the traineewhile they are consolidating their clinical skills.
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To meet the requirements of the trainirgpsition, ifthe AHPmoves toa new employer which is
commonin early career stageshen theyneed to reach amgreementwith the new employer to
establish the workplace training supports to enable them to continue their trairlingainee moves
to a state health service then they are not eligible to continue under TAHRGETS.

Withdrawal rates should also be considered in the context of limited incentives for AHPs to complete

the Pathway compared to generalist training for rural doctors (Sen Gupta et al 2013). Attainment of

Rural Generalist qualifications does not automaticadult in higher levels of responsibility, pay or
NEO23IyAlGA2y F2NJ !'1taQ FRRAGAZ2YIf aiAatfta FyR 02YL

Of the total number of packages created (123), 55 were applied to vacant positions as part of a
recruitment strategy, and of these only 16 positions were filled. This represents a fill rate of 29%,
well below the national average for all health professitsnof 44% in 2022 (AIHZ023). This result
may be an indicator of the significant workforce shortages observed by employers in rural and
remote areas. It implies there are few AHPs seeking work in rural and remote areas and they have
many employment options to work in areas of pamal clinical interest.

Managers and supervisors recommended AHPs should have at least 12 months experience before
participating in TAHRGETS to enable them to transition into the workforce before embarking on
further study.

Both thelevel 1 and level programstook on average longer to complete that the initial program
guidelines suggested, withvel 1takingon average 20 months, and leveldking on average 25
months and noting that there are still trainees continuing on the pathway at the time ofepert.

This had significant implications foverallprogram performance, given that less than teflf
trainees had completed their training requiremeratsthe time of this reportConsideringther
evaluationshave foundt cantake2.5¢ 3 yearso completerural generalist training (eg Dymmott
2024), the three-yeartimeframefor TAHRGETS was insufficiemtully implement and evaluate
outcomes Future program design should ensure adequate program timeframes to allow for
trainees to flexibly undertake the education component at a phed optimises their success.

Trainees, managersnd supervisors felt that flexibility was important, including allowing completion
of individual modules of formal education or ability to patisening. Findingdrom the DCE

supported this. Flexibility in the formal study progravas highlyattractive.! Y 2 Rdzf  NJ 2 NJ wO2y
@ 2 dzNJ 2 4 y Qo the pohghd bf Stédyby allowing completion oindividual modules across
different universitiesand/or consideringnicro-credentiallingwasassociated with an increased
update of 12% compared to a traditional singiéucation provider and prstructured model.

Future program design shoutnsider howstudy program flexibilitgouldbe incorporated Future
program iterations that support thestablishmenof AHRGraining positionshould accommodate
adequate program leath time, as well as trainee preferences for pathways leading to formal
gualifications, and support trainees who may be working around personal commitments such as
parental eave and carer responsibilities.

These findings support the need to take a meditonlongterm view to demonstrate the
effectiveness of rural generalist trainiag a strategy to improve access to allied health services in
rural and remoteAustralia In order to accommodateecruitment and onboarding processgi?
months) averagetrainingperiods (up to three yearg)nd to ensuresufficienttime to collect data
from completing trainee¢12 months) aminimumperiod of five yearss suggested.
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INCENTIVES

The Discrete Choice Experiment and survey sought to understand the value of the Pathway to the
sector, and the potential benefits of a program such as TAHRGETS which were most attractive.

Recognition of completion atiral generalist trainingvas highly attractive to traineesncluding
through higher remunerationFor exampleresults fromthe DCHEndicateda hypothetical increase in
salary for those completing the program was highly favoured, with a 34% increase in uptake for a
program associated with a 15% increase in salary upon completion. However, other forms of
recognition, e.g. professional recognitishould also be considered.

Recommendations for program acceptability:

7. Program characteristic likely to promote success include flexibility in education program
RSaA3dy o0dGKFdG AyOfdzRSa Y2RdZ Sa G2 0SS dzyR
26y Q | YRK 2 NJ | -Erddéntialing)dprofegsiddalfdcagmitibn amtentives to
improve completion rates for trainees; and detailed selection and intake processes for
organisations and trainees. These design elements should be incorporated into future

implementations.

Future activities supporting the training of allied health rural generalists should be
implemented over a minimum period of five years to accommodate the time taken to
complete rural generalist training and ensure whole data sets are available to evaluate
outcomes

7.2.2 Program implementation: AHRG Pathway requirements

THE RURAL GENERALIST PROGRAM (EDUCATION COMPONENT)

The evaluation identified specific learnings for consideration in future implementation of the
Pathway.The Rural Generalist Program could be better suited to private practitighers
1 learning materials were reviseth some circumstances the Rural Generalist Program
curriculum did not align with private practice and trainees felt modifications could be made
to adapt learning modules for private practice contexts.
9 tuition patterns were flexible to consider different contexts of practice.

These activitiesare in scope fothe AHRG Accreditation Couhnehich, through a licensing
agreementwith the Queensland Governmerig well-positiored to reviewthe AHRG Education
Framework The capacity of théccreditationCouncil to continue this work is subject to ongoing
funding.

7.2.3 Program implementationSystem requirements

Establishment of th\AHRG PathwaldSG and AHRGE®editation Counchave been key
achievements of TAHRGETS implementation. This infrastructure will be essential to the future
growth and sustainability of thAHR@athway to ensurenationalconsistencyof training standards
for allied health rural generalisecross multiple professionand forenhancinghe qualityand
capacityof rural and remote allied health services across jurisdictiorallied healthservice
settings

AHRG Pathway system requiremesi®uld becentrally coordinated to ensure national minimum
standards for AHRG Pathway trainarg maintained Essential activities include
1 Address gaps in understanding of the AHRG Pathway across jurisdictions, including its
applicabilityin a range of service settingmplementation requirementsandpotential
impacton service access and capacity
1 Completion of the accreditation process for universities to deliver rural generalist programs
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1 Review of theAHRG PathwaydHcationFramework to ensure it is fit for purpose across a
range of allied health service settings

1 In consultation with the sector,rpgress mechanisafor professionarecognitionand career
advancemenfor allied health rural generalist different stages of their career.

7.2.4 Program implementation: Support

As outlined in the program guidelineSAHRGET8ovided funding to cover tuition fees for the
formal university education, and funding to organisations to support training within the workplace
for the trainee. Theraining grants provided torganisations generallyffsetthe salary of the

trainee fortakingstudy time within work hours, andid not fully coveother associated costs (e.g.
supervisor time, support for the service development project).

Managers and supervisors acknowledged the importance of this financial suppofindhigis

supported by theDCEthat found thatcoverage of educatioprovider fees or contribution towards
trainee salary during the program would increase estimated program uptake by 33% compared to no
coverage of costs among managers of AHP.

However, other costs should also be considered. Costs to the organisation in lost revenue during
that time was at least double that of the salary of the trainee. Notalblgre was significant

variation at an individual level in the costs for a trainee to participate in the program, but these
overall appear reasonable compared to other similar prograrhs. cost of participating in the

program did vary significantly based on the perspective of the analysis takdd S NB (G KS (G NI Ay S
time spent working ontte program was valued using their salary only the cost was around half that
of when the lost potential revenue from the Medicare Benefits Scheme or the National Disability
Insurance Scheme was conside(sgke section 5.3.1Q)Generally, participating organisations

absorbed the loss of potential revenue, considering that the benefits accruestioged turnover,

an overall increase in available service hours, increased trainee capacity and confidence, and
improvements gained through the service development project, made this a worthwhile investment.
However, the londerm sustainability of this approach should bensidered.

Broadly the costs to provide the TAHRGEBF&ram(within the nongovernment sectorare similar
to those to providdraining positionswithin stategovernment funded public health services
(Dymmott et al., 2024). However, there are significantly different drivers in terms of costs and
benefits for nongovernment organisations compared to public organisations, and further
consideration othese in the implementation plan will likely improve program engagement. For
example, coverage of salary of a train@msiders only part of the costs to an organisat@when
considering the impact to organisations the loss of billed income is at least double that what is
covered in the salary component provided in TAHRGETS. However, a mitigating factor for
organisationgs the potential for increased revenue generated by a trainee during their billable
hours, especially where the position was used to recruit a new Allied Health professional to an
organisation.

It should be noted that TAHRGETS differs from other AHRG programs igastatement funded
public health services. Unlike staievernment funded public health services, which are
(predominantly) singldunded, TAHRGETS organisations operate in-fofegervice business model
85.5% oparticipatingprivate and norgovernmentorganisationgrovided a mix of services with
funding from a range of sectors (e.g. primary health care, disability, aged care, education, private,
mental health, Aboriginal Healthand 14.5 % of participants worked specificallshadisability

sector.

Feefor-service arrangementare transactional, andenerally do not account for service and
workforce development There is significant variation in how organisations approgglity
improvement,service and workforce planningn the context of thin markets where business
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sustainability is marginathe capacity to invest in service enhancement and workforce development
ischallenging For allied health service providethe availability offinancial supports to invest in
workforce and service developmewbrk is scant.Supports madavailable through thé&tronger

Rural Health Strategy armadher scholarship programare not designed for allied health

professionals noallied health service delivegettings

Sustainable funding for AHRKining positionsn private and norgovernment settings might
consider blended models, sourced acrpssgrams andigencies that are related to thgpes of
allied health services provided and linked to the community ne@udis.approach requires a level of
coordination tobring available supports together.

CAPACITY BUILDING

Capacity building activities provided by SARRAH for the broader workforce of the participating
organisations were well received but it was challenging for trainees, managers and supervisors to
find the time to participate in additional professional devetognt while undertaking TAHRGETS.

Recommendations for program acceptability:

9. Action is required in the short term to ensure consistency in the implementation of allied
health rural generalist training positions across multiple professions, and preserve and
progress the growth and sustainability@singleAHRG Pathway. Specifically, these activit
include(but are not limited to)a review of the Allied Health Rural Generalist Education
Framework, overseeing university accreditation processes, and advancing formal profes
recognition for allied health rural generalists. Shiork is within scope for the AHRG
Accreditation Council and National Strategy Group, both of which will require support to
continue performing these functions

. Identification of optimal funding sources is needed to ensure ongoing sustainable
development of the AHRG workforce. This should consider how the supports for training
positions are funded in private and ngovernment organisations, across jurisdictions,
service settings, client populations, and community needs.
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8 Limitations

8.1 Program and system data limitations

There are limitations in the smalumberof AHP anananagers/supervisors wheere interviewed

for the evaluation. This was largely due to loss to follow up, and was particularly evident for those
who had withdrawn where onlysevenwithdrawn trainees andour managerssupervisors of

withdrawn trainees were interviewedt was difficult for the evaluators arttie SARRAH team to get

hold of participantsvho withdrew, especially if they also left the organisation and community. This

is mitigatedhowever,by the available data reachirgaturation,i.e., the information gleaned from

the interviewsbecameconsistentacrosgparticipantsas analysis progressed and new themes were

not being identified in the data. Therefong|s likely that more interviews would not necessarily
introduce new information. Regardless, there is a small risk that new understanding would be gained
through a larger interview cohorparticularly with regard to withdrawals.

Additionally, given that the program is still being implemented at the time of evaluation, there may
be changes to the quantitative data over tiragtil program completion.

Thee isalack of systenrwide allied health workforce data, including information on recruitment
and retention timeframes antklated costsand savingspecific to rural and remote organisations.
This makesinderstanding the impact of TAHRGEM$etention by comparison to industry norms
challengingFurther longterm follow-up evaluation of TARHGETS participants would be required to
more fully understandhe effectsof pathway completion on retentiofboth in the workplace and
within rural and remote communitigsThis was out ofcope for this evaluation.

8.2 Scope of the evaluation
The followingwere not included in the scope of this evaluatidmclusion of these in future
evaluationsmay provide valuable insights to program design and impact:
1 Reasons for trainees and organisations choosing not to commence the pathway, as this
cohort was not followed
1 Longterm follow-up of trainees to better understand retention (both within the workplace
and within rural and remote communities) as well as impacts on career pathways and
advancement
1 Bvaluating the impact of rural generalist trainees and/or the service delivery projects from a
consumer levelAssumptions havbeen made that théncreased number of rural
generalists and increased quality and capacity of the allied health workforce and service
delivery willpositively impactonsumers. Furthegvaluation could includéhe community
levelimpact of service delivery projects.

i Flinders
\( s University 83




9 Recommendations

Recommendations are listed here

1. Investment in allied health rural generalist training should be sustained and strengthened as a
mechanism to improve the capacity, quality, distribution and mix of the allied health workforce
in rural and remote areas.

2. Enhance the capability of private and nrgavernment organisations to meet community needs
by training allied health professionals as rural generalists, using targeted workplace training
grants, incentive payments, and other measures that support builsingice capacity

3. Governments should consider how to best harness allied health rural generalist skills and
competencies, so that government, industry and rural and remote communities can benefit from
the enhanced skills and competencies of this workforce, to improve heatttomes for rural
and remote Australia

4. Explore opportunities to recognise and advance the career of the expert rural gerseralist
through mechanisms such as incentive payments for service delivery to priority populations and
establishing teaching and training opportunities in private and-gowernment settings to
strengthen the rural workforce pipeline

5. A longterm evaluation is recommended to follow up past participants to better understaad
impact of TAHRGESon retention, career development and advancement.

6. Funding mechanisms that support services delivered by allied health professionals in ACCHOs
should be reviewed to enable the sustainable delivery of allied health services for First Nations
people in rural and remote areas

7. Program characteristic likely to promote success incligability ineducationprogram design
OUKFG AyOfdzRSa Y2RdzZ S& G2 0SS dzyRSNIF 1Sy 2@SNJ |
allowing for micrecredentialling); professional recognition and incentives to improve
completion rates for trainees; and detailed selection and intake prossi&georganisations and
trainees. Thesdesign elementshould beincorporated into future implementations

8. Futureactivitiessupporting thetraining of allied health rural generalissbould beimplemented
over aminimumperiod of five yeardo accommodate the time taken to complete rural
generalist trainingand ensure whole data sets are available to evaluate outcomes

9. Actionisrequired in the short term to ensure consistency in the implementation of allied health
rural generalist training positions across multiple professions, and preserve and progress the
growth and sustainability af singleAHRG PathwaySpecifically, thesecdivitiesinclude(but are
not limited to)a review of the Allied Health Rural Generalist Education Framework, overseeing
university accreditation processes, and advancing formal professional recognition for allied
health rural generalists. This work is within scope for the AHRG AccreditationilGoeh
National Strategy Group, both of which will require support to continue performing these
functions

10. Identification of optimal funding sources is needed to ensure ongoing sustainable development
of the AHRG workforc&his process should consideyw supports for training positions are
fundedin private and norgovernment organisationgicross jurisdictions, service settings, client
populations, and community needs.
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10Conclusim

TAHRGETSdninnovativeworkforce developmeninitiative. TAHRGETi®tegrates formal
postgraduatesducation, with workplace supports and service development in a way that grows both
the rural and remote allied health workforce asérvice deliverytailoredto local community needs.

The support provided through TARHGETS has benefited AHPs amittaé practice and non
governmentworkplacesn MMM3-7 regions across Australifiraining packages have enabled
organisations to suppoAHPgo participate in rural generalist training at work, receive dedicated
supervision and participate irservice development projects.

TAHRGET$as shown to be effective in improving capacity, quality, distribution and mix of the allied
health workforce and expanding allied health service delivery. These improvements are mediated
through a mixof impacts at both anndividual(e.g. competence, confidence and sitélvelopmenj
andorganisation(e.g.recruitment and retentionadditional hours of service and service

development project)evek.

At the completion of the program is predictedthat TAHRGETS will resinl87 Allied Health Rural
Generalist§completion rate 60%)urther, this demonstrates amchievement of 60%gainstthe
goal of 6Qpositionsfor mainstream organisation and 38bthe goal of 30 positions for ACCHOke
ability to achievemore rural generalishumberswithin mainstream organisations was limited by
time constraints, preventing reallocation of positions thare withdrawn. The Imited participation
from ACCHOs resulted in only two out of 30 Aboriginal training packages beginning the Pathway.
SARRARZ023engagementeport highlightedthat funding challenges, professional isolation, and
variations in service delivery modei®re barriers to ACCHOs directly employinglamg-term
contracts, their own teams of AHR#&10 would be available tparticipate The report suggesis
sustainable allied health workforce must be established in rural and remote ACCHOSs before
programs like thé?athwayexpand.

Thewithdrawal ratefor TAHRGETS is approxima#)yq andis consistent with AHRG Pathway
evaluations in other jurisdicticsa TAHRGE Wsthdrawalsmust be considered whitimplementation
contextual factors such as lack of formal recognition and incentasesiell as flexibility limitations

of the programimplementation A large proportion of trainees who withdrew from the pathway left
due to personal or employment related reasons rather than challenges with the Pathway and most
reported they would recommeththe Pathway to colleagues.

Whilst there is noyet aformal careeradvancement tied to the Pathway, earlyioators for
workforce and service outcomes are positive. Infrastructure such as the NSG and AHRG
Accreditation council will be critical to advancing this outcome.

The support offered by TARHGETS assisted practiteséase service capaciynd developarural
generalist workforce The financial support waslued but it is important to note this did not cover
the full costdor the organisation tamplementtraining positionswith the shortfallbeing covered
by the organisation. fle longterm sustainability of this approach should be considdaretiiture
program design

Other program design elements may impact #féectivenesof the programsuch as alection of
trainees Consideration should be given to trainegko areembedded in their rural community and
demonstrationpassiorfor rural and remote healthFurther, working in the private sector is
demanding and the work is complecsonsideration should be given to delaying commencement of
the Pathway untibfter the first year of practice.

The DCHrovided further insightnto programcharacteristics thatnaybe attractive to potential
Pathwayparticipants @vering the costs of participation for trainees (i.e. covering the cost of the
formal education fees)a hypothetical increase in salary on completion of the program, and
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flexibility of the progran (e.g.W O 2 y & (i NHzO wereghgrdyNelvoRiré@ftiibites of program
design.

Reflecting the workforce shortages aflied health across Australianore generallya significant
number ofnew positionsfor trainees were created bgrganisationsut never filledas they could

not recruit a suitable candidate for the positioRecruitment andetention of AHPs in rural and
remote areagemainschallengingdue to ongoing shortageand there is much competition to

attract AHR between private, noffor-profit and public organisationghis hasalso been reflected in
journey of trainees in the AHRGET@ograms However, tainees who completed or are planning to
completerural generalist trainingndicated a desire to continue working ruralbyr at least 2 years
following completionlt is imperative that initiatives that support the retention of AHfestinue to

be supportedn order toimprove access and quality of services for local communities
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Appendix 1. TAHRGETRrogramGuidelines

Overview

The Allied Health Rural Generalist (AHRG) Pathway aims to support the growth, sustainability
and value of the rural and remote allied health workforce and the proliferation of rural

generalist service models that deliver accessible, safe, effective and eff icient services for
rural and remote consumers.

The AHRG Pathway provides a framework for allied health service providers operating in rural
settings to employ new graduates and early career allied health professionals, providing

them with intensive support, formal training, and ensuring that safe and h igh -quality health
care is provided to clients.

This workforce development initiative is structured around three key components:

i A formal education program that supports the
development of the clinical and non -clinical
rural generalist practice requirements of the
relevant allied health profession.

1 Workforce policy and employment structures

that support the trainee to develop their skills
and capabilities such as structured supervision.
1 Rural generalist service models that support and

engage allied health professionals to implement
innovative and effective solutions to the
challenges of delivering care across
geographically dispersed and culturally diverse

population
1
The AHRG pathway is available to the following professions:
Nutrition and Dietetics Occupational Therapy, Pharmacy,
Physiotherapy Podiatry Radiography,

Speech Pathology

Psychol ial Work
Exercise Physiology (Level 1) sychology Social Wor

The Allied Health Rural Generalist (AHRG) Pathway has shown success in the recruitment and
retention of allied health practitioners within state health jurisdictions. The Allied Health Rural
Generalist Workforce and Employment Scheme (AHRGWES) built on the se learnings by
expanding Pathway implementation into private and non -government sectors.

Funded by the Commonwealth Department of Health The Allied Health Rural Generalist
Education and Training Scheme (TAHRGETS) will further expand AHRG Pathway

implementation by supporting additional training positions for private and non -government

organisations providing allied health services. This support will include education funds for
trainees and workplace training grants for employers to support implementation.

TAHRGETS objective

TAHRGETS will providing funding and implementation support for primary care allied health
providers to develop or redesign existing positions into designated early career rural
generalist training positions. TAHRGETS will provide funding support packages f or 90 new
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AHRG Training Positions to be created in 2022 for an up to 3 year funding term, completing
by June 2024.

Of these positions, 30 training positions will be dedicated to Aboriginal Community Controlled
Health Organisations, or organisations providing allied health services to Aboriginal
communities.

Applying for positions

Organisations wishing to apply for TAHRGETS must be able to demonstrate they meet the
eligibility criteria.

Organisations will be able to apply for a maximum of four Level 1 and four Level 2 training
position support packages.

Eligibility

To be eligible for TAHRGETS the organisation must:

1. Private or non -government organisation providing allied health services that are
predominantly non -state -health based.
2. Be located within an Modified Monash Model area classified MMM 3 -7, 0r
- or be located within an MMM 2 and provide the majority of your services within
MMM 3 -7 regions
- or be an organisation located elsewhere, where the employed trainee lives and
works in a community inan MMM 3 -7 area.
3. Be willing and able to meet the mandatory requirements (described below, and
summarised in Appendix 1)
4. Agree to actively participate in reporting and evaluation processes.
To be eligible for TAHRGETS the trainee must

1. Have a qualification (and where appropriate be registered), in one of the nine
eligible professions.

2. Be an Australian citizen or resident.
- Certain temporary Visa holders will be considered on a case by case basis.

Mandatory requirements

Participation in the AHRG Pathway includes mandatory requirements to support the trainees
work integrated development.

1. Education

The education component of AHRG Pathway is a two -level program, encompassing rural
generalist practice development. James Cook University (JCU) are currently the only
providers of this program.
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Level 1 James Cook University (JCU) Level 1 Rural Generalist Program

The level 1 pathway is tailored to early career professionals and those new to rural and
remote practice. Ideally the trainee will have completed their probationary period

with the employer. Practitioners complete a program of 12 modules with each taking
six weeks to complete.

Course: Rural Generalist Program (Allied Health)

Time allowed: 18 months.
Level 2 James Cook University (JCU) Graduate Diploma of Rural Generalist Practice

The level 2 pathway is targeted at professionals with 2 or more years of clinical
experience. Over a period of 18 months to 2 years (part -time study load) practitioners
complete a Graduate Diploma in Rural Generalist Practice comprising 8 units. The

progr am supports progression from early career to proficient rural generalist

practitioner.

Course: Graduate Diploma of Rural Generalist Practice

Time allowed: 24 months.
NB: The Level 2 education requirements for Medical Imaging are found in Appendix 2
2. Supervision

The trainee must be provided with structured supervision. For the Level 1 program this is
expected to be a discipline specific supervision, for the Level 2 this supervisor can be from
another discipline.

Additionally for medical imaging, the organisation must indicate they are able to meet the
supervision and support requirements of the Medical Sonography qualification.

3. Service development project

The rural generalist trainee must  participate in a service development project over the course
of the program. The specific nature of the project will vary depending on the needs of the
service and community. Common project themes are:

Delegation and better use of support workers (assistants)

Expanded scope, including skill sharing between the Allied Health professions.
Service expansion using technology: including telehealth to deliver remote services
Partnerships that bring care closer to home for rural and remote consumers

=A =4 -4 4

4. Allocated development time

A minimum of 0.1FTE (up to 0.2FTE) is allocated to enable the trainee to participate in the
mandatory requirements. (*please note that this is what your employer implementation
package in intended to support).

Time for study for the Level 1 would be mostly work integrated, however for the Level 2 there
is an expectation of a personal time commitment to study.

5. Reporting
The organisation must provide quarterly reports to SARRAH as per template provided.

At project completion trainees and organisations must provide a short presentation on the
process and outcomes of their service delivery project. This should be accompanied by a
brief summary.
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https://www.jcu.edu.au/division-of-tropical-health-and-medicine/research/rural-generalist-program
https://www.jcu.edu.au/courses/graduate-diploma-of-rural-generalist-practice

6. Evaluation

The participating organisations will contribute to, and support the trainee and other key
stakeholders (e.g. co -workers, other managers, clients or local service providers) to
participate in routine data collection activities that contribute towards the ev aluation of
TAHRGETS project, including but not limited to:

(a) Surveys and interviews to collect organisational, contextual and qualitative
information and to plan appropriate data collection activities for the life of the
project;

(b) data relating to service development projects

Data collection activities will be planned in collaboration with the participating organisation,
an external evaluation and research team and supported by SARRAH project staff.

Funding and supports

Education Funds

SARRAH will contribute education funds to cover the cost of the formal education
component of the pathway, paid directly to the education provider.

Level 1 pathway; up to $11,000 per participant
Level 2 pathway; up to $31,000 per participant
Workplace Training Grants

SARRAH will contribute workplace training grants paid to the organisation. The organisation
can be flexible in using these funds which are intended as an in part compensation to cover

backfill to support the rural generalist trainee to complete education, supervision and service

development project components of the program. Payments are made prospectively on a
quarterly basis.

Level 1 pathway; $21,500 per participant over 1 year
Level 2 pathway; $43,000 per participant over 2 years.

TAHRGETS participants will also have access to support through individual SARRAH
memberships, access to education offerings and other resources
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Approved Level 2 Education program for Medical Imaging

il

Any accredited, entry  -level qualifying program in medical sonography (2 year part time)
(https://www.asar.com.au/course -accreditation/asar -accredited -courses/)

In addition, if not previously completed in the JCU Level 1 Rural Generalist Program:

Any 3 of the following modules (  Source JCU Level 1 Rural Generalist Program - Rural Service
Delivery Domain ):

- MO1001 Project Management Skills

- MO1002 Rural and Remote Community Context or MO1003 Aboriginal and Torres Strait
Islander Community Context

- MO1004 Rural and Remote Organisational Context

- MO1005 Strategies for Rural and Remote Service Delivery

- MO1006 Quality Improvement

- MO1007 Project Evaluation and Translating Outcomes

Module MO1016 Fast Focused Assessment with Sonography in Trauma (FAST)  (Source JCU Level
1 Rural Generalist Program 9 Clinical Skills Domain )

Module MO1027 Remote Medical Imaging . (Source JCU Level 1 Rural Generalist Program 9
Clinical Skills Domain )

Module MO1025 Education and Training  (Source JCU Level 1 Rural Generalist Program &
Service dspecific clinical skills Domain )

For medical imaging education funds for the level 2 education contributed by SARRAH is also
capped at $31,000. The proposed funding breakdown for medical imaging is:
Item Estimated ¢ SARRAH contribution

6 Level 1 Modules (e $5,500 | Full
800 per module)

Medical $9,000* | Full for Commonwealth Supported Places (CSPs)

Sonograph
graphy In the event that CSPs are not available will part

contribute up to a total education fund of
$28,000

*based on current costs of Commonwealth Supported Places at various universities
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https://secure.jcu.edu.au/app/studyfinder/index.cfm?subject=MO1001&year=2021&transform=subjectwebview.xslt
https://secure.jcu.edu.au/app/studyfinder/index.cfm?subject=MO1002&year=2021&transform=subjectwebview.xslt
https://secure.jcu.edu.au/app/studyfinder/index.cfm?subject=MO1003&year=2021&transform=subjectwebview.xslt
https://secure.jcu.edu.au/app/studyfinder/index.cfm?subject=MO1003&year=2021&transform=subjectwebview.xslt
https://secure.jcu.edu.au/app/studyfinder/index.cfm?subject=MO1004&year=2021&transform=subjectwebview.xslt
https://secure.jcu.edu.au/app/studyfinder/index.cfm?subject=MO1005&year=2021&transform=subjectwebview.xslt
https://secure.jcu.edu.au/app/studyfinder/index.cfm?subject=MO1006&year=2021&transform=subjectwebview.xslt
https://secure.jcu.edu.au/app/studyfinder/index.cfm?subject=MO1007&year=2021&transform=subjectwebview.xslt
https://secure.jcu.edu.au/app/studyfinder/index.cfm?subject=MO1016&year=2021&transform=subjectwebview.xslt
https://secure.jcu.edu.au/app/studyfinder/index.cfm?subject=MO1027&year=2021&transform=subjectwebview.xslt
https://secure.jcu.edu.au/app/studyfinder/index.cfm?subject=MO1025&year=2021&transform=subjectwebview.xslt

Appendix 2 TAHRGETS evaluation interview participants
and demographics

Demographics of interview participants

Trainees

Most trainees were female (88%) and ranged in age from 23 years to 52 years (mean = 31 years).
Just over one third of trainees (36%) were occupational therapists, 16% were physiotherapists and
16% were dietitiansApproximately four fifths of trainees (79.2%) described themselves as having a
rural or regional background with just under thrgearters (71.4%) spending 11 or more years living
regionally or rurally prior to commencing university. Just over two thifdsainees (68%) had
undertaken a clinical placement in a regional, rural or remote area. The length of clinical placements
varied with placements ranging from 2 weeks to 20 weeks with an average duration of 10 weeks.

Withdrawn Trainees

All seven trainees interviewed who had withdrawn from the Pathway were women with an average
age of 28. Five of the trainees were occupational therapists and two were dietitians. Six of the seven
withdrawn trainees described themselves as having a rureggipnal background prior to

commencing allied health training and had spent more than 11 years living in a rural or regional area
before commencing university. Six trainees had undertaken a rural clinical placement during their
allied health studies. Thaduration of the placements ranged from 15 weeks to 26 weeks with an
average duration of 20 weeks.

Tablel Demographics of interview participants: Trainees and withdrawn trainees

Trainees Withdrawn trainees

Gender,n (%)

Male 3(12) -

Female 22 (88) 7 (100)
Age (years)

Range 2452 22-42

Mean 32.2 28.6
Professionn (%)

Dietitian 4 (16) -

Occupational Therapist 9 (36) 5(71.4)

Pharmacist 3(12) 2 (28.6)

Physiotherapist 4 (16) -

Podiatrist 2(8) -

Speech Pathologist 3(12) -
Rural Backgroundy (%)

Yes 19 (79.2) 6 (85.7)

No 5 (20.8) 1(14.3)
Years living rurally prior to Uni (%)

<1 year 4 (19)

1-2 years 1(4.8)

7-8 years 1(4.8)

11+ years 15 (71.4) 6 (100)
Clinical Placementy (%)

Yes 17 (68) 6 (85.7)

No 8 (32) 1(14.3)

Average weeks (mean) 9.8 20.4

Managers/Supervisors

The managers and supervisors who were interviewed came from a variety of allied health
professions with most (29.4%, n=5) physiotherapists. A large majority (88.2%, n=15) had worked
more than 6 years in a rural or remote area. All managers and superk@odrmanaged or
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supervised AHPs prior to managing/supervising a TAHRGETS/AHRGWES trainee. Nearly all the
managers/supervisors (94.1%, n=16) had managed or supervised more than four AHPs prior to the
Pathway. Approximately three fifths of supervisors/managers (62.5%) sugrervising/managing

one TAHRGETS trainee with just under a fifth (18.8%, n=3) managing three trainees.

Managers/Supervisors of withdrawn trainees

Two out of the four managers/supervisors were occupational therapists, one was a pharmacist, and
one was a dietitian. Their employing organisation provided services across multiple sectors including
the disability sector (n=3), community health sector ()=@)ed care sector (n=2), and private

practice sector (n=2). Three of the managers/supervisors had been practicing for more than five
years, and three had prior experience of supervising an AHRG trainee.

Table 5 Demographics of interview participants: Managers and Supervisors

Managers/Supervisors Managers/supervisors of
withdrawn trainees
n, (%) n (%)
Profession
Dietitian 3(17.6) 1
Occupational Therapist 3(17.6) 2
Pharmacist 1(5.9 1
Physiotherapist 5 (29.4) -
Podiatrist 1(5.9) -
Speech Pathologist 3(17.6) -
Psychologist 1(5.9) -
Years working in a rural area
2 years 1(5.9) 1(25)
5 years 1(5.9 -
6+ years 15 (88.2) 3 (75)
Number of AHPs previously
managed/supervised
3 1(5.9) -
More than 4 16 (94.1) -
Number of trainees managed/supervisec
1 10 (62.5) 2 (50)
2 1(6.3) -
3 3(18.8) 1(25)
4 1(6.3) 1(25)
More than 4 1(6.3) -
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Appendix3: Case studies

Case study 1: Trainee

Lucy comes from a rural/remote background and undertook a rural clinical placement for five weeks
as part of her degree, which she completed in 2012. Lucy is-amaplbyed physiotherapist working

in a private practice in a rural setting in Western AugiteShe chose to undertake the Pathway to
upskill in rural generalist and physiotherapy and believes the Pathway has improved her clinical
skills.

Her service development project involved providing a hip and knee osteoarthritis exercise program

Ay GKS O2YYdzyAidée 6KAOK KlFra O2y(iAydzZSRe [ dzOé Qa LIKE
developed professional networks through the University course, wétiehwould not have achieved

without the funding allowing her to study in work time:

Lucy believes the training is important and provides useful content, but without employer and
financial support, the training would be less attractive to trainees and employers and very difficult to
complete. She suggests increased flexible training optauld potentially entice more

professionals to work rurally. Lucy is planning to continue to work rurally as she lives locally and runs
her own business.

Case study 2: Trainee

Rebecca has a rural/remote background. She completed her degree in podiatry in 2013 which
involved two rural clinical placements. Since completing her degree, Rebecca has worked as a
podiatrist in rural and remote communities.

Rebecca undertook her training in the Northern territory in an ACCHO. She chose to complete the

training as it offered her a Pathway to further her career. Rebecca enjoyed getting more involved

with SARRAH and being provided with time to do the traininighivhelped her implement a project
GAUKAY (KS O2YYdzyAade (GKIG 20KSNBAAS g2dAf RyQil KI ¢
liked more flexibility for the course as she found it challenging if she was away to complete the
NEO2YYSYRSR ¢ 2 Nhcdesswhd 8ARRAH netwoikiRg/ofportunities for trainees as she

was part of other podiatry networks.

wSoSO00IQa 02YLISGiSyOé IyR O2yFTARSYOS KlFa 3INRGY 0S8

Rebecca believes the training has helped her to develop an allied health career:

Rebecca will continue to work at the same organisation-iareé as she enjoys working in the small
community and likes the lifestyle it provides.
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Case study 3: Trainee

Katie finished her allied health degree in 2020 and is now workingrhglas a pharmacist. Katie

does not have a rural or remote background but undertook two placements in rural areas. She chose
to undertake thePathwayto understand more about public health and prevention in rural and

remote areas.

YFEGASQa ASNBDAOS RSGS
to local patients free of charge:

f2LIVSYyld LIXIY Ay@2f SR LINR JBAF

Katie believes her expectations of the Pathway were met and thinks her confidence, competence
and clinical skills were improved by completing the Pathway. The main benefits she experienced
were learning to be adaptable and thinking outside the box, devetpproject management skills to
help her envision other projects, and understanding research to facilitate innovation. Katie would
recommend the Pathway to other AHPs. Katie plans to move states but wants to continue to work
rurally:

Case study 5: Withdrawn trainee

Sarah is a dietician and chose to undertake the Pathway in a private sector in Queensland straight

after university to further her studies and to gain experience in a rural and remote area. Sarah was

keen to develop a project and to put her new skillsarptactice in the private sector. She found that

the extra time connecting with clients within the community helped her to gain a better

dzy RSNRGI YRAY3 2F KSNI Ot ASyidQa AaadzSa GKIG &aKS 42
appointment time.

PYTF2Nldzy 6§Stex {INFK RARYyQ:G GF1S FR@GLFIYyGFr3IsS 2F GK
trainees as she was busy with her full workload. Sarah changed her employer during the Pathway

and would have liked to continue the training but unfortunatelyisttvas not an option due to the

work not aligning with her new position in a public hospital:

WL G6AGKRNBg 06SOFdzaS L STl Y& 2tftR 220® aé SYI
continue, but we just couldn't figure out a way to make it feasible with the type of
assignments that | was doing in the course, they required a lot of client involvesnent

glayudid NBlIffe FofS G2 1SSLI I32Ay3d {23 46S RAR

Sarah is no longer working in a rural or remote area but would consider this option in the future and
she is also open to undertaking other university courses.
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Case study 4: Trainee

Jasmine is a futime speech pathologist who graduated in 2017. Jasmine does not have a rural or
remote background and due to the research component of her degree she was unable to complete a
rural/remote placement as part of her studies. Jasmine hadnmr pxperience of working rurally

but after she graduated, she chose to work rurally as there were more job opportunities than in the

city.

Jasmine thinks the Pathway helped her to diversify her skills, participate in leadership opportunities
and develop her project development skills. She also believes her competence and confidence
improved because of the Pathway:

WL FSSf fA1S LQY [[dzAGS O2yFARSY(d yR OFy {KNJ
82dzONBE ¢2NJ Ay3a | ONRaa GKS a02L)S 2F LINI OGAOS:
my competence changed through exposure to different learningrbypities and having the

time to apply those skills. Some of which was achieved through my projects and some
OKNRdzZAK GKS O2dzNESG2N] ©Q

Jasmine completed a service development project that involved the implementation of a whole class
oral language program to support the four pillars of oral language. The service would not have taken
place without the service development project as no fungdimodel exists to support NDIS providers

to deliver this type of service:

Waed FIF@2dNAGS LI NI sFa o0SAy3a +oftS G2 LINBOARS
y2i KI @S 0SSy LINRPOARSR®Q

The school involved in the project purchased the program and the teachers and education assistants

are now delivering the program with remote support by Jasmine:

WLQY LINBPYGARAY3I NBY23GS &dzZlJLl2NI F2NJ 0KSY G2 02\
aA0Aff a2Nl 2F LINPYARS GKFG &adzL2NI Fd GKS Of |
better if we were still able to be involved as closely as we weré 18st NJb Q

Jasmine was happy with the support from SARRAH:
W{lww!Il ¢gla& NBIFIffe KStLFdA & I OoNAR3IS 06SisS!

university, SARRAH was really helpful in that communication and organising the scholarship
funding and everything so that | could continue with the units and also supparénghen |
KFR G2 R2 fA1S L KIFEIR G2 6A0GKRNI g FNRBY (GKS dzy;
St SYSyioQ

She is intending to continue to work in rural and remote areas as she is passionate about equitable

access to healthcare and feels it suits her values. Jasmine is also starting a PhD and thinks the
program helped her secure the placement:

W¢ KNRdZAK GKS ¢! 1 wbD9¢{ LINPAINIY IYyR O2YLX SGAy3
helpful in me securing my placement for our PhD, which I'm commencing so, yeah, I've got a
scholarship to complete my PhD now. So | felt like that me showing initiative and completing
I AN} Rdzr S RALX 2YI FyR addzRe ¢l ax gl asx e2dz 1)
Y& SRdzOI GA2Y AY NMUzNIf FyR NBY2:GS KSIfOK KNP«

. Flinders
s University 99



Case study 6: Manager

Sasha is a HR manager who has previous experience of managing AHPs. Sasha managed an
occupational therapist completing Level 2 of the Pathway in a private regional practice in
Queensland. She noticed the training made the trainee more confident and até¢caind that it
helped her to develop her skillset in a broader setting:

WL FTSSt tA1S 0SOlFdzasS GKSé& adFNILISR G2 0StAS@S
in terms of the type of caseload they wanted to be involved in and the areas of passion they

had in terms of what was of interest to them. And | would say the# lkef analysis

AYLNROGSR> fA1S a 2LIIRAaSR (2 ! L}Xdza . Sldz t a
fAGGUES 0A0 Y2NB O2YLX SE (Kly GKIFGQ®

Sasha blieves the Pathway had a positive impact on the organisation:

WL F2dzyR AG | FrLyidlraagAaAo O02daNBS (2 OoNARRIS (KL
practitioner and their health degree and as a private practice how invaluable it was to have

GKFG NUzNIf 3ISYSNIfAad FLIINRBIFOK y20 2yfte 0SOI
organisation, but secondly helping to build skills within our team for somebody who

dzy RSNBR Gl YyRa (GKS ReylFrYAO 2F (GKS 20G$KSNJ 0dzaAy Sa:

For the service development project, the trainee developed a new system for triage and waitlists
due to heavy referrals at the practice, and this system is still in place.

Sasha ensured the trainee had a structured week by allocating appropriate time for study and
supervision. She thinks the trainee liked the Pathway as it led to a recognised qualification as well as
building upon her confidence and competency. Sasha bealitheerural generalist program is great

but thinks improvements could be made in refining some of the units.

Sasha thinks the ideal stage for an AHP to undertake the Pathway is a minimum of 18 months after
graduation:

WL g¢g2dAd R GKAY]l GKS& ¢g2dAR 4G | YAYAYdzy KIF@S |
SENIASNI GKIy GKIG FYyR GKSBQNB |t NBFRe G22 Tt
So | think an exceptionally competent new grad might be able to transition into that space at
that18Y 2y G K YI N] X o0dzi L ¢2dzZ R &l &eafmalkvhe a i LIS 2 LI
they would be starting to think that. For some clinicians it might even be later because of

0KS AYLRNIFYOS 2F GKS (2LIAO YIFGGSN®Q

Sasha liked the structured Pathway, and the broader meetings organised by SARRAH as it was
0SYSTFAOALFE (2 KSINI FNRY 20GKSNJ LIS2L) S04 SELISNRSyC
differences between the structure of the training across statesthpdefore found some more

relevant than others. She did not participate in the SARRAH online education offerings. She thinks a

1-1 followup from SARRAH for managers and supervisors during the Pathway would be of value.
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Case study 7: Supervisor

Cheryl is a speech pathologist who has been working in a rural/remote area for over 6 years and has
experience of supervising several speech pathologists prior to supervising a TAHRGETS trainee.

Cheryl supervised a Speech Pathologist completing the Level 2 qualification ispeofibn
organisation in New South Wales.

Cheryl believes the trainee increased her knowledge and experience, gained a better understanding
2F NHzNF f LINI OGAOS FyR Sy3dl3ISR gAlGK aidl 1SK2f RSN&

Cheryl provided support by helping the trainee to manage her study days (one day per fortnight) and
provided flexibility for the study time, for example if she had a project deadline. However, she felt
the course demands were high for the allocated timag @n occasion thought the trainee was
overwhelmed by the amount of work, often having to study during evenings and weekends:

WLG Aa | NBFffe 3I22R LINPINI YZ AdGQa 3IFM2R G2 KI
GKSNB gFka + oAd 2F +y SadAYFGiSR K2dzZNE LISNI §S!
of commitment they are looking at, it would probably help workplaces and prospective

studentsQ

Cheryl did not find her workload was significantly impacted by supervising the trainee as she
integrated the extra support into the monthly professional supervision sessions. She particularly
enjoyed the clinical discussions:

WL Sye22@SR KI@Ay3a (K2aS Of AyAOlf RA&AOdzAaaAZ2Y A
project and trying to support hemd| guess trying to help, brainstorm ideas, work together
G2z G2 KStLI 9YAfe O2YLX SGS (GKS LINR2SOdG IyR 1l

Cheryl suggested the Pathway would be ideal for trainees two to four years after graduation whilst
university is still fresh in their minds, but not for new graduates as it could be overwhelming. She

thinks the Pathway could be improved by providing marecific clinical topics rather than general

G2LIAOCA (2 |t A3y Y2 NBChe tivdk advaitSge af Mk SARBAS QrlineA y (i S NB & (
education offerings for supervisors but felt there should be more information and opportunities at

the start of the poject:

We¢KS O2yGSyid 61 a AyiSNBaGAyY3IzbuNndybéSnbtey i (12 Yeé
information and opportunity to have sort of, you know, small group or one on one

conversations at the beginning of the program to let me know the structure and how it all

g2N]l a FyR gKFEdGUya Yeé 2206 Fa | adzZIJSNIBA&2NKQ

Cheryl thinks the Pathway is extremely valuable for trainees:
Wm hopeful that she [trainee] feels the sense of achievement and can reflect on all of the

ANBFG 1y26ftSR3AS (KL (thastbiétsianddre dourFed@ntént thak 1S O 2 dzNJ
1y26 aKS 62N]J SR 2y gAff RSTAYyALGSte aSi KSNJI dz
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Appendix4: Allied health survey

Participants

A total of 115 participants completed the online survey. Sevante AH, and 36 managers and
supervisors of AHPs.

Allied health Professionals

Background

A large majority of AHPs (89.1%, n=49) were female. Most AHPs were aged betwBfe#316%,
n=24) or 3140 (32.7%, n=18). A large majority of AHPs (81.5%, n=44) were born in Australia.
Approximately half (51.9%, n=28) were married or in a domestic oelstip and just under a

quarter (24.1%, n=13) were single. Hifths (42.6%, n=23) of AHPs had caring responsibilities. The
median household income was $125,000 to $149,999 per year.

Tablel Online survey participant demographics: AHPs

Participant characteristics n (%)
Gender
Male 6 (10.9)
Female 49 (89.1)
Age
21-30 24 (43.6)
31-40 18 (32.7)
41-50 4 (7.3)
51-60 6 (10.9)
61-65 3(5.5)
Marital status
Single 13 (24.1)
In a relationship 10 (18.5)
Married/domestic partnership 28 (51.9)
Divorced/separated 1(1.9)
Prefer not to say 2(3.7)
Born in Australia
Yes 44 (81.5)
No 10 (18.5)

A third (31.5% n=17) of AHPs had graduated betwe#@ $ears ago and just over one fifth (22.2%,
n=12) had graduated between KD years ago. Nearly thrddths of AHPs (57.4%, n=31) had lived
in a rural or remote area before they were 18 years old. &yerage number of years living in a rural
or remote area was 14 years. Three quarters of AHPs (75.9%, n=41) had undertaken a rural or
remote placement as a student, with an average of 1.5 placements.

Figurel Years since graduation as an AHP
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Employment

Over a third of AHPs were occupational therapists (34.5%, n=19), 12.7% (n=7) were pharmacists and
12.7% (n=7) were physiotherapists. Just over half of AHPs (53.3%, n=32) were working,fall

third (33.3%, n=20) were working paine and 10% (n=6) werstudents. More than half (63%,

n=34) were currently working in a rural or remote setting and one fifth (20.4%, n=11) had previously
worked in a rural or remote setting. AHPs worked in a variety of settings with the most popular
settings being small muftie purpose community health facilities (21.5%, n=17), private practice

clinics (17.7%, n=14) and large tertiary hospitals (16.5%, n=13). Most AHPs clients were funded by
the public Health System, aged care and the NDIS.

Figure2 AHP qualification
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Attitudes to working as an allied health professional

AHPs were asked about their attitudes to working as an AHP and their attitudes to undertaking
further formal education and training. Just over three quarters of AHPs (78.5%, n=62) agreed that
working in a rural or remote setting appeals to them and a langgority (93.7%, n=74) agreed that
they enjoy working as an AHP. Thifdths (60.8%, n=48) agreed that they would like to work on a
greater diversity of practice and fodifths (81%, n=64) could see themselves working in the allied
health field for a lag time. More than half (58.2%, n=46) of AHPs would like more opportunities to
interact with other AHPs via online support groups and 79.7% (n=63) would like more opportunities
to interact with AHPs via fade-face workshops and meet ups. Half of AHPsA#ONn=39,) agreed

they were making the most of all potential sources of clients and funding at their current
employment. 68.4% (n=54) of AHPs agreed that they would be prepared to study outside of work
time to achieve an additional qualification and overdae-fifths (64.6%, n=51) agreed that they

would be interested in undertaking formal education or training in the next 3 years. A further 79.7%
(n=63 agreed they would undertake further formal education or training in clinical skills in the next 3
years au threefifths (60.8%, n=48) agreed they would be prepared to undertake further education
or training in rural generalist skills in the next 3 years. Half of AHPs (49.4%, n=28) were unsure
whether the service they work for was seeking to diversify theisesvthey provide in the next 3

years.

Figure3 Attitudes to working as an AHP
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managing chronic conditions (796{ r¥51), managing health and wellbeing in older people%5

n=48), managing health and wellbeing of people living with a disabilityo#%48) and supporting

the health and wellbeing of Aboriginal and Torres Strait Islander pgdp¥, n=48). Theourses

GKFG '1ta 6SNB tSIHad AyiSNBadtsSR o6waidNry3Ite R
skills in researchnd program evaluation (219, r14), health service management (20#n=13)
andproject management skills, service development and quality improvement%20=3L3).
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Figure4 Topics of formal study or professional development
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Managers and supervisors

Background

A large majority of managers and supervisors (88.8-23) were female, and most were aged
between 3140 (38.846, n=10) or 41-50 (38.86, n=10)Most of the managers and supervisors (96,2
n=25) were born in Australia and approximately thréfths (61.9%6, r=16)were married or in a
domestic relationship. Just over half of managers and supervisor€453-84) hadcaring
responsibilities. The median household income was $125,000 to $149,999 per year.

Table2 Online survey participant demographics: Managers and supervisors

Participant characteristics n (%)
Gender
Male 3(11.5)
Female 23 (88.5)
Age
21-30 3(11.5)
31-40 10 (38.5)
41-50 10 (38.5)
51-60 3(11.5)
Marital status
Single 5(19.2)
In a relationship 1(3.8)
Married/domestic partnership 16 (61.5)
Divorced/separated 3(11.5)
Prefer not to say 1(3.8)
Born in Australia
Yes 25 (96.2)
No 1(3.8)

The majority (73.%, =19) of managers and supervisors had graduated at least ten years ago. Just
under half of the managers and supervisors (46.2-12) had lived in a rural or remote area before
they were 18 years old. The average number of years living in a rural or remote area Swasat3.
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Fourfifths of managers and supervisors (8.8=21) had undertaken a rural or remote placement
as a student, with an average of 1.7 placements.

Employment

Over a third of managers and supervisors (34.8-9)were occupational therapists and just under a
third (30.86 r=8,)were physiotherapists. Just under three quarters of managers and supervisors
(72.%%, =21) were working fultime. More than half (57 %, r=15)were currently working in a rural
or remote setting and one fifth (26%8, n=7had previously worked in a rural or remote setting.
Managers and supervisors worked in a variety of settings with the most popular settings being
private practice clinic0%, r=12)and small multiple purpose community health facilities (28,3
n=7).Most of their clients were funded by the public health system, NDIS anfuseléd.

Figure5 Managers and supervisors AHP qualification
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Pharmacist 8
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Attitudes to working as an allied health professional

Managers and supervisors were asked about their attitudes to working as and AHP and their
attitudes to undertaking further formal education and training. Just under three quarters of
managers and supervisors (722n-26) agreedthat working in a rural or remote setting appeals to
them and a large majority (944, n=34)agreed that they enjoy working as an AHP. Just over half
(52.8%0, n=19ngreed that they would like to work on a greater diversity of practice and just over
four-fifths (83.3%6, r=30) could s& themselves working in the allied health field for a long time.
More than half (52.86, =19 of managers and supervisors would like more opportunities to interact
with other AHPs via online support groups and three quarter$o(4527)would like more
opportunities to interact with AHPs via fate-face workshops and meet ups. One third (38,3
n=12) agreed they were making the most of all potential sources of clients and funding at their
current employment.

69.4% (n=25) of managers and supervisors agreed that they would be prepared to study outside of
work time to achieve an additional qualification and tifords (66.7%, n=24) agreed that they

would be interested in undertaking formal education or traininghie next 3 years. A further 66.7%
(n=24) agreed they would undertake further formal education or training in clinical skills in the next
3 years. Only 27.8% (n=10) agreed they would be prepared to undertake further education or
training in rural generadt skills in the next 3 years. Nearly thrgearters of managers and

supervisors (72.2%, n=26) were unsure whether the service they work for was seeking to diversify
the services they provide in the next 3 years.

Figure6 Attitudes to working as an AHP
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The courses that managers and supervisors said they would be most interested in were clinical

governance (93%, r=27), education and teaching for the health professions (82,.824), and

project management skills, service development and quality improvement%a,9323). The
courses they werenostdisinterestedin were managing health and wellbeing in children (20,7

n=6) and knowledge and skills in research and program evaluationd, f+5).

Figure?7 Topics of formal study or professional development
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Appendix5: Capacity building enrolment and trends over
time.

2022

In the year 2022, there were 30 enrolments across seven courses, with 17 enrolments by Trainees, 9
by Managers, and 4 by Supervisors. Project Management had the highest participation with 9
enrolments (6 Trainees, 2 Managers, and 1 Supervisor). AHA Moliielged with 7 enrolments (3
Trainees, 2 Managers, and 2 Supervisors). Courses like Good Mentor, Growth Mindset, and Non
negotiables each had 3 enrolments, primarily driven by Trainees and Managers. Leadership had 4
enrolments (2 Trainees, 1 Manager, ah&upervisor), while Grant Writing had minimal participation
with only 1 enrolment (Manager). Overall, Trainees had the highest participation, while Managers
and Supervisors participated selectively in key courses like Project Management and AHA Models.

Figurel capacity building enrolments in 2022
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In the year 2023, a total of 48 enrolments across nine courses were noted, with 33 enrolments by
Trainees, 8 by Supervisors, and 7 by Managers. Again, Project Management had the highest
participation with 16 enrolments (13 Trainees, 2 Supervisors, andriaia), followed by AHA
Models with 10 enrolments (5 Trainees, 3 Supervisors, and 2 Managers). Leadership also had a
notable participation with 8 enrolments (4 Trainees, 3 Supervisors, and 1 Manager). Courses like
Grant Writing and Effective Presentatiomad moderate participation with 5 and 3 enrolments,
respectively, primarily driven by Trainees. Courses such as Mentoringyédotiables, Growth
Mindset, and Productive Habits had minimal participation, with each seeing éhgntolments,
primarily fran Trainees.
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Figure 6 capacity building enrolments in 2023
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In contrast to the previous years, there were a total of only 19 enrolments across six courses in 2024,
with 8 enrolments by Trainees, 6 by Supervisors, and 5 by Managers. Leadership had the highest
participation with 12 enrolments (5 Managers, 6 Supemgsand 1 Trainee). Project Management

and Toolkit each had 2 enrolments, exclusively by Trainees. Courses such as AHA Models, Effective
Presentations, and Nenegotiables had minimal participation with only 1 enrolment each, all by
Trainees. Overall, Supgsors and Managers focused primarily on Leadership, while Trainees
participated across all courses with lower overall enrolment numbers.

Figure 7 capacity building enrolments in 2024
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Appendix6: Service development projects

Name of project Project details No. of
students
Development of a Description 3

Resource Bank for

Home Practice

The development of a series of brief, informative videos aimed at parents and
caregivers to support them to develop their understanding of allied health role:
and basic therapy strategies. This will increase community education and assi
parents to be moe effective agents of therapy during home practice sessions.

Aim

By focusing on development of higjuality, accessible resources for consumers
the aim is to increase their education and therefore improve their engagement
with therapists, as well as therapy outcomes for the children engaged in thera|

Outcome
Resources developed to be used in practice.

Early Intervention
Consultation Model

of Practice in a

Rural

Areac A Pilot Project

Description

To explore an alternative early intervention consultation model for private clier
in a rural area. The model aims to provide children and their families with time
limited but timely engagement with an occupational therapist, and who would
otherwise be shject to long waiting lists due to services being filled with an
overwhelming number of NDIS ongoing therapy clients.

Aim
To increase education, improvement engagement and interaction with therapi:
and increase follow through of strategies and recommendations at home

Outcome
Informed new service delivery method.

Better Knees

Description
8-week program (physiotherapy session via telehealth and education session
email)delivery forpatients with diagnosis of knee osteoarthritis.

Aim

Improve patient pain coping skills, decrease levels of pain, elude unnecessary
medical imaging, defer, or eliminate the need for surgical intervention, improve
quality of life scores and improvement of other existingneorbidities achieved
through weightloss and exercise.

Outcome

8-weekprogram
AHPDelegation Description 1
Project The project will explore and negotiate what is to go into the training package f

AHP.

Aim

To share information and empower staff while empowering the community anc
building sustainability through use of a delegation model and implemented
training package.

Qutcome
Developed a training package (policies and procedures) to improve accessibil
allied health

Accredited high risk

foot clinic

Description

Multidisciplinary clinic, for active wound clients, able to escalate for hospital
FRYA&aaA2ys @l alddz I NJ 2NJ adzNBAOFt Ayl
Diabetes management with diabetes nurse educators, refgatiiways to other
clinicians (dieticians, endocrinologist, surgeons etc).

\
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Aim
Increase access to diabetes nurse educators, improve diabetes control and
improve wound healing. Strengthen refergathways to local hospital.

Outcome

Multidisciplinary clinic continuing to run once a week. Increased access to a
diabetes nurse educator, improved diabetes control and improved wound heal
This has also strengthened referpathways to the local hospital.

Reduced wait time to see a podiatrist and many people are seen within a few
of referral.

Eating Disorders:
Knowledge, Attitudes
and Practices
amongst health
professionals at an
ACCHO

Description

The project will explore knowledge attitudes and practices of staff at Congress
through

A) a KAP survey link

B) focus groups

Participants will be recruited across range of clinical services and disciplines.

Aim

To identify gaps in knowledge and practice, identify possible areas for educati
and if capacity allows, create an educational resource for health workers base
the outcomes of the survey and focus groups.

Outcome
Developed an educational resource for health workers.

Expanding
22Y8yQa /2
Group for Diabetes

Description

The dietitian is currently facilitating a fortnightly cooking group targeting pregn
62YSYy 6AGK RAFI0oSGSad ¢KS LINRBLIRAaSR ¢
will see it expand to weekly sessions on a Wednesday morning.

Aim

To help support management of diabetes through a good diet to minimise the
associated complications to both pregnant mothers and their babies. To build
positive social benefits in the creation of a safe space for women to come
together, prepare and eat a @al together whilst engaging with the health servic
and health education.

Outcome
Provided an extra session per week for the duration of the project

1

Culturally responsive
assessments in
remote communities.

Description
Guidelines and recommendations for allied health staff around culturally
responsive NDIS assessments for First Nations clients.

Aim
To develop procedures and assessment tools.

Outcome
Developed guidelines and recommendations for allied health.staff
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Facilitating best
practice
multidisciplinary
practice

Description
Developing a robust multidisciplinary approach across rural sites.

Aim
To develop a robust multidisciplinary model to enhance service delivery outco
and collaboration between therapists working within the multidisciplinary settir

Outcome

Developed practice guides for therapists.
The improvement Description
and expansion of I 2YS aSRAOIGAZ2Y wS@ASs Aa | Oft AyAOl
medication review  dzy RSNJ | LK@ aAOAl yQa NBFSNNIt G2 F2¢

across QLD Central
Highlights

provides an opportunity for interprofessional collaboration and deep medicatio
training for patients.

Aim
To focus on creating a network with general practitioners to increase the numt
of patients receiving this clinical service.

QOutcome
Developed a new clinical service

Tech Talkers Project

Description

Development of a training program for families of children using Augmentative
and Alternative Communication, that can be delivered online, with a-fadace
component.

Aim
To develop a training package.
QOutcome

Delivered an online and fage-face pilot service to familiehis service is
continuing.

Implementing Allied
Health Assistants

Description

Implementation of allied health assistants into a rural and remote area.
Aim

To build a sustainable service delivery model for a remote M\dmmunity.

Outcome
Developed a service delivery model.

Kindergarten Oral
Language Program
(KOLPY, A Whole
Class Speech
Pathology
Intervention

Description

Implementation of a whole class oral language program to support the four pill
of oral language: Vocabulary, Comprehension, Phonological Awareness, Grar
Oral Narrative for Kindergarten students.

Aim

1.Develop oral language skills of kindergarten students

2. Improve early identification of children with speech, language and
communication needs and support refergdthways

3. Build relationships and share knowledge with educatoesgrimary schoal
4. Build a sustainable delegation service delivery model for a remote MM7
community.

Outcome

Developed a service in an area that otherwise would not have been provided.
school purchased the program to be delivered by teaching staff and the AHP i
now providing remote support to help them to continue to deliver iregram
Unfortunately, due to a lack of funding the AHP can no longer provide support
deliver the program.
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New Graduate Description 1
Program Q C 2 O dz To develop a structured and supportive occupational therapy new graduate tw
C2dzy RI i A 2 y year program.

Aim

1. To attract and maintain new graduate OTs to live and provide OT services i
rural community.

2. To provide new graduate OTs with the support and structure required to sut
a financially viable service.

3. To have successful marketing advertising for new graduates to express inte
in the position.

4. For the new graduate and existing team members to have clear guidelines i
expectations.

Qutcome
Developed a new graduate program and have recruited new graduates to
commence in 2025.

COPD Screening &  Description 1
Smoking Cessation  Screening for lllicit substances and tobacco use‘Aadist + COPD screening
and/or consult on COPD stepwise management.

Aim
To provide COPD screening and smoking cessation assistance without a fee.

Outcome
Providledanosf SS aSNBAOS GKIFG KIFIRyQlG o6SSy

Upskilling support Description 1
workers in rural and  Needs assessment and development of educational resources to train rural ar
remote locations to  remote support workers in basic skills to implement recommendations by men

implement health clinicians.

recommendations by

mental health Aim

clinicians To educate allied health assistants and support workers in relation to occupati

therapy and mental health.

Outcome

A support worker education resource was developed.
Integration of Allied  Description 6
Health Assistants Incorporating allied health assistants into an existing allied health model in a w
with a Rural Allied that supports patient centred cargpecificallyin feeding therapy, dietetics and
Health Service exercise physiology services.

Aim

¢t2 AYLINROD GKS O02YLIyeQa aSNWAOSaod

Outcome

The project has established training modules, recruitment procedures,
communication systems, and marketing materials to support AHA integration.
has reduced wait timeand enhanced client satisfactiofhe service is ongoing
with plans to expand the reach into additional regions.

Occupational Description 1
Therapy Service Integrate occupation therapy servicearfurtherregion.
Development Aim

To reduce travel time for rural participants and increase positive therapy
outcomes for rural participants.

Outcome
Developed a service in an area that previously did not have the service that is
ongoing.
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Chronic Lung
Protocol

Description

This project is focused on reviewing the current chronic lung protocol in place
the Kimberley region, Western Australia and updating any clinical details withi
the protocol.

The focus is spirometry as there is currently little to no spirometry being
performed in the region.

Aim
To add spirometry to standard practice across our Aboriginal Medical Service
clinics including the smaller outreach clinics.

Outcome
Developed education resources including pamphlets for inhalers, educational
video resource and decisiemaking tools for use of inhalers.

Skill sharing for
clinicians and
educators working
with children in rural
and remote
communities

Description
Understanding and supporting skill sharing for clinicians and educators workin
with children aged & years in rural and remote communities.

Aim
To understand the challenges of the community and put support in place to
overcome the challenges experienced.

Outcome
Resources are being used by the wider tearthatorganisation.

Health At Every Size
Pilot Service

Description

To establish an accredited weight neutral dietetics pilot service and utilise the
results of the pilot service to develop a key set of recommendations for future
service delivery of weight neutral services within the organisation and Midwes

Aim
The purpose of this project is to increase access to weight neutral health servi
for individuals living in the Midwest.

Outcome
Developed a pilot program to increase access to weight services. The results
pilot program were used to produce recommendations for future service delive

Transdisciplinary
practise in rural and
remote communities

Description

To draft and pilot a transdisciplinary model of care within the allied health tean
for communities for clients currently receiving limited services; not meeting
evidencebased practice guidelines for service delivery over the 12 months.

Aim
To extend the scope of clinicians and provide quality care to consumers, ensu
clinicians are operating at the top of/extended scope.

Outcome
2-month project (withdrew prior to finishing) but resources were developed pric
to student withdrawing.

Occupational
Therapist role in
supporting formal
diagnosis of
childhood disability
in rural and remote
Australia

Description

A mixedmethods approach, combining qualitative interviews with healthcare
professionals involved in childhood disability diagnosis and quantitative analys
diagnostic processes and outcomes data. Diagnostic records and patient outc
will be analysd to assess the effectiveness and efficiency of current diagnostic
processes.

Aim
The project aims to gain insights into the roles, challenges, and perspectives i
diagnosis of childhood disabilities

Qutcome
Developed resource package.
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Development of a
business framework
for efficient and
effective utilisation
of allied health
assistants in private
practice

Description

The service development project will look at developing a business framework
efficient and effective utilisation of allied health assistants in private practice. T
project will consider allied health assistant competencies and a supervision
structure, together with work output required for the allied health assistant role
be financially viable.

Aim

Given the current recruitment and retention challenge in rural locations, the all
health assistant role offers potential to address the significant shortfall of alliec
health services in rural and remote Australia.

Outcome
Developed a business framework for effective and efficient utilisation for allied
health assistants in private practice.

Implementation and
provision of Vital
Health allied health
services to the local
community

Description

Implementing regular allied health service provision from Vital Healtoregional
town due to community need. This involves the planning and development of
regular service provision that can be maintained for the community to access
essential private and funded allied health services within their town.

Aim

To plan and develop the regular service provision so it can be maintained for t
community to access essential private and funded allied health services withir
their town.

Outcome

Ongoing servicdue to theoriginalsupport from the progranandhas since grown
deliveringphysiotherapy(weekly) speech anadccupational therapyfortnightly)
and dietetics and exercise physiology (monthly).

Developing a group
paediatric therapy
program

Description

Paediatric participants were not getting timely access to services due to long v
lists. This determined our population focus on the project, focusing on group
therapy programs for participants ages 4 to 14 as this was the range with the 1
unmet referals.

Aim
To develop a group therapy program targeted towards paediatric participants 1
can be delivered both in Cairns and rural communities.

Outcome
Developed a group paediatric program and this was delivered as an intensive
day programThere are plans for the program to continue.

1
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allied health professionals and allied health assistants within Aboriginal Community Controlled
Health Organisations (ACCHOSs) as they relate to the alliethhraedl generalist pathway and

building the rural and remote allied health assistant workforce; and to summarise the feedback from
ACCHOs regarding allied health and allied health assistants and these programs.

It should be noted that not all views expressed in the report are attributed to all ACCHOs.
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EXECUTIVE SUMMARY

Services for Australian Rural and Remote Allied Health (SARRAH)is currently implementing two
workforce development initiatives establishing supported training positions within allied health
service providers across rural and remote Australia:

9 Allied Health Rural Generalist (AHRG) training positions through The Allied Health Rural
Generalist Education and Training Scheme (TAHRGETS) program; and
9 Allied Health Assistant (AHA) training positions through Building the Allied Health Assistant
Workforce (BRAHAW) program.
In alignment with performance indicators, each program has allocations for training positions within
Aboriginal Community Controlled Health Organisations (ACCHOS).

As part of the activities against these performance indicators, SARRAH has undertaken an extensive
engagement process with ACCHOs, ACCOs and relevant peaks across Australia. This engagement was
dzy RSNI I {Sy 6A0GK NBEII NRa { o patiifhte jh ithdr wokkbrgei Q A y i S NE
development pathway.

This engagement process has allowed SARRAH to build an understanding of allied health services in
ACCHOstheir current service provision, and the supports necessary for this provision to thrive

GAGKAY '/ /1 haT | a 6Stft | &rogr&s playdhthé curiekticantext. ! ww! | Q3
FigurelFigure-]1 below, is based on feedback from this engagement process, and provides a

summary of the identified barriers to a thriving allied health service within ACCHOs.

For one of the programsBuilding the Rural and Remote Allied Health Assistant Workforce
(BRAHAW this engagement process has resulted in the achievement of all allocated training
positions?!

For the second programThe Allied Health Rural Generalist Education and Training Scheme
(TAHRGETGS&}his engagement process has resulted in an understanding of the barriers to successful
achievement of these allocated training positions.

For SARRAH, the engagement process has not concluded, rather it has established a foundation for
ongoing and future program delivery and advocacy, in close partnership with Indigenous Allied

I SIFfTGK 1 dzZAGNIfTAF OL!' I 10D ¢KEzAo2N) CANAE G bAAAOYATX
access to allied health services for all rural and remote communities as part of ongoing advocacy and
project work.

More broadly, the work has highlighted the need for a cohesive review of policy drivers and funding
mechanisms with a view of enabling allied health service delivery by ACCHOSs, and the opportunity
for collaborative research in this area.

1 At the time of writing, noting that numbers may fluctuate during the term of the program
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INTRODUCTION

Background of project

Services for Australian Rural and Remote Allied Health (SARRAH) has received funding from the
Commonwealth Department of Health to deliver two (thrgear) workforce development

initiatives focussing on the rural and remote allied health workforce. Furfdmifpese programs

represents the first new Commonwealth investment specifically for the rural and remote allied
KSIFfGK g2N] F2NOS Ay Ylye @SFENER® ¢KS LINPINFYA N
expended or fully committed by September 2024

&
N\

1. The Allied Health Rural Generalist Education and Training Scheme (TAHRIBETS)

Health Rural Generalist Pathwaf-GCRQIYP) focuses on the further development of the
gualified Allied Health Professional.

2. Building the Rural and Remote Allied Health Assistant Workforce (BRARNIA&W)Health
Assistant Workforce Packagd-GCRQJ18) focuses on the development of a rural and
remote Allied Health Assistant (AHA) workforce.

In both programs, a training position must be created by the employing organisation. This training
position may be a newly established position that the organisation wishes to recruit to, or to place
an existing member of the workforce. SARRAH providesagitun funding for the trainee,

workplace training grants for the organisation, and support, capacity building, and resources to all
participants.

In TARHGETS, the training position is allocated to an already qualified Allied Health Professional
and the trainee must undertake the Allied Health Rural Generalist (AHRG) pathitiathe support
of their employing organisation.

In BRAHAW, the training position is for an Allied Health Assistant. Through the program, the
organisation follows a roadmap to the development of an AHA service. The trainee undertakes
training (with or without certification) to deliver, under supervisitime AHA service delivery
model, and the organisation undertakes the establishment of the required governance; and the
workplace training and supervision and support of the AHA

Under the grant agreements, both programs have a fixed number of training positions allocated to
Aboriginal Community Controlled Organisations (ACCHOs). For TAHRGETS, 30 of the 90 packages
are allocated to training positions within ACCHOs. For BRAHAW &30 packages are

allocated to training positions within ACCHOs. The aim of these targeted allocations is an increase
in access to allied health services for First Nations people (note, these are not allocations
specifically for increasing Indigenoubeal health workforce).

Achieving these allocations are identified as key performance indicators for the grants.

{!'ww! 1l Qa FLIINRIFIOK (2 AYLISYSyGAy3a GKS 1/ /1 h NI A
sector has been developed following advice and guidance from the TAHRGETS and BRAHAW
FROA&2NE O2YYAGGHSSas {!ww!lQa Of 2 athn JAHAJAWS NE K S
NACCHO. These activities have resulted in the development of strong relationships with many

2 Current eligible allied health professions: Dietetics, Occupational Therapy, Pharmacy, Physiotherapy, Podiatry,
Radiography, Speech Pathology, Psychology, Social Work

3 TheAllied Health Rural GeneralistPathway is an innovative workforce development strategy to increase access to a
highly skilled allied health workforce for rural and remote Australian communifigs.innovation is enacted through the
use of three trusted mechanismi&rmal education, structured supervision and support, service model development. For
more information seéttps://sarrah.org.au/ahrgp

4 For more information on BRAHAW, deps://sarrah.org.au/brahaw
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ACCHOs across the country and contributed to a depth of understanding of the enablers and
barriers to implementation.

TAHRGETS

As of June 2023, SARRAH had received a total of six applications for TARHGETS training positions
(6/30) from ACCHOs. Two applications received were for existing Allied Health Professionals within
an ACCHO. Four applications established new training pusititth the organisation intending to

recruit to these positions. Of the two existing allied health positippnae withdrew to return to her

home in Sydney. Of the four recruitment positions, all have failed to recruit. One AHRG ACCHO
trainee remains (1/8).

BRAHAW
As of June 2023, SARRAH is oversubscribed with 20 of 15 training positions for AHA allocated within

ACCHOs.

The BRAHAW program has received significantly more applications from ACCHOs than has
TAHRGETS. Additionally, BRAHAW has had interest from mainstream organisations wishing to
employ locally based First Nations Allied Health Assistants.

Purpose of stakeholder engagement
To successfully implement training positions within the TAHRGETS program, SARRAH sought to
identify ACCHOS satisfying the following requirements:

9 are rural and remote

1 have an organisational priority to deliver allied health services

1 have Allied Health Professionals employed.
To successfully implement training positions within the BRAHAW programs SARRAH needed to
identify ACCHOS satisfying the following requirements:

9 are rural and remote
1 have an organisational priority to deliver allied health services
1 have Allied Health Professionals who are either employed or externally contracted, to
delegate to and providing training and supervision to an AHA
9 already fund, or are able to fund, AHA positions within their current business.
Furthermore, SARRAH needed to ascertain whether individuals within these organisations had the
interest and capacity to participate in the workforce development pathways.

The identification process has been illustrated belowkigare2.

Aboriginal Community Controlled Health Organisations

Rural and Remote ACCHOS

Org. priority to deliver allied health services

Employed AH
professional

Externally contracted AH
professionals

Individual capactity to participate

GRS [ Ability to fund AH;]

[ BRAHAW j position
]

Figure2: Identifying ACCHOSs and individuals to target during the engagement process.
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The identifiedpurposeof the engagement process was to:

9 identify appropriate ACCHOs;
1 increase ACCHO understanding of workforce development pathways; and
9 secure ACCHO participation in the workforce development pathways.

To ascertain eligibility, SARRAH has asked the following questions:

1. What does allied health service delivery look like in your organisation? (Status of allied
health within ACCHOSs)
2. Under what conditions would allied health service delivery thrive in your organisation?
(Enablers and Barriers to allied health within ACCHOS)
3.22dzA R {!ww!lQa ¢g2NJ] F2NOS RS@OSt2LIVSyid AYyAGALl G,
(Reception of the TAHRGETS and BRAHAW programs)
Scope and limitations of report
This report is focused on the engagement with, and feedback from, the Aboriginal and Community
Controlled Sectors with regards to their interest and ability to participate in either the TAHRGETS or
BRAHAW workforce development pathways.

\.( s Flinders
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METHODOLOGY

Stakeholder engagement
9y 3l 3SYSyi

gAlK

ail 1SK2t RSNA KI &
illustrated inFigure3Figure3 below, has been an evolving and iterative strategy over the course of the

TAHRGETS and BRAHAW planning and implementation phases.

0SSy ¢

SR

Networking approach

Online Promation

Consortia Appreach

prom

develop content

nal materials ant

organisations

S

J

)

Supply

locations

private/ngo

\ﬁ W 7 Q/ V Q/ Cross check
NACETS existing
Health TAHRGETS TAHRGETS
ALY PHNs waorkforce SARRAH UDRHs Advisory website locations with
NAACHO p Members. state health
agencies Committee providers. local
ACCHO acchos &
website

Nation

l Media - N
romaotional materia

specific ACCHOs within networks

through SARRAH network

SARRAH
IAHA
SIBRAHAW AHR as connection
Other (e.g.
PHNS)

involvement Iif positive
indicators

‘from online contacts

SmarfyGrant application Iik J

Figure3: SARRAHs engagement strategy: identifying ACCHOs and individuals to target during implementation.

Figure4, below, further explores the networking approach outlined in the engagement strategy.

Aboriginal and Torres Strait
Islander owned
businesses/service providers

Aboriginal and Torres Strait

Potential stakeholders groups Islander AHPs

ACCHOs/AMS

Consult with IAHA, NAACHO, PHNS, HWA, SARRAH members, UDRHs, TAHRGETS advisory council: who are the
) ACCHOs, AMSs, businesses/service providers they recommend we contact
Stakeholder identification

Collaborate with IAHA — engaging their members: Email lists, Social media, Newsletters

* Simple A4 poster with first nations artwork, picture of indigenous people, brief outline of opportunity
Consult with IAHA — are there recommended artists to approach?
accompanying brochure with relevant details

¢ Integrate with website

Resource development

Warm introduction with IAHA contact/relationship via Phone call/videoconference:
* Purpose 1: to explain opportunity

Purpose 2: who else might be interested (snowball stakeholder identification)
Accompanying email containing resources— promotion and generating interest

Initial contact

Follow up phone calls/emails/engagement

Follow up Support with application process if required

Figured: SARRAH Identifying ACCHOSs and individuals to target during the engagement process.

Communication with stakeholders was distributed across the SARRAH team, with all members of the
TAHRGETS and BRAHAW implementation team as well as the SARRAH CEO and Policy and Advocacy
Director contributingo these activities. The decision of who engaged with stakeholders was made

based on the level and type of engagement, and where existing relationships already lay. A summary

of communications can be found belowTigblel.

® S
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Party engaged What/how did engaged group outcomes?3
engagemen% contribute??

Indigenous Allied
Health Australia

National Aboriginal N
Community
Controlled Health
Organisation
Aboriginal
Community
Controlled Health
Organisations

Y, N

Primary Health N
Networks
- Rural PHN group
- Individual rural

PHNs
Health workforce N
agencies

University N
departments of rural
health

TAHRGETS Advisory N
Committee

SARRAH members N

Provided advice and guidance,
distribution of promotional material
through networks and membership,
warm introductions to ACCHOs
potentially interested in the project
Provided advice and guidance.

Facilitated relationships with ACCHOs

with program interest

Considering program applicability in
their setting,

Snowball identification of other
potentially interested ACCHOs.

Provided advice and guidance,
distribution of promotional material
through networks

Provided advice and guidance,
distribution of promotional material
through networks and membership,
warm introductions to ACCHOs
potentially interested in the project

Provided advice and guidance,
distribution of promotional material
through networks and membership,
warm introductions to ACCHOs
potentially interested in the project
Asked to consider program and
distribute to networks

1 New engagement as part of this project consultation
2 Contribution of engaged group: Classify the contribution according to which stage in your research project the engagemaentred.
For example: Design; Implementation/fieldwork; report writing; review. Consideration of findings/recommendationsjrRatiom /

dissemination

Relationship ongoing
Increased profile of TAHRGETS/BRAHAV
increased SARRAHSs network of ACCHO:

Relationship ongoing
Increased profile of TAHRGETS/BRAHA\V
increased SARRAHSs network of ACCHO:

Some ACCHOs not interested
relationships not ongoing at this time.
Some ACCHOs interested but not
capacity/interested individualg
relationships ongoing.

Some ACCHOs applications received for
training positiong; relationships ongoing
Relationships ongoing

Increased profile of TAHRGETS/BRAHAV

Relationship ongoing
Increased profile of TAHRGETS/BRAHAV
increased SARRAHSs network of ACCHO:s

Relationships ongoing
Increased profile of TAHRGETS/BRAHAV

Ongoing, continue to provide guidance ar
advice in the implementation of TAHRGE

Ongoing

3 Change: Outcomes in terms of changes in engagegrttionships / structures, networks including creation of new networks;

F2NXYFEAT AYy3 NBEFGAZYEAKA LA

So3ops

i KNR dz3 K
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Tablel: Engagement of external individual/groups/networks

Table2, below, lists the resources developed by the implementation team to support ACCHO
stakeholder engagement and communication.

TAHRGETS _| BRAHAW

Program guidelines

Posters
Social media tiles and contents
Short videos

Table2: Resources developed.

\Y \Y
\ \
\ \
\ \

A summary of communication methods used in the stakeholder engagement, can be found below in,

Table3.

é s Flinders
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Communication method Audience Reached

Cold call emails ACCHOS identified in desktop No meaningful ongoing
SARRAH undertook a desktop screen of rural and remote search engagement using this
ACCHOS regarding allied health service provision. Those method

with obvious allied health services listed on their website

were sent emails that introduced SARRAH and provided

preliminary information about theTAHRGETS and

BRAHAW programs and invited further conversations.

Third party introductions ACCHOs who SARRAH did nc Resulted in meaningful
SARRAH was introduced to ACCHOS via a third party fro yet have relationships with. engagement with ACCHOs
within SARRAHSs extensive stakeholder network. Once ar

introduction was made, SARRAH followed up via emalil

providing more information about the TAHRGETS and

BRAHAW funding and inviting further conversans

The conversations ACCHOs that SARRAH had pr Deepened relationships,
Through faceto-face visits, videoconferencing, telephone  existing relationships with, or  increased understandings of
calls and emails SARRAH has had conversations with that SARRAH had been workforce development
ACCHOs about allied health, professionals and AHAs. Th introduced to. initiatives.

conversations have included discussions with organisatio

CEO s, Clinical Directors, Engees, Clinical Managers,

Allied Health Professionals and Aboriginal Health Worker:
Table3: Methods of Communication

Ongoing engagement activities
Engagement activities remain ongoing. SARRAH continues to work with partners to further build
relationships with ACCHOs, as well as deepen understanding of workforce development initiatives.

5 Flinders
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ENGAGEMENT FINDINGS

To date, SARRAH has engaged with 18 ACCHOs (17 regional, rural and remote, 1 metropolitan
based), four ACCOs, and two peaks (Indigenous Allied Health Australia and National Aboriginal
Community Controlled Health Organisation). These rich, ongoing converséiave provided

SARRAH with an understanding of what allied health service delivery looks like in ACCHOs; enablers
and barriers for thriving allied health service delivery within ACCHOs, and the current role and

NEf S@FyOS 27F {! ww! InQnitiatige’. N] F2 NOS RS@Sft 2LIrS
Findings are reported against the three focus questions used in the engagement.

1. What does allied health service delivery look like in your organisation? (Status of allied
health within ACCHOSs)
2. Under what conditions would allied health service delivery thrive in your organisation?
(Enablers and Barriers to allied health within ACCHOS)
3.22dzA R {!ww! 1l Q& 62N] F2NOS RSOSt2LIVSyd AyAGALl G,
(Reception of the TAHRGETS and BRAHAW programs)
Status of allied health within ACCHOs
Findings indicated that allied health service delivery differs across ACCHOs due to variations in
employment structures and services provided.

VARIATIONS IN EMPLOYMENT STRUCTURES
Only one of the ACCHOs employs an entire allied health team, the remainder range from relying
entirely on externally contracted Allied Health Professionals to provide services; to those ACCHOs
who have a mix of some internally employed and some externatiyracted Allied Health
Professionals

VARIATIONS IN SERVICES PROVIDED
The reported allied health services provided also varied. Most ACCHOs provided social and

emotional wellbeing services (program funding) and some accessed Medicare billing for psychology
services under a mental health treatment plan. Most ACCHOs alsahditid for the provision of
primary allied health services related to chronic disease management through programmatic
funding (short term grant agreements). Few ACCHOs reported Medicare being a primary source of
allied health revenue. Some of the ACCH@gagistered NDIS providers with growing disability

allied health service provision. Contributing factors for this large variation can be grouped into the
themes listed here and discussed in the following Enablers and Barriers section.

1 Creating and funding allied health positions
1 Attracting and recruiting allied health professionals
1 Retaining allied health professionals

i Flinders
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Enablers and Batrriers to allied health within ACCHOs.
CREATING AND FUNDING ALLIED HEALTH POSITIONS.
Within ACCHOs, funding of allied health services fall predominantly into one of the three categories,

as summarised below:

1. Program/Block funding.

Program block funding is normally tied to specific health
outcome areas. Allied health positions may be created ashree years [contract length], would be

part-time or fultime positions for the duration of the the lowest minimum funding, not
program contract (often only one to two years long, twelve months. We gotta attract these
sometimes three). professionals. Very, very challenging ii

_ _ . _ o the health industry months.
Recruitment into these positions is generally limitedto a _ AcHHO 1. NT

cohort of allied health professionals who are already local,
or who are prepared to move rural and/or remote for a
short period of time with no guarantee of ongoing employment. The ability to employ Allied Health
Assistants within these models may be limited by grant funding agreements.

With bulk billing and private billing, 2. Medicare funding

you're never going to be able 1o makery g jinitations of funding allied health services through
enough money probably to have a . o . :

. . . Medicare are well documented. At this time, Medicare is
salaried allied health professional _ . . .
ACCO 4. WA not a sustainable mechanism for fully funding Allied
Fundamental flaw is a reliance on  Health Professional positions, and there are no existing
Medicare (or NDIS) fee for service mechanisms for funding Allied Bli¢h Assistant positions
funding_ This is a structural limitation through Medicare. Further SUbSidiSing through afit
for allied health- ACCHO 7, NSW pocket expenses or top up block funding is required for a

viable workforce model

3. NDIS funding

NDIS provides the most likely mechanism for creating
and NDIS...too much red tapACCHO 3, S/
delivering sustainable allied health services, providing

funding mechanisms for employing both Allied Health Professomrais—ama it eatiTassistants.
However, through this engagement, ACCHOS have reported varying opinions of, and willingness to
engage with NDIS. Some ACCHOs consulted are NDIS providers lanitdarg in this space. Some

have been NDIS providers but do not see the benefit and are letting their status lapse, others are not
providers and are considering it, and others are not providers and have no-ghortplans of

becoming providers.
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ATTRACTING AND RECRUITING ALLIED HEALTH PROFESSIONALS
Where ACCHOs have established Allied Health Professional positions, there are often barriers in
attracting and recruiting to roles.

In the absence of viable funding mechanisms that enable creation of and recruitment to ongoing
allied health positions, there is often a reliance on fixed term contracts. Recruitment to fixed term
contracts in rural and remote Australia comes with addigibdifficulties of:

9 attracting Allied Health Professionals to move to rural and remote areas.
1 having available mediusterm accommodation available at an affordable rate
1 having an allied health network large and consistent enough to create a supportive
professional environment.
Furthermore, ACCHOs may not be able to provide competitive salaries when compared to other
service providers (e.g., state health jurisdictions)

it's like really hard to get people to move, remote, and often were like advertising positions :
same time as [state] health and we just don't have competitive salaA&CHO 2, NT

Some ACCHOs have been able to create positions, but the physical infrastructure has not been
sufficient for additional staff, or finite resources are redirected to other priorities.

Desperate for OT at the moment...but very short of space, we need to buHdA@EHO 6, NSW

we have worked out a business case looking at employing allied health... So we've got a st:
plan. Yeah, problem at the moment is we desperately need to recruit de&@GO 4, WA

Consequently, many ACCHOs, when not able to employ Allied Health Professionals locally, provide
services through contracting external Allied Health Professionals. These may be locai-tlyfbut
providers.

RETAINING ALLIED HEALTH PROFESSIONALS

Some of the factors mentioned above in the ability to attract Allied Health Professionals also affect
retention. For ACCHOs these can include community factors such as liveability as well as professional
factors. The cost of living and lack of local intfiasture and services can be prohibitive to both

attraction and retention.

housing affordability is a major concerACCHO 5, WA
Childcare is a huge issue up hefeCCO 4, WA

When employed in ACCHOs Allied Health Professionals may be the only Allied Health Professional or
may be employed in a small team. In the conversations SARRAH heard that there is a risk for Allied
Health Professionals feeling professionally isolated, douting to high turnover.
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there's a bit of an ethical issue in terms of, like recruiting. | guess the only staff [we recruit] ¢
real entry level and then not having the staff on the ground to put supports in place to like
professionally develop that person. And people end upljeehgaging ACCHO 2, NT

high staff turnover related to like short term funding really hinders, like long term efforts to k
of make progress and that kind of thing. And also, like, burns out the people who are on the
ground long termr ACCHO 2, NT

UNDER WHAT CONDITIONS WOULD ALLIED HEALTH SERVICE DELIVERY THRIVE IN YOUR ORGANISATIONS
Through the engagement proceslse most consistent messaging heard from ACCHOs was the need
for a sustainable funding mechanism for salaried Allied Health Professional positions; that this
mechanism facilitates ongoing or lotgym employment contracts that are competitive with state
health jurisdictions.

Further to this, ACCHOs reported that there is a recognised need for an economy of scale of allied
health services that would allow the formation of supportive teams, and the efficiencies to sustain
0KS -M&EROBASQ adNUzOG dzNBE & sérice deliv@y | 6t S £t ASR KSIE GFf

XOSNIIIAyGteXxez2dz ySSR a42YS aolfSx &2
-ACCHO 1, NT
structures and supports in place within the team to set that up to really thA@CHO 2, NT
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Reception of the TAHRGETS and BRAHAW programs
TAHRGETS

The reception of the TARHGETS workforce packages by ACCHOs has been mixed. Many ACCHOs had
little understanding of the AHRG pathway. This is consistent with the evaluation of the Allied Health

Rural Generalist Workforce and Education Scheme (AHRGWEShtipeeceding the TAHRGETS

program. This lack of understanding was more apparent in organisations such as ACCHOs/AMSs for
gK2Y ftftASR KSIf(iK aSNWAOS LINPQGAAAZY Kla yz2d4 02
engagement, knowledge and understiing of the pathway is growing. While most ACCHOs

engaged with have been supportive of and interested in developing their allied health workforce,

their interest is focussed on how to secure a stable allied health workforce, an acknowledgeable first
stepbefore workforce development initiatives can be applied.

For those ACCHOs who employed Allied Health Professionals, there were still some concerns
regarding the applicability of the pathway for their current context. The Level 2 AHRG Pathway has a
two-year (minimum) timeframe. Allied Health Professionals, emppACCHOs and SARRAH need
some assurance that the Allied Health Professional is likely to be employed for at least the two years
the pathway would take to complete. This was problematic for ACCHOs where contracts of one or
two years were the norm.

For those ACCHOs who relied on externally contracted service providers, the pathway offered no
perceived direct benefit, as the workplace training grants and supports would go to the employing
organisation. Furthermore, some employing organisations woatde eligible if they are offering
fly-in-fly-out services from metropolitan areas

The feedback and contextual information gathered through this process is essential to
understanding why the implementation of AHRG training positions within ACCHOs has not worked
at this time.

BRAHAW

The reception of the BRAHAW packages by ACCHOs is very positive. Given this workforce
development initiative focuses on local workforce and there is not a requirement for the supervising
and delegating Allied Health Professionals to be employed intertiadige is scope to accommodate
flexible and innovative approaches to developing this workforce.

This positive response is evident in the oversubscription of available BRAHAW training positions.

SARRAH understands that organisations who have limited experience delivering allied health
services may require additional assistance to understand and support the essential relationship
between the supervising and delegating Allied Health Professiomadsh@w this will function if the
Allied Health Professional is employed externally.

5 SARRAHoes not currentlyconsiderapplications from metropolitan based allied health services providing fly in fly out services. This
decision was based on a priority at the time to develop a rural and remote workforce

e Flinders

University




IMPLICATIONS NEXT STEPS

¢KA& Sy3aFr3asSySyid LINRPOSaa KFra oSSy SaaSydalrt G2
health services for First Nations communities.

Implications for SARRAH

This report informs three key action area for SARRAH:

1.

3.

9y adaNB GKFG {!ww!l Qa LNRINIY RStAGSNE O2ydAy

health services for First Nations communities. Programs should prioritise service providers
with proven track records of working with First Nations communities (includ®gOs and
mainstream organisations)

Ensure that SARRAH continues to work closely with IAHA so that programs wherever
possible promote the growth of an Indigenous health workforce, and that this workforce is
distributed within rural and remote Australia.

This should include reimagining how the pathway could be used for Indigenous Allied Health
Professionals, to increase their skills, knowledge and exposure to rural and remote practice
and increase their likelihood of moving into rural and remote practice.

Ensure that SARRAH continues to work closely with IAHA and NACCHO to communicate the
unique issues raised by ACCHO and ACCO stakeholders to policy and decision makers.

Broader recommendations

1.

That policy drivers and funding mechanisms are reviewed with the view of making changes
that promote and enable ACCHOs to deliver sustainable allied health services to better
manage the health needs of First Nations communities.

Undertake collaborative research into allied health service delivery by ACCHOs.

This report summarises a small consultation process directly related to workforce
development initiatives currently implemented by SARRAH. This report offers some
preliminary recommendations to support collaborative research into allied health service
delivery by ACCHOs.
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