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Introduction 

The Commonwealth Governments “Healthy Horizons”1 report and the NSW Health Department 
“Rural Health Plan”2 have identified rural allied health recruitment and retention as a major 
problem. This has led to a number of initiatives to improve the recruitment and retention of 
workers.  

In 2000, Services for Australian Rural and Remote Allied Health (SARRAH) conducted a national 
study of rural and remote allied health professionals.3 It found 42% of rural and remote 
practitioners had been in their position less than 2 years. Lack of support, especially same 
discipline support, was identified as a major contributing factor to a high attrition rate. Several 
support strategies were recommended to enhance the retention of staff including mentoring. 

Currently in the Central West of NSW, allied health professionals working in larger teams in the 
regional centres of Bathurst and Orange have some access to same professional support. Sole 
therapists, private practitioners and those working for non government organisations have limited 
access and often are very isolated professionally. 

Several mentoring models for allied health already exist, notably Rural Connect within 
Queensland Health4, MentorLink developed by OT Australia in Victoria5 and Australian Dietetics 
Association.6 To date there are few established mentoring programs in the NSW health sector 
and so a need was realised for a model which is accessible to government, private and not for 
profit health professionals.  

In 2003 SARRAH were successful in obtaining funding from Commonwealth Department of 
Health and Ageing, through the Regional Health Service Program to develop and trial a model of 
mentoring. A partnership was developed with the Central West Division of General Practice 
(CWDGP) to jointly manage the Central West NSW Allied Health Mentoring Project  

The Mentoring Project aim is to develop and trial a model of mentoring for rural allied health 
professionals working in towns with populations less than 5000 in the Central West of NSW. It 
involves professionals employed in private, public and non government organisations. 

The project is an 18 month project and commenced July 2003 with the employment of two part 
time project officers. A model has been developed, participants recruited and matched with the 
trial commencing in December 2003. An orientation day and two mentoring training days have 
been conducted and monitoring conducted to map the progress of the trial. 

This paper will describe the work to date of the CW NSW Allied Health Mentoring Project and will 
provide preliminary results of the workforce survey, participant profile, matching and trial.  
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Description of the project 

The CW NSW Allied Health Project is a joint project between SARRAH and CWDGP. SARRAH 
are the fund holders with CWDGP housing the project officer and jointly managing the project. An 
advisory committee guides the project with representatives from Mid Western Area Health Area 
Management, small town allied health professional, allied health private practitioner, SARRAH, 
CWDGP, project officer, general community, MWAHS Allied Health Advisor Forum and Rural 
Health Training and Development Unit Orange. 

The range of professionals eligible for inclusion are Physiotherapy, Occupational Therapy, 
Speech Pathology, Podiatry, Psychology, Orthoptics, Social Work, Radiography, Audiology, 
Dietetics, and Prosthetics/Orthotics. Private, public and non government allied health 
professionals providing service in or an outreach service to the communities of Portland, Oberon, 
Blayney, Molong, Cudal, Eugowra, Canowindra, Peak Hill, Grenfell, Condobolin, Lake Cargelligo, 
Tottenham, Tullamore, Trundle, Kandos, Rylstone, Yeoval and Wallerawang are included. 

Allied health professionals employed through the Regional Health Service (RHS) projects in the 
Central West are first priority. Other priorities are those without existing professional support 
systems in place and sole practitioners. 

The project has a target of twenty participants to be mentored. 

The main tasks in the two stages are: 

! Stage 1—July 2003 to December 2003 

– map and describe the allied health workforce in the targeted communities 

– conduct a needs assessment of the targeted allied health professionals 

– develop a model of mentorship to be trialled in the project 

– recruit and match mentors and mentees 

– design and conduct suitable mentorship training. 

! Stage 2—January 2004 to December 2004 

– trial model (10 months) including provision of ongoing support and training 

– conduct monitoring of the trial 

– conduct evaluation and document final report. 

The funding source is the Department of Health and Ageing, Regional Health services program 
with total budget of $125 676. 

$58 000 has been targeted for project wages, $55 676 for costs involved in developing and 
co-ordinating the project, $12 000 provision of mentoring and training. 
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Progress to date 

Target workforce map 

A target workforce map was established with assistance from Professional Associations, Area 
Health Advisors, Health Service directories and word of mouth. Forty-six allied health 
professionals were identified as providing services to towns of less than 5000 population in 
Central West NSW. Seventeen are based in the targeted towns while twenty-nine provide out 
reach services from nearby larger centres. Prosthetics/Orthotics and Audiology are the only 
disciplines not represented in the targeted area. 

Workforce survey 

A pen and paper survey was distributed to all known allied health professionals within the Central 
West, a total of two hundred and seven. All two hundred and seven health professionals were 
surveyed to obtain comprehensive workforce data on allied health in the Central West, to target 
mentors and to ensure data from all professionals providing out reach services to the targeted 
communities was captured. One hundred and twenty-five surveys were returned. An overall 
response rate of 60% was gained. 69% of the targeted workforce responded. 37 targeted health 
professionals expressed an interest in being mentored. Fifty-seven health professionals 
expressed an interest in being mentors.  

50% of the target workforce are aged 40 or more and 91% have more than 5 years work 
experience. 65% work in the public sector, 13% private, 10% regional health service staff and 4% 
non government organisation. 6% of participants work in work in more than 1 sector. 

40% those surveyed felt they received adequate supervision and 48 % received adequate level 
of support. 18% currently received mentoring and 37% were familiar with mentoring. 

The areas chosen by prospective mentees are listed below. * Participants were able to indicate 
as many areas as applied. 

50% of those surveyed 
expressed an interest in being 
mentored individually and 50% 
in a small group. Face to face 
mentoring was the highest 
method of choice, followed by a 
combination of email and 
teleconference. 
Videoconferencing received no 
responses despite 
videoconferencing being 
available in some sites. 

Mentorship model 

A literature review revealed a 
large number of professions 
and associations involved in 
the mentoring process. Those 

Areas of support 

Eligible mentees who 
nominated area

(No.) 

1.Clinical practice issues 9 

2. Caseload/organisational issues 10 

3. Debriefing  19 

4. Isolation issues 22 

5. Access to resources 27 

6. Conflict resolution 25 

7. Workplace issues 17 

8. Health promotion 10 

9. Motivation/morale 11 

10.Administration process 11 

11.Community Liaison 5 

12.Aboriginal Liaison 7 

13.Other 1 
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which involved health professionals with particular interest in those which involved participants 
from rural and remote areas include Rural Connect, Mentorlink, the Australian Dietetics 
Association and the Institute of Nursing Executives NSW. 

A review of these models indicated most were conducted on an individual basis with Rural 
Connect utilising group as well as individual mentoring sessions. Training, ongoing support, a 
formal contract and the need for a co-ordinator were common elements of all programs. Face to 
face, emailing, phone, fax, teleconference and videoconferencing were all utilised to varying 
degrees.  

Utilising the information from the literature review and the results of the survey it was decided to 
trial a model with the following key elements: 

! opportunity for both individual and group mentoring  

! not discipline specific 

! based on a documented contract 

! guided choice of matching 

! method and style of mentoring to be negotiated by mentor and mentee 

! areas of mentorship to be individually selected 

! orientation, training and ongoing support to be provided by co-ordinator. 

Matching mentors and mentees 

Twenty-four eligible participants nominated to be involved in the program however in a short 
period of time participant numbers dropped to nineteen. Main reasons for withdrawal were 
change of employment and time to commit to project.  

From the initial workforce survey fifty-seven professionals expressed an interest in being a 
mentor. These participants were then provided with information about the model and asked to 
provide a biography to circulate to the prospective mentees. Mentees selected three preferred 
mentors. Matching by the project officers then occurred based on priority groups, areas of 
support, geography and professional groups. 

Project participants 

There are nineteen mentees and thirteen mentors involved in the trial. In total there are seven 
private, seventeen area health and seven RHS staff. Unfortunately no non government 
organisation staff were able to participate. There is a heavier distribution of participants in the 
west with Condobolin having seven participants in the project. 

There are five cross discipline matches and twelve cross sector matches. Four mentors have two 
or more mentees allowing opportunity for group mentoring and four participants are both mentor 
and mentee. Unfortunately Audiology, Speech Pathology, Prosthetics, Orthotics and Orthoptics 
are not involved.  

All participants are sole practitioners except for two mentors who are employed at regional health 
facility.  
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Table 1 Participants by professional groups, sectors and geographic distribution 

 
 
Professional group 

No of 
Mentor 

No of 
Mentee 

Regional 
Health 
Service MWAHS Private 

Target towns serviced 
by mentee 

Podiatrist   1 1     Tullamore, Condobolin 

Psychologist 4 5 4 2  3 Grenfell, Oberon, 
Trundle, Canowindra, 
Rylstone, Blayney, 
Condobolin, Oberon 

Physiotherapist 3 6 1 5  3 Blayney, Condobolin, 
Tullamore, Eugowra, 
Tottenham, Trundle, 
Peak Hill, Canowindra, 
Lake Cargelligo 

Radiographer 1 1   2    Condobolin 

Occupational 
Therapist 

2 4   5  1 Grenfell, Condobolin, 
Canowindra, Tullamore, 
Trundle, Tottenham, 
Peak Hill, Molong 

Dietitian 2 1   2     Condobolin, Lake 
Cargelligo 

Social Worker 1 1 1 1    Condobolin 

Total 13 19 7 17 7  

 

Orientation and training 

Prior to commencement of the Mentoring Trial, an Orientation and Training session was held at 
the Rural Health Training and Development Unit at Orange. The initial four hour session at 
Orange involved mentors and mentees. An overview of the project and mentoring principals was 
provided however the emphasis was on initial face to face contact between participants and 
strategies to assist with mentoring process. 

Additional training days were conducted in March 2004 and June 2004. In total ten hours training 
were presented. Content included problem solving in mentoring, identifying mentoring problems 
and developing strategies and managing and implementing change.  

Mentoring resources purchased for participants include “Develop your Mentoring Skills” Anne 
Rolfe-Flett; “Avoiding Burn Out in Remote Areas Surviving the Day to Day Hassles” Council of 
Remote Area Nurses of Australia Incorporated; “Managing Change” Mt Eliza Business School. 

The trial 

Nineteen mentees and eleven mentors were involved in the program from December 2003 to 
March 2004.The partnership between two social workers ceased in March due to the mentee 
going on maternity leave. Partnerships have remained constant from March 2003 to July 2004. 

There are fourteen same discipline matches, nine same sector matches, ten cross sector 
matches and five cross discipline matches. 
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A total of 54 mentoring sessions have been conducted with a total time of 63 mentoring hours. 
The average time for mentoring per participant is 3.3 hrs, maximum mentoring time 6hrs and 
minimum mentoring hours conducted 1.5 hrs. 

Thirty-eight of the contacts have been face to face, twenty-five via telephone and twenty-one via 
email. 89% of partnerships have utilised a combination of contact mediums. 

The main areas discussed in the mentoring sessions include clinical practice(68%) work practice 
issues (47%) time management (26%)resource purchase (10%) and debriefing (10%) 

Evaluation 

Evaluation conducted to date includes orientation and training day evaluations, advisory 
committee review and monitoring of the mentoring partnerships. A full project evaluation will be 
conducted at the conclusion of the trial in October 2004. 

Attendance at the Orientation and Training days has been high. Orientation Day had twenty-eight 
participants attend (87%), March Training day had twenty-one participants attend (70%) June 
training Day had seventeen participants attend (60%) Fourteen participants have attended all 
training sessions (47%)  

Return rate of training day evaluations was greater than 80% on all occasions. 

The rating for training evaluation was set as: Some favourable comment, mostly favourable 
comment and 100% favourable comment. The March training day evaluation contained mostly 
favourable comment, with some very constructive comment for the content of the June training 
day. The June Training day attracted 100% favourable comment. 

Mentoring Monitoring covered Mentoring contacts, content, cost, awareness of other services, 
duplication of services, new skills and knowledge and how the mentoring project has changed 
approach and service delivery. 

Majority of participants were aware of other services with 16% participants indicating an 
increased awareness of psychological services and other private and radiography services. 90% 
participants felt there was no duplication of service with some counselling services identified as 
an area of overlap.  

A wide range of new skills were identified including mentoring knowledge and skills, time 
management, management of change, improved confidence, work practice and work load 
changes.  

Changes in approach included how to manage change and the impact of change especially with 
Area Health service amalgamations, feelings of increased confidence and reduced isolation, 
increasing time for professional development, work organisation and themselves. Service 
delivery changes include referring to other services, using network, increasing group activities 
and considering other services when implementing improvements.  

A review of the advisory committee structure and representation was conducted in January 
2004.The results of the review indicate that members were satisfied with the representation from 
stakeholders, structure of the committee and their input had been valued. Main suggestions for 
change were clarification of the community representative role and decreasing number of 
meetings now project was developed.  
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Cost 

The project remains within budget. There has been some saving on travel and accommodation 
with the project officer not required to travel as extensively as predicted. The saving on travel 
was a direct result of employing local allied health professionals in the project officer role who 
had an existing knowledge of the area services and personnel. 

Discussion 

There has been strong and committed support to the mentoring project indicated by excellent 
response to survey, participation on project, and commitment by Mid Western Area Health 
service to be involved at time considerable financial constraint. Attendance at Orientation and 
training days has been high despite significant travel, time and cost to attend. For private 
practitioners and some services, eg radiography there is significant loss of income to attend.  

The number of mentoring contacts are on line to reach the minimum standard of 6 hours of 
mentoring with 75% of participants having conducted more than 3 hours of mentoring to June 
2004. Content of mentoring is consistent with areas identified in the needs analysis with clinical 
practice and work place practice are the dominant areas of discussion. 

A combined approach of face to face, email and telephone are the preferred method of contact.  

The training day content was developed specific to participants needs and has evaluated well. 
Participants have constantly expressed the value of face to face contact and an informal 
structure which allows for sharing of work experiences and resolving problems together. Feeling 
isolated and in need of support has been strongly advocated despite the mature age of most 
participants and years of experience in the workplace. 

Participants have expressed interest in facilitating the long term implementation of mentoring in 
the area.  

The Advisory committee is committed and providing constructive guidance to the project. The 
wide geographic distribution doesn’t appear to be hindering involvement in the project with 
teleconferencing of advisory committee meetings working well and costs remaining within 
budget. The representation across discipline, sector and a wide geographical distribution has 
meant sound knowledge of the different models of service delivery and decision making has 
benefited from the understanding of all services and participant concerns and needs. The 
committee knowledge of established networks has facilitated the flow of information into these 
networks. 

There are some issues which provided a challenge in the development of the project which need 
addressing when considering implementing a mentoring program. They include 

! for regional health staff and area health staff the clarification of costs. What is the employer 
covering leave for training, transport, contact costs eg Telephone and email 

! ensure workers compensation and professional indemnity is covered while participating in 
project 

! confidentiality, boundaries and professional accountability are very important issues which 
need to be discussed and agreed upon by participants 
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! participants have heavy workload therefore information and communication needs to be 
concise. Post and telephone are the most reliable means of communication despite 97 % of 
participants having email. Email is not always accessed on a daily basis 

! the heavy workload also facilitated the use of electronic communication for project 
co-ordination rather than face to face contact. As a result there was significant underspend in 
travel and accommodation for the co-ordination of the project 

! utilising the local training Unit and TAFE reduced training costs which enabled training to 
occur involving both mentor and mentees and the provision of mentoring resources to 
supplement training 

! new graduates may have lack of power to negotiate with managers to be involved in project 
and the co-ordinator may be able to assist with negotiation. 

Conclusion 

In summary, this project aims to provide a replicable model of mentorship for small rural 
communities allied health professionals in sole or isolated positions, employed in public, private 
and non government organisations.  

A model has been developed, target number of participants recruited and matched and the trial 
commenced. An orientation day and two mentoring training days have been conducted and 
monitoring conducted to map the progress of the trial. 

There has been significant interest in the project and allied health professionals have eagerly 
participated in mentoring. Initial monitoring and evaluation indicate mentoring provides support to 
the practitioner and fosters an integrated approach to planning and service delivery consistent 
with quality care. There has been enhancement of knowledge of services in different sectors and 
increase in clinical skills. 

This project will produce a replicable, cost effective model of mentoring, which if utilised could 
contribute to improved recruitment, retention, job satisfaction and quality care. 
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