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Abstract.
BACKGROUND: Recruitment and retention of skilled health workers into rural areas is a major challenge to achieving
equity in health between rural and urban populations.
OBJECTIVE: This study explored the impact of rurally-based tertiary education in promoting the recruitment and retention
of speech and language therapists (SLTs) in non-metropolitan areas and intention to remain in the profession.
METHODS: Participants in this cohort study were 133 graduates from a rurally-based speech and language therapy course
in Australia who completed the course between 1998 and 2018. Data were collected via an online survey. Data were analysed
using inferential statistics, ArcGIS mapping software and content analysis in NVivo12.
RESULTS: 65.0% of the graduates practiced in rural or remote areas with just 21.1% practicing in major cities. Most
participants’ ideal work location was in a rural area. Benefits of rural practice included seeing a mixed caseload, living near
family, work/life balance and loving their location. Challenges of rural practice included limited opportunities for specialist
caseloads and career progression. In total, 93.2% of the rural graduates intended to remain in the speech and language therapy
profession for the next 5 years.
CONCLUSIONS: This study indicates that SLTs who are trained in rural areas with a focus on servicing rural populations
are highly likely to enter and remain in rural practice, consistent with the rural pipeline model.
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1. Introduction

The disparities in health status between rural
and urban populations are well documented inter-
nationally (e.g., Australian Institute of Health and
Welfare, 2019; Cosby et al., 2019; Long et al.,
2018; Wilson et al., 2020). Many countries including
Australia, the USA, Canada and Ireland report that
mortality rates, preventable diseases and avoidable
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hospitalisations significantly increase with geograph-
ical remoteness (Council of Australian Governments
Reform Council, 2012; Hartley, 2004; Johnson et al.,
2011; Romanow, 2002). These findings are com-
pounded by a higher proportion of socioeconomically
disadvantaged residents and reduced access to health
care services for those living in rural and remote
communities (Bourke et al., 2012; Hartley, 2004).
For the purposes of this study, the term ‘rural’ refers
to inhabited areas outside of metropolitan regions.
Geographically dispersed countries face further chal-
lenges to achieving equity in health between rural
and urban populations given the complexities of
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providing high quality health services in isolated
regions. One key strategy to address the rural-urban
health disparity is to increase the availability and
accessibility of health services in rural areas (Mason,
2013). To achieve this, a skilled rural health work-
force is required to address the needs of rural
populations. This is particularly true in the field of
allied health, as many rural communities experience
shortages of allied health professions confounded
by difficulties in recruitment and high staff turnover
(Humphreys et al., 2010). A review of the literature
found that the strongest determinant for the intent to
practice rurally is health professionals being of rural
origin themselves (Katzenellenbogen et al., 2013).
This is known as the ‘rural pipeline model’ (Tesson
G et al., 2005). This model suggests that health pro-
fessionals who originate and/or are trained in rural
areas are more likely to be recruited and retained into
practice in the rural health workforce (Durey et al.,
2015). In keeping with this model, there have been
increased calls for the training of health professionals
in regional areas with the specific skill sets required
to effectively serve rural populations.

1.1. Speech and language therapy in rural areas

Within the speech and language therapy pro-
fession, international researchers have found that
people living outside of metropolitan regions face
a number of barriers to service availability and
accessibility (Lowe & Nobriga, 2021; O’Callaghan
et al., 2005; Verdon et al., 2011; Wilson et al., 2002).
Specifically in Ireland, longer waiting times have
been significantly associated with decreased speech
and language therapy service utilisation (Curran,
et al., 2015). To address this need, one rurally-based
university in Australia has developed a speech and
language therapy course that is specifically focused
on preparing its graduates for rural and remote
practice. Australia’s vast geographical landscape and
distribution of the population across the continent
means that research into rural health workforce
recruitment and retention is particularly important.
The current study investigated the employment
of graduates from this course over the 20 years
since its inception to explore whether rurally-based
speech and language therapy education resulted in
(i) graduates practicing in rural areas; (ii) graduates’
intention to remain in practice in rural areas, and (iii)
graduates’ intention to remain within the speech and
language therapy profession itself.

1.2. Retention of rural health professionals

Retention refers to the length of time between com-
mencement and termination of employment. Reten-
tion of allied health professionals in rural areas is a
costly issue, both for employees and consumers. An
international systematic review of workforce trends
in rural allied health highlighted Australia as a lead-
ing country in the field of rural allied health research
(Couch et al., 2021). Of the 22 studies included in
the Couch et al. (2021) review, 18 were conducted
in Australia. This review identified five themes that
related to the retention of allied health profession-
als in rural areas across Australia, India, the USA
and Canada. The themes were: (1) opportunities for
career development, (2) clinical load, (3) organisa-
tional and workplace structure, (4) previous location
exposure and (5) personal factors (Couch et al., 2021).
Of these, three studies revealed that previous expo-
sure to a rural location impacted retention in a rural
area, with two studies indicating a positive impact and
one indicating a negative impact (Devine, 2006; Man-
ahan et al., 2009; Whitford et al., 2012). Both studies
that identified personal factors as a positive driver of
rural retention were related to knowing people in a
rural area or being from a rural background (Devine,
2006; Manahan et al., 2009). However, none of these
studies investigated the impact of a rural allied health
education upon retention in rural practice.

A study undertaken in Victoria, Australia consid-
ered the retention of allied health workers in regional,
rural, and remote areas and found that the median
length of stay was just 2.7 years (Chisholm et al.,
2011). Speech and language therapy had the third
shortest length of stay out of the seven allied health
professions included in the study, with a median stay
of just over 2 years (Chisholm et al., 2011). Length
of stay reduced further as remoteness of employment
increased. The main reasons provided to employ-
ers for health professionals leaving rural positions
were moving for their spouse’s employment oppor-
tunities, working in isolation, and lack of career
opportunities (Chisholm et al., 2011). The same study
estimated that on average it costs $26,721 (approxi-
mately US$14,500 or D 16,700) to recruit a new staff
member in a regional, rural, or remote position. This
includes both direct costs such as advertising and
training and indirect costs such as reduced productiv-
ity among remaining staff members (Chisholm et al.,
2011). Therefore, to ensure continuity of high-quality
rural health services, retention of health professionals
is essential.
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1.3. Retention in the speech and language
therapy profession

International research has identified that reten-
tion of workers is an area of concern within the
speech and language therapy profession (McLaugh-
lin et al., 2010; Rossiter 2000; 2002). While limited
data have been published regarding the retention
of rural practicing speech and language therapists
(SLTs) in Australia, data about the profession iden-
tify key issues around retention in the workforce.
McLaughlin et al. (2010) found that Australian SLTs
under the age of 34 years of age were more likely
to leave the profession. Reasons for leaving include
lack of career opportunities and professional develop-
ment, being overworked and, therefore, having poor
work/life balance, poor workplace relationships, poor
management and lower than desired pay (McLaugh-
lin et al., 2008; Rossiter, 2000). In contrast, research
has identified enjoyable aspects of working as a SLT
as the diverse and interesting nature of the work,
engaging with clients, flexibility, providing a worth-
while service, the support and collegiality of working
in a team, and continued learning (McLaughlin et al.,
2008). Positive aspects of the job aid in the retention
of SLTs. However, other reasons to stay in the pro-
fession that do not relate to job satisfaction have been
highlighted including non-work responsibilities (i.e.,
family) and lack of alternative employment oppor-
tunities (McLaughlin et al., 2008; McLaughlin et al.,
2010). McLaughlin et al. (2008) also found that nega-
tive aspects of a job (such as low pay) can be mitigated
by positive aspects (e.g., flexibility for work/life bal-
ance) and thus lead to retention in positions. This is
highly pertinent in the field of speech and language
therapy which is largely female dominant (97.5%,
Health Workforce Australia, 2014) and females in
Australia (and around the world) disproportionately
bear the workload of domestic and family commit-
ments (Australian Institute of Family Studies, 2019).

1.4. Development of rurally focused health
professionals

Given the strong data related to the rural pipeline
model which shows students from rural areas are
more likely to be recruited and retained in rural prac-
tice (Durey et al., 2015; Fisher & Fraser, 2010),
universities have developed fieldwork placements in
rural areas to provide students with experiences of
living and working in rural areas to identify whether
this could have a similar impact upon student plans to

work rurally as originating from a rural area (Brown
et al., 2017; Playford et al., 2006). They found that
recruitment of allied health graduates to rural and
remote areas was high immediately post-graduation
but tended to reduce over time (Brown et al., 2017),
thus rural fieldwork placements aided in health work-
force recruitment but not retention in rural areas.

The training of health professionals for rural prac-
tice has been acknowledged to require specific skills.
However, it is also acknowledged that pinpointing the
differences in practice is challenging. Bourke et al.
(2004) identified five key concepts that were integral
in the education of future rural health practitioners.
These included explicitly teaching about the concepts
of rural-urban health differentials, access to services,
confidentiality within small communities, cultural
safety and working within a team (Bourke et al.,
2004). Although health professionals would argue
that these concepts are important for any setting,
when learning about working in rural communi-
ties they require additional focus. In addition, rural
health workforce preparation also needs to have an
emphasis on innovation and adaptability, to take on
the challenges faced by the rural generalist clinician
(Johnston & O’Keefe, 2021).

While several universities have employed regional
fieldwork placements, few have developed programs
based in their entirety in rural areas and specifically
focused on producing graduates who are equipped for
rural practice. In the field of speech and language ther-
apy, one rural university was the first to implement
this approach in Australia, offering an undergradu-
ate course to prepare speech and language therapy
students for rural practice Verdon et al., 2022 forth-
coming. The current study draws on data collected
after the first 20 years of this program and is the
first study to evaluate the impact of a rurally-based
education in developing a rural speech and language
therapy workforce in Australia, and the impact of
rural training upon retention in both rural health
and the speech and language therapy workforce in
general.

1.5. Aims

This research aimed to investigate the impact of
training SLTs in a rural setting by answering the fol-
lowing research questions:

1. Do graduates from a rural speech and language
therapy course practice rurally?
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2. Where would graduates from a rural speech and
language therapy course ideally like to work?

3. What factors influence their ideal practice sce-
nario?

4. Does time since graduation impact whether
SLTs are practicing in their ideal location?

5. Have graduates from this rural course remained
practising as SLTs, why/why not?

6. Do graduates from a rural speech and language
therapy course intend to remain practising as
SLTs in the next 5 years?

2. Method

2.1. Participants

Participants in this study were 133 graduates
of a rural Australian speech and language therapy
program between 1998 and 2018. Since the com-
mencement of this program 20 years ago, there have
been approximately 500 graduates, therefore the sam-
ple represented approximately one quarter of the
total population of graduates. Years since graduat-
ing ranged from one to 20 with an average of 8.5
years. All participants spoke English, and six (4.5%)
spoke an additional language, specifically: Bosnian
(1), Cantonese (1), Croatian (1), Polish (1), Punjabi
(1) and Urdu (1). Key demographic details are pre-
sented in Table 1.

The nature of the sample in this study was similar
to the Australian speech and language therapy profes-
sion which in 2014 was reported to be 97.5% female,
relatively young, with 93.2% of SLTs aged under 55
with just 0.2% identifying as Aboriginal or Torres
Strait Islander (Health Workforce Australia, 2014).
According to 2019 Speech Pathology Australia (SPA)
membership data, 2.4% of members spoke a language
other than English (Speech Pathology Australia,
2019). The authors recognise that accurate statistics
regarding the Australian speech and language ther-
apy profession are difficult to obtain. In this paper
we draw on two key sources. First, the most recent
Health Workforce Australia Data (2014) drawn from
the Australian census which contains 5,295 SLTs,
and second, the 2019 SPA membership data which
contain 9,849 SLTs. The discrepancies in sample
size show the fast rate of growth of the speech
and language therapy profession and therefore the
dynamic nature of national statistics. Furthermore,
SPA membership data are a conservative snapshot
of the profession as a whole with membership not
compulsory in Australia.

Table 1
Demographics of the study sample

Demographic Number Percent

Sex
Female 129 97.0%
Male 4 3.0%

Age
20 to 29 years 59 44.4%
30 to 39 years 68 51.1%
40 to 49 years 4 3.0%
50 to 59 years 2 1.5%

Aboriginal and or Torres Strait Islander
background

2 1.5%

Area of origin by ARIA∗ classification
Major city 10 7.5%
Inner regional 34 25.6%
Outer regional 69 51.9%
Remote 3 2.3%
Very Remote 1 0.8%
International 2 1.5%
Missing data 14 10.4%

Number of workplaces
1 113 85.0%
2 18 13.5%
3 2 1.5%

Caseload∗∗
Early childhood (0–5 years) 80 60.2%
Primary school (6–12 years) 80 60.2%
High school / Adolescents (13– 59 44.4%
18 years)
Adults 68 51.1%
Aged (60+) 41 30.8%

Setting∗∗
Early childhood (Day care, 6 4.5%
Pre-school)
Early intervention 7 5.6%
Community Health 17 12.8%
School 23 17.3%
Hospital 36 27.1%
Rehabilitation 2 1.5%
Private practice 29 21.8%
NGO/Not for profit (unspecified) 8 6.0%
University 3 2.6%
Generalised/mixed caseload 1 0.8%
Disability 6 4.5%
Other 2 1.5%

∗Accessibility Remoteness Index of Australia (ARIA).
∗∗Participants could work across multiple caseloads/settings.

2.2. Data collection

Data were collected via an online survey using
Survey Monkey (SurveyMonkey Inc, 2018). The
questionnaire was developed by the research team
and was designed to investigate participants’ expe-
riences and perspectives regarding practice and
retention in the speech and language therapy pro-
fession. The survey was piloted among graduates
from the course to ensure that questions were logical
and were able to capture the diversity of experiences
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of the graduate population. The online survey con-
tained open and closed ended questions relating to the
current and ideal practice locations and contexts of
graduates from the rural speech and language pathol-
ogy course. The survey contained a maximum of
67 questions which could be reduced by skip logic
depending on the number of locations and positions
a participant had practiced in since graduating. The
survey was distributed via social media and profes-
sional online networks. Data were collected between
July and September 2018. The current study drew
upon the survey data to answer the research questions
outlined in the aims section.

2.3. Data analysis

Data were analysed using the Statistical Pack-
age for Social Science Version 24 (IBM, 2018).
Demographic data of participants and current occupa-
tion, workplace and ideal workplace scenarios were
described using descriptive statistics. Postcode data
were converted to Accessibility/Remoteness Clas-
sification of Australia (ARIA) classifications using
the ARIA lookup tool (University of Sydney, 2019).
The location of current and ideal workplaces were
mapped using ArcGIS mapping software (ArcGIS
Desktop 10.7.1). Inferential statistics were used to
explore whether time since graduation impacted cur-
rent work situation and future career intentions.
Extended response data regarding ideal work sce-
narios (i.e., their ideal caseload and/or workplace
type) and retention to the speech and language ther-
apy workforce were analysed in NVivo Version 12
(QSR International, 2018) using an inductive con-
tent analysis (Lyon & McAllister, 2019). Data for
each question were analysed separately. Responses
within each question were reviewed and grouped into
preliminary open codes, then synthesised into cate-
gories related to each question. The primary author
then coded all data according to these categories, and
tallied responses to enable reporting of descriptive
statistics. To enhance the dependability of findings,
the initial categories were reviewed by the co-authors
to check for reliability and consistency in interpreta-
tion (McAllister & Lyon, 2019). Any disagreements
in coding were discussed until consensus was met.

2.4. Terminology

The terms regional, rural, and remote are fre-
quently used to describe non-metropolitan areas in
Australia. In the current paper the (ARIA) clas-

Table 2
Current practice location of graduates from a regional Australian

speech and language therapy program based on ARIA∗
classification

Current Practice Location (total n = 133) Number (%)

Major cities (Highly accessible) 28 (21.1%)
Inner regional (Accessible) 46 (34.6%)
Outer regional (Moderately accessible) 40 (30.1%)
Remote 1 (<1%)
Very remote 0 (0.0%)
International 4 (3%)
Missing data 14 (10.5%)
∗ARIA (Accessibility Remoteness Index of Australia).

sification system (Hugo Centre for Migration and
Population Health, 2020) was used to analyse data.
This system classifies areas in Australia by five
levels of remoteness based on road distance measure-
ments to service centres categorised by population as
explained in Table 2. Using this classification system,
the university in the current study was based in an area
classified as “inner regional”, therefore we refer to the
university as being in a regional area. However, when
discussing health outside of metropolitan areas, this
field is most commonly referred to in the literature
as “rural health” and therefore, this terminology has
been adopted when discussing the rural health work-
force more broadly in the introduction and discussion
of this paper.

2.5. Ethics

This research was approved by Charles Sturt Uni-
versity Human Research Ethics Committee, protocol
number H18140. All participants provided informed
written consent.

3. Results

3.1. Practice location of regional speech and
language therapy graduates

The majority of the Australian-based participants
(65%) currently practised outside of major cities (see
Table 2). Figure 1 describes the geographical distri-
bution of graduates across Australia.

3.2. Ideal practice location

In addition to being asked their current practice
location, participants were asked to identify their
ideal practice location. Of the 102 participants who
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Fig. 1. Geographical distribution of graduates from the rural course across Australia.

Table 3
Participants currently in ideal practice location by ARIA

classification (n = 102)

Currently in ideal location 57.8% (n = 59)
Currently in ideal in Major city

(highly accessible location)
13.7% (n = 14)

Currently in ideal Inner regional
(accessible location)

26.8% (n = 27)

Currently in ideal outer regional
(moderately accessible location)

17.6% (n = 18)

responded to this question, 59 respondents (57.8%)
stated that they were currently practising in their ideal
location while 43 respondents (42.2%) overtly stated
a postcode that was different from their current loca-
tion as their ideal practice location. Table 3 details
the breakdown of ARIA categories where participants
were currently practicing in their ideal location. Note
that no participants reported that their ideal location
was in a remote or very remote area.

Figure 2 illustrates the ideal practice location of
participants. There were 67 participants (65.7%) who
stated that they felt their ideal location was rurally
based. This meant that they were either currently

based in their ideal location, and/or they responded
that their ideal location was another rural location.
Participants’ ideal location was compared to their
current location. Table 4 shows those participants
who stated a postcode that differed from their current
location, and how this was classified from an ARIA
perspective. There were 48.8% of participants who
reported a postcode different to their current one that
was in the same ARIA classification. For example,
someone who identified an Inner regional postcode
then choose another Inner regional postcode as their
ideal, despite them being different locations.

3.3. Reasons for current location not being ideal

Of the 43 participants who were not currently
practising in their ideal location, 38 provided an
explanation of why they were not in their ideal
location. Some participants provided more than one
reason, as these were open-ended responses. Rea-
sons included a number of personal and work-related
factors as reported in Table 5.
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Fig. 2. The ideal practice location of participants.

Table 4
Comparison of current location and reported ideal location by

ARIA classification

Current −→ ideal % (n = 43)

Inner/outer regional/remote>Inner/outer
regional

48.8% (n = 21)

Inner/outer regional > Major city/overseas 27.9% (n = 12)
Major city > Major city 16.3% (n = 7)
Major city > outer regional 4.7% (n = 2)
Overseas > overseas 2.3% (n = 1)

3.4. Reasons for current location being ideal

For those participants who responded that they
are currently practising in their ideal geographical
location, supporting open-ended comments related to
both the reasons they felt this was their ideal location,
but also things that would make the job itself better.
Of the 59 participants who provided additional com-
ments regarding the reason their current location was
ideal, 29 reported that they love their current caseload,
and three noted that they have good support in their
current role. A further eight participants felt that their
current job offered flexibility and good work-life bal-

ance. However, seven participants said that although
they love their job, they wish that they could work
less hours to improve work-life balance. A further six
participants stated that they would like to stay in the
current location, but move into a different caseload or
management; seven participants noted that although
they want to stay in their current location, they felt that
things could improve at their workplace in relation to
service improvements. Table 6 illustrates the main
reasons why participants felt their current location
was ideal for them.

3.5. Impact time since graduation upon whether
SLTs are practicing in their ideal location

A Wilcoxon rank sum test identified a statistically
significant difference between the number of years
since graduation, and a participant’s satisfaction with
their current location. People with more experience
were more likely to be currently working in their
ideal location than those with less experience z = 2.06,
p = 0.04, with a small effect size (r = 0.2). The median
years since graduation of those in their ideal location
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Table 5
Reasons current practice location is not ideal

Category Examples % (n = 38)1

Desire to be closer to home and family “It would be great to work closer to my residence and work fewer hours!” 21/38 (55.3%)
(Rural based SLT)
“I would like to work closer to family (I am socially and geographically

isolated from them).”
(Rural based SLT)

Caseload//service delivery model “ . . . if I could be a part of a health hub, that was more health promotion
focused, then that would be interesting. For example, a hub that has
playgroups, a library, parenting support, early intervention, maternal and
child health care... all integrated and well-resourced.”

20/38 (52.6%)

(Rural based SLT)
Work/life balance “I would like the hours to be flexible to meet the needs of my own family

while still providing and important service to the community.”
11/38 (28.9%)

(Rural based SLT)
Desire to move to a rural location “Love my current organisation, but do not want to be based in the city

(Major city based SLT)
7/38 (18.4%)

Want to work in a rural area. Want to work for NSW health rather than a
private practice.

Would like to have a four day working week so I have time for other
pursuits such as helping on the farm.”

(Rural based SLT)
Desire to work in specialist caseload

(typically only available in
metropolitan areas)

“Working with a team of clinicians in a fast paced and varied Critical Care
caseload.”

6/38 (15.8%)

(Major city based SLT)
Lack of support or team “Having a senior speech pathologist in the workplace within a

multidisciplinary team approach with a varying caseload.” (Rural based
SLT)

6/38 (15.8%)

Less red tape “More regional setting, and less of the NDIS targets, hurdles and
beaurocracy, in a trans/multidisciplinary team.”

4/38 (10.5%)

(Rural based SLT)

1Participants could give more than one reason why their current location was not ideal.

Table 6
Reasons current practice location is ideal

Category Examples (%) n = 591

Love current employment/caseload “Happy with current employment, love what I do ©. .
�” (Rural based SLT) 29 (49.2%)

“Having exposure to all age ranges and working with all areas of Speech
Pathology practice.” (Rural based SLT)

Flexibility, work-life balance, close
to home

“Extremely happy with current employment. Flexible hours, however still full time
employment. See a wide caseload of clients with varying complexities.”(Rural
based SLT)

8 (13.6%)

Good support in current role “My current position is ideal. Living near family, working for an organisation with
a great reputation, support, caseload I’m comfortable with but have opportunity
to develop in other areas.”(Rural based SLT)

3 (5.1%)

Specifically stated that they love the
location

“Love my current position and location” (Rural based SLT) 2 (3.4%)

1Not all participants provided a reason for ideal.

was 9.1 years as compared with 5.5 years for those
not in their ideal location.

3.6. Regional graduates’ intent to remain
practising as SLTs in the next 5 years

Participants were asked about their intent to con-
tinue practising as a SLTs for the next five years.
Of the 121 responses to this question, the majority
reported that they did intend to continue as SLTs (92.6

%). The main reasons participants offered in response
to why they intend to stay in the profession in the next
five years was around work and professional enjoy-
ment of speech and language therapy, with 48.8%
of participants stating that they “enjoy working as a
speech pathologist” or that they “love” their job. Six
specifically reported having a great team or work-
place. A further 8% of participants reported being
“passionate” about what they do and the caseloads
they work with.
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When explaining why they enjoyed their work
or were so passionate about it, many participants
highlighted that job satisfaction and the sense of
being able to make a difference really contributed
to their enjoyment. This passion and enjoyment for
the work being undertaken resulted in some partici-
pants (5%) stating that they could not see themselves
in any other profession; many felt that they still had
more to offer the profession and their clients, par-
ticularly those who had only recently commenced
in the profession. For some participants, the oppor-
tunities that the profession provides were a driving
force in why they intended to continue in the pro-
fession. The diversity of roles within the profession
and in rural practice, and the opportunity for moving
into related roles (such as management or educa-
tion) meant that there could be movement without
retraining. Along with opportunity was the acknowl-
edgement of the profession being flexible and having
a good work-life balance (12%). This was important
as many participants reported that they had families
or were intending to have families in the next 5 years
(8%).

Although most participants gave reasons related to
job satisfaction, passion, enjoyment, opportunities,
and work-life balance as their reasons for intent to
stay in the profession for the next five years, some
participants were more pragmatic in their reason-
ing. A number of participants wrote of a sense of
obligation or commitment to stay. This was due to
financial or legal obligations or having no current
capacity to retrain for another profession. Financial
reasons could be a positive (i.e., financial reasons
were also listed along with enjoyment of position)
or, alternatively the only reason for someone to
continue. For most respondents though, it was the
former, and three participants reported not being in
a position to retrain or change careers. However, all
three participants also stated that they did also enjoy
their work.

3.7. Reasons for not currently practising as a
SLT or not intending to continue to practice

Of the 133 participants surveyed, nine partici-
pants reported not currently working as an SLT.
Those not practising as an SLT were aged between
20 and 39 years of age and were between one and
15 years post-graduation (mean 10.3 years). Posi-
tions currently being undertaken by those who were
no longer practising as an SLT included student

fieldwork placement coordinator (n = 1), social skills
group facilitator (n = 1), clinical specialist in medi-
cal devices (n = 1), diversional therapist (n = 1), allied
health manager (n = 1), academic (n = 1), home sup-
port assessor (n = 1) and, currently on parental leave
(n = 2). Reasons given for not currently practicing
as an SLT included limited financial or promotion
opportunities (n = 2), limited SLT job opportunities
in current location (n = 2), having a new opportu-
nity arise (n = 1), not being able to justify retraining
post parental leave (n = 1), and decreased interest or
enjoyment in the job anymore (n = 2). One participant
reported that they were ‘disillusioned with the profes-
sion’ due to a perceived shift in focus to consultancy
based work and the rise of the “[National Disability
Insurance Scheme] NDIS . . . going to create many
problems with regulation”.

When asked if they would be working as an SLT
in five years’ time, nine participants stated that they
did not intend to be working as an SLT. It should
be noted that these were not all the same people
who reported that they were not currently work-
ing as an SLT. Reasons provided for intent to leave
the profession included “lost the passion” or enjoy-
ment (n = 3), “career change”, retraining (n = 3), and
“related work” such as academia or student support
(n = 3).

4. Discussion

This study is the first to examine the impact of
a rural tertiary education upon retention in rural
practice within the speech and language therapy
workforce. The results from this study highlighted
that a rurally-based course may produce graduates
that can have an impact on recruitment and retention
of SLTs to non-metropolitan locations. This study
found that the majority of graduates from the rural
course surveyed in this study (65.0%) practiced in
non-metropolitan areas. Most participants indicated
that rural practice was their ideal work location.
Benefits of rural practice included seeing a mixed
caseload, living near family, work/life balance and
loving their location. Challenges of rural practice
included limited career opportunities for specialist
caseloads and career progression. Those who had
been graduated for longer were more likely to already
be in their ideal practice location. In total, 93.2% of
the rural graduates intended to remain in the speech
and language pathology profession for the next 5
years.
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4.1. The impact of rural tertiary education upon
rural practice

The data show that participants in this sample
(65.0%) are predominately practising in non-
metropolitan locations. The majority of these
participants were practising in inner (34.6%) or outer
(30.1%) regional areas. This is substantially higher
than the national figures which indicate that 15.9%
of Australian SLTs work in inner regional areas and
6.5% work in outer regional areas (Health Workforce
Australia, 2014). These findings suggest that SLTs
who are trained rurally may be more likely to prac-
tice outside of metropolitan areas than the Australian
SLTs as a whole. The link between rural education
and rural practice warrants further investigation.

Interestingly, less than 1% of participants in the
current study reported practising in remote or very
remote areas. This small percentage is reflective of the
country’s population, in which 2.1% lived in remote
or very remote areas at the time of the 2016 cen-
sus (Australian Bureau of Statistics, 2019), and the
national speech and language therapy workforce as a
whole, with 1.0% working in remote or very remote
areas (Health Workforce Australia, 2014). However,
when represented in terms of number of SLTs per
capita, national workforce data show that in major
cities there are 25.9 SLTs per 100,000 of population,
whereas very remote areas have just 5.9 SLTs per
100,000. This is concerning as the need for high qual-
ity health services is greater in more remote areas
whose residents who have poorer health outcomes
(Australian Institute of Health and Welfare, AIHW,
2019). For example, Australians living in remote
areas are more likely to have a higher burden of dis-
ease, higher preventable hospitalisation rates as well
as decreased access to health services and decreased
life expectancy in comparison to Australians living
outside of remote areas (AIHW, 2019). The findings
of the current study are in keeping with a review of the
Australian rural health workforce retention literature
which found that health professionals were signifi-
cantly less likely to be retained in remote areas in
comparison to regional or rural centres (Russell et al.,
2017).

4.2. Ideal practice location for graduates from a
rural speech and language therapy course

Of the participants who responded to the ques-
tion concerning ideal practice location, 57.8% were
currently practicing in their ideal location. The vast

majority of these participants were practising in inner
or outer regional areas. This finding suggests that,
not only did the graduates surveyed choose rural
practice, they also enjoyed practicing rurally and did
not wish to practice anywhere else. Such findings
are extremely encouraging for the retention of these
graduates in the rural health workforce. This find-
ing contrasts with other tertiary education schemes
which focus only on rural fieldwork placements.
Such schemes found that engaging in rural fieldwork
placements increased initial recruitment into the rural
workforce (May et al., 2018), but did not always result
in long term retention of health practitioners (Brown
et al., 2017).

Data also show that SLTs currently practising in
their ideal location was related to years of practice.
Those who had been practising for longer were more
likely to be in their ideal location than respondents
who had less years of experience. This finding is
consistent with data which suggest that although attri-
tion is high for younger SLTs, once they have some
experience they seem to be retained in the profession
(McLaughlin, 2010). Humphreys et al. (2010) also
noted in their study of rural allied health workforce
in Victoria that older workers were less likely to leave
a position. The link between increased age and reten-
tion in the rural workforce has been established in
numerous studies (Daniels et al., 2007; Humphreys
et al., 2010; Keane et al., 2011; Stagnitti et al., 2005)
and the current findings are in support of this sugges-
tion. It has been suggested that this may be due to
younger professionals seeking further career oppor-
tunities and professional development that may not
be available in rural areas (Campbell et al., 2012).

Reasons provided to support rural practice being
an ideal location appeared to be mainly personal in
focus. These included being close to family supports,
having a shorter commute, having an improved work-
life balance, and specifically wishing to work in a
rural area. These findings are in keeping with several
studies which have highlighted family and lifestyle as
key motivating factors for retention in rural practice
(Gallego et al., 2015; Keane et al., 2012). A review
of incentives for rural health workforce retention by
Campbell et al. (2012) found that a rural lifestyle
and having family nearby were key incentives for
remaining in rural practice. Furthermore, Keane et al.
(2011) found that work/life balance was the most
common reason given for rural allied health prac-
titioners choosing their current role. However, some
participants noted a complex interplay between being
happy with their location and lifestyle, while being
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less satisfied with their job situation, and vice versa.
Therefore, it is important to recognise that the lives of
the rural health workforce are multifaceted and mul-
tiple factors across work and home life need to be
considered to ensure retention in rural areas.

Given that the majority of participants originated
from non-metropolitan areas, this personal drive to
return to family and where they grew up is perhaps
not surprising. A large body of literature has identi-
fied the link between coming from a rural background
and deciding to practice rurally, even if this does
not mean practicing in a person’s hometown (Brown
et al., 2017; Daniels et al., 2007; Laven & Wilkin-
son, 2003). Furthermore, the university’s focus on
rural clinical education and specific skills for rural
practice, as well as the university base being in a
non-metropolitan area, may have provided further
incentives for graduates to practice rurally (Brown
et al., 2017; Daniels et al., 2007). These data are con-
sistent with research undertaken looking at the rural
pipeline model, which states that students who are
from rural areas are more likely to want to practice
in those areas post-graduation (Durey et al., 2015).

4.3. Retention of rural SLT graduates in the
profession

From the 133 participants surveyed in this study,
only nine were currently not practising as an SLT.
This means that 93.2% of participants were currently
practising as an SLT. Many of the alternative roles
being undertaken by graduates were closely aligned
to speech and language therapy clinical practice, sug-
gesting that despite not being in a direct clinical role,
the training received was being utilised in a similar
field. Those who had left were an average of 10.3
years post-graduation and were all aged under 39
years of age, indicating that they had left the pro-
fession fairly early in their career. These findings are
in some way similar to the findings of McLaughlin
et al., (2010) who found that Australian SLTs aged
under 34 years old were more likely to change jobs,
but not leave the profession entirely.

Respondents in the current study reported a range
of issues which led to not practising or wanting to
practice. Some could not find a full time SLT role
where they lived, while another had taken time out
for maternity leave and could not justify the cost and
time of engaging in the re-entry process. Other issues
identified were in relation to pay issues and lack of
career advancement. These findings are consistent
with research undertaken by McLaughlin et al. (2008)

who found that reasons identified for leaving the pro-
fession were often not related to the profession of
speech and language therapy itself, but more towards
the desire for career advancement and other opportu-
nities. The sample in the current research suggested
attrition of 6.8% from the profession. In comparison,
McLaughlin et al. (2010) found that in their survey of
620 Australian SLTs, 13% were intending to leave the
profession. Although the current sample was substan-
tially smaller than the McLaughlin et al. (2010) study,
the key demographic difference between the two sam-
ples was that all SLTs in the current study were trained
in a rural area and the majority practiced in a non-
metropolitan area. Interestingly, in the McLaughlin
et al. (2010), no significant difference was found
in intention to leave a job or the profession based
on whether an SLT lived in a rural or metropolitan
area. The differences highlighted in the current study
warrant further investigation as to whether retention
rates to the speech and language therapy profession
are influenced by undergoing tertiary education in a
rural area.

For participants who intended to remain practis-
ing as SLTs, reasons surrounding job satisfaction
and enjoyment were the major drivers in their deci-
sion. Many reported an enjoyment and passion for
their job which made it worthwhile, despite the chal-
lenges. These data are consistent with McLaughlin
et al. (2008) who reported that respondents in their
study rated job satisfaction as being the primary
driver for ongoing practice in the profession. In their
study of 18 SLTs, doing a job that is “worthwhile”
outweighed many stressors that may be present in
the workplace. Similarly, Campbell et al., (2012)
reported these “intrinsic” motivating factors as being
an important component of retaining allied health
professionals in rural areas. However, in their review
of the literature, they also noted that extrinsic factors
must also be considered (e.g., salary, job role etc.),
as these can outweigh the intrinsic factors for some
professionals.

4.4. Limitations and future research

While this study provides important insights into
the impact of rurally-based tertiary education upon
the retention of SLTs in both rural practice and in the
profession in general, there are a number of limita-
tions to be considered in the interpretation of these
data. First, the limited sample size means that some
demographics, such as SLTs in remote areas, are
less represented in this study. Further research is
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needed to specifically investigate factors that support
recruitment and retention of SLTs in remote practice
locations. Future research may consider interviews or
focus groups to obtain more in-depth exploration of
the issues identified in this study. It is also noted that
a large number of the participants in this study orig-
inated from non-metropolitan areas and, therefore,
it is difficult to disambiguate whether it was being
from a rural location or studying in a rural location
that most impacted upon their engagement in the rural
workforce. Future research may seek to specifically
differentiate between these two factors as both have
been found to impact likelihood of rural practice in
the rural pipeline model. Participants chose to attend a
regional university to study, therefore the participant
group may reflect those who have a specific interest
in rural speech and language pathology practice. This
may have led to a biased, non-representative sample
of SLTs.

4.5. Implications for the speech and language
therapy profession

The findings of this study have implications for
the tertiary sector in planning for the development
of a sustainable and highly skilled rural health work-
force. The participants in this study were trained in
rural areas with specific skills for serving rural pop-
ulations; their employment statistics reflected that
the majority practice outside of metropolitan areas
and this was both their current and desired place
of practice. Interestingly, the findings of this study
indicated that participation in the remote workforce
was still low, even among rurally trained graduates.
Future measures need to consider opportunities to
increase both the skillset and desirability of working
remotely. Given the large population of Aboriginal
and Torres Strait Islander people living in remote
Australia, is it important that allied health workers
are well equipped to engage in culturally respon-
sive practice when working remotely. As part of this
consideration, is it essential to ensure that the diver-
sity of the Australian speech and language therapy
profession reflects the diversity of the Australian pop-
ulation, by facilitating the training of more SLTs from
Aboriginal and Torres Strait Islander backgrounds,
who have not only the professional skill set but also
the cultural and linguistic knowledge to adequately
support these communities. Furthermore, the inten-
tion of participants in the current study to remain as
SLTs in the long term was far higher than figures

considering the Australian speech and language ther-
apy workforce as a whole. Therefore, rurally-based
training in combination with a curriculum specifi-
cally designed for working with rural populations and
being from a rural background, may provide a path-
way to more satisfying work scenarios for SLTs and
enhance retention rates within rural practice and the
profession as a whole.

5. Conclusion

In conclusion, this study found that engaging in
rural speech and language therapy education resulted
in a high rate of participation in the rural health work-
force. SLTs who were rurally trained had higher rates
of actual and intention to both practice rurally and to
remain in the speech and language therapy profession
long term, in comparison to nationwide data. These
findings have positive implications for the develop-
ment of a committed and highly skilled rural speech
and language pathology workforce.
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