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Abstract: Background: Outreach health practitioners play a key role in enhancing access to health-
care for remote, rural, regional, and Aboriginal and Torres Strait Islander communities in Australia.
Outreach health practitioners are those providing ongoing and integrated health services in com-
munities that would otherwise have limited access. In the context of the COVID-19 pandemic, it is
important to understand the job satisfaction of health workers as it correlates with long-term retention
of the workforce, as well as effectiveness in the role and clinical outcomes for patients. Method: The
study analysed data from 258 outreach health practitioners who responded to two cross-sectional sur-
veys conducted by the NSW Rural Doctors Network during the COVID-19 pandemic in 2020/21 and
2021/22 in NSW and the ACT, Australia. Both bivariate and multivariate analyses were employed to
assess the associations between the outcome variable (outreach health practitioners’ job satisfaction)
and independent variables (sociodemographic factors, motivation, self-confidence, communication,
capability). Results: Overall, the study showed that 92.2% of health practitioners were satisfied in
their role providing outreach health services during the COVID-19 pandemic. In the multivariable
model, factors significantly associated with higher satisfaction included good communication with
other local health practitioners, using telehealth along with in-person care, and having high self-
rated capability compared to those health practitioners who said they had lower job satisfaction.
Conclusions: Outreach health practitioners’ job satisfaction is important because poor satisfaction
may lead to suboptimal healthcare delivery, poor clinical outcomes, and poor retention of staff in
rural settings. These findings should be taken into consideration when developing future strategies
to improve job satisfaction among rural outreach health practitioners and to enhance attraction,
recruitment and retention and may be applicable to the broader health workforce.

Keywords: outreach health services; health practitioners; health workforce; job satisfaction; rural;
COVID-19; pandemic; health professionals; telehealth; communication; capability; referral

1. Introduction

Health practitioner shortages, burnout and uneven distribution of health workers
have always been important factors in healthcare delivery in both high-income, and low-
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and middle-income countries [1–5]. Rural populations are more affected by health work-
force shortages affecting the ability to provide equitable access to health services [6,7].
The COVID-19 pandemic has exerted further pressure on all health systems, yet it has
been argued that pre-existing unmet healthcare needs in rural and remote settings are
exacerbating pandemic risks in these settings [8].

Rural Australians live with more chronic diseases, have more injuries, experience
poorer mental health, and cannot easily access healthcare (including primary and allied
health, specialist, and hospital care) compared to those living in urban areas [9–11]. Geo-
graphical distance alone does not cause weaker health systems. Remote and rural settings
often experience reduced economic opportunities, socio-economic disadvantage, and com-
paratively less political power [10,12]. The vast geography typical of rural settings often
increases the difficulty of accessing health services through the time and disruption to
life associated with seeking or delivering healthcare. As well, limited access, costly, and
lengthy transport are some of the real barriers to delivering and seeking healthcare in rural
settings. Out-of-pocket fees for a health professional which might be charged in an urban
setting are less likely to be affordable to rural people, on average. In Australia, nearly
28% of the Indigenous population lives in rural areas, where they have a higher burden
of disease and death than urban populations [13–15]. The poorer health and health out-
comes for Indigenous populations reflect the impacts of colonisation, forced dispossession,
stolen generations, intergenerational trauma, discrimination, and racism impacting upon
social determinants of health including education, employment, housing, and access to
healthcare. In Australia, there is a growing understanding that enhancing cultural safety
for Aboriginal and Torres Strait Islander patients may enhance both patient access and
the standard of care. This refers to a health system that addresses racism and inequalities
while respecting Indigenous cultural values, strengths, and uniqueness [16]. Therefore, a
large proportion of health outreach services in New South Wales (NSW) and the Australian
Capital Territory (ACT) in Australia are specifically for Aboriginal communities to enhance
access to culturally safe health services.

There are many contributors to efforts to improve rural and remote health, includ-
ing federal and state governments, as well as non-governmental organisations (NGOs).
For instance, the Australian federal government has been implementing a wide range of
policy measures for more than two decades [14,15,17]. Some of these measures include
investing in training and development for healthcare professionals to increase the rural
health workforce. In addition to supporting university-based research to build a better
understanding of the challenges of rural health and improve the evidence base for ad-
dressing these challenges [10,14,15,18,19]. Increasing the numbers of healthcare workers
is typically not sufficient, but instead there is a need to focus on improving recruitment,
distribution, retention, and productivity of healthcare workers to help improve health
system performance [7]. There are yet further factors which influence each of these. It is
known that the job satisfaction of health workers influences health service quality, as well
as staff retention and productivity [20,21]. The COVID-19 pandemic has also highlighted
the importance of ensuring the safety of healthcare workers while at work, in terms of
workplace culture, safe workload and physical safety, such as having sufficient personal
protective equipment [22]. There is a dire need to strengthen the overall system of health-
care to relieve the burden on areas of care which are particularly overloaded—such as
emergency departments, paramedic services, obstetrics and maternal services and primary
care [23].

1.1. Outreach Health Services

Outreach services have been recognised by the WHO [7] as a viable health service
delivery model to maintain health services for rural populations. Within the outreach
model, health practitioners travel away from their usual workplace on a regular basis to
provide services to underserved areas for a few days but without permanently relocating to
rural areas [24]. Outreach services can also increase attraction and retention of other, more
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permanent, health workers in underserved areas through reducing professional isolation, re-
ducing workload, increasing supervision and feelings of being valued [25]. The Australian
National Outreach Policy, which originated in 2000, subsidises doctors, allied health practi-
tioners, nurses and Aboriginal health practitioners who deliver outreach health services in
rural and Aboriginal health settings that are different from their usual place of practice. The
‘Medicine in Australia: Balancing Employment and Life (MABEL)’ cross-sectional survey
study in Australia in 2014 found that 19% of medical specialists were practicing in rural
outreach services; noting this study had a 22% response rate [24,26]. A study by Gruen
et al. [11] showed outreach services reduced the average cost of consultations and reduced
hospital admissions.

Outreach services can be implemented in various ways. This can impact on healthcare
service acceptability, continuity, sustainability and health worker job satisfaction and
retention [27–29]. For instance, in studies of the stability of some types of rural outreach
services in Australia, it was found that only half of the health professionals provided
services to the same town for at least three years [26,27]. Some outreach services are
provided by different healthcare professionals with resultant loss in continuity of care for
the local community, as well as placing further pressure on permanent staff in terms of
training and supporting these short-term health services supports [30,31]. Some outreach
models are not coordinated with local services, and this results in a disinvestment in local
full-time services.

In comparison, outreach services which are implemented long-term, with a focus
on consistency of healthcare professionals, integrated with the local system and hiring
local staff where possible, coordinating care, including referred services provided by
medical specialists or allied health practitioners, may increase quality of care as well as job
satisfaction for providers and may lead to greater retention in the role [11]. The Rural Doctor
Network outreach services are implemented in a unique and deliberately integrated way
and may not have the same kind of turnover as other models of outreach service delivery.

1.2. NSW Rural Doctors Network’s Outreach Program Model

The Rural Doctors Network (RDN) administers the Australian Government’s funded
outreach programs in New South Wales (NSW) and the Australian Capital Territory
(ACT). Examples of RDN-administered outreach programs are the Rural Health Out-
reach Fund (RHOF), Medical Outreach Indigenous Chronic Disease Program (MOICDP),
Visiting Optometrists Scheme (VOS), Ear and Eye Surgical Support Services (EESS), Healthy
Ears, Better Hearing, Better Listening (HEBHBL) and Follow-up Ear and Hearing Health
Service (FEHHS).

RDN’s Outreach Program is unique in its decentralised model that directly invests in
strengthening the capacity of local partner organisations, who identify priority local health
needs and deliver long-term and integrated outreach services in response. These partner
organisations provide local support to outreach health practitioners, and often have regional
recruitment networks. In practice, the model involves funding and policy support flowing
from RDN to local subcontractor organisations that play a substantial role in identifying
needs, designing, and implementing services, and ongoing quality improvement. RDN’s
Outreach Program subcontractor partners include Aboriginal Community Controlled
Health Services (ACCHSs), regional NGOs and Local Health Districts (LHDs) that hold
local expertise, knowledge, and relationships, and contribute this to outreach service design
and implementation. Importantly, these local partners or organisations work with RDN to
make decisions on which providers and health practitioners are contracted or employed
to deliver services to best respond to their communities’ needs, as opposed to this being
managed centrally. Because these local partners deliver a range of other primary care
services or health programs, they are well placed to integrate outreach services with local
primary health and hospital services and teams.
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1.3. Job Satisfaction

When the health workforce has high levels of job satisfaction the quality of healthcare
and patient satisfaction is enhanced [32,33]. Conversely, job dissatisfaction has also been
identified as a key factor affecting the turnover of health and human services profession-
als [34]. It is known that, on average, health professionals in remote and rural areas are
significantly less motivated and less satisfied with their jobs than health professionals
working in major cities [35]. Employee dissatisfaction leads to higher employee turnover
and lower performance and quality of work [36]. According to recent estimates in Aus-
tralia, since 2015, the number of full-time equivalent (FTE) certified health professionals has
dropped with distance. For instance, in 2020, there were 132,000 FTE physicians working in
rural and/or remote areas compared to 386,000 FTE physicians working in major cities of
Australia [37,38]. In Australia, ‘rural’ areas are described as geographic areas outside of ma-
jor cities, sometimes known as the countryside; while ‘remote’ locations are characterised
as places that are far from society [39].

More broadly, job satisfaction has a protective effect on health, happiness, subjective
well-being, and self-esteem [40]. Increasing the job satisfaction of health professionals
locally and those providing outreach health services can improve the attraction, recruit-
ment, and sustainability of the rural health workforce. Currently, it is known that increased
income, positive interpersonal relationships, career development opportunities, positive
performance management and collaboration, employment security, and work conditions
positively impact job satisfaction [35,41]. Moreover, evidence suggests development of
a motivation system for the health professionals and an improvement of performance
management system with non-financial incentives are associated with increased job sat-
isfaction [42,43]. Further, electronic health records have been identified as one of the
predictors of health professionals’ job satisfaction [44]. This is also associated with remote
access of patient information and improvements in quality of care [44].

However, the factors which impact job satisfaction for rural outreach health practi-
tioners specifically are still unknown. Additionally, there is little knowledge regarding
the impacts of the COVID-19 pandemic upon outreach health services and no knowledge
regarding the impact of COVID-19 on the job satisfaction of those providing outreach health
services to rural communities.

1.4. Impact of COVID-19 on Outreach Health Services

Moreover, SARS-CoV-2 or COVID-19 has negatively impacted health practitioners’
professional and personal lives due to its rapid spread and contagious nature [45–48].
Concerns about infection, moral distress watching patients die alone, and working under
unmanageable and new (e.g., telehealth) workloads, with delayed management of con-
ditions leading to greater complexity of disease, and furloughed staff due to COVID-19
exposure or infection resulting in reduced staffing have contributed to work stress/burnout
for health professionals [45,49–51]. These factors have the potential to impact health practi-
tioners’ job satisfaction [28,45,50,51].

1.5. Study Aims

Rural outreach health practitioners are a vital part of facilitating access to better
quality healthcare services for rural communities. This study aimed to assess the changes to
outreach health services during COVID-19, as well as the satisfaction, and factors associated
with health practitioners’ satisfaction, providing rural outreach services during the COVID-
19 pandemic in rural NSW and the ACT Australia following quantitative cross-sectional
study design.
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2. Methods
2.1. Data Source

Data for this study were drawn from two cross-sectional surveys that were conducted
in 2020/21 and 2021/22 by RDN. Each year, RDN routinely surveys outreach health
practitioners as part of their evaluation and quality improvement of outreach services.

The survey with an informed consent form was sent by email to all health practitioners
who provided outreach health services via RDN during the COVID-19 pandemic in 2020
and 2021. The survey was open for ten weeks and voluntary participation was encouraged.
It was sent to 845 health practitioners in the 2020/21 survey and 832 in the 2021/22
survey. In the 2020/21 outreach health practitioners survey, 151 (17.9%) responded, while
176 (21.2%) responded in the 2021/22 survey. For this study, the two survey datasets were
merged and matched using a unique identification number. For any health practitioners
who completed both surveys, we only included their responses to the 2020/21 survey with a
thought that COVID-19 might have stronger and/or weaker impact on health practitioners’
job satisfaction and/or performance providing outreach services during the initial stage
of the pandemic. Moreover, we wanted to avoid double counting the responses of one
individual (i.e., weighting one individual’s beliefs more than others who only completed
one survey). As well, any incomplete surveys were dropped, leading to a final number of
258 participants within this study. Figure 1 shows the flow chart for the final analytical
sample selection.
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2.2. Measures

Health practitioners’ overall satisfaction with the outreach program was selected as the
dependent variable. The following question was used to measure satisfaction: ‘How would
you rate your overall satisfaction with the health outreach program?’, rated on a four-point
Likert scale (very dissatisfied, dissatisfied, satisfied, very satisfied). For analytical purposes,
we created a binary variable, ‘health practitioners’ satisfaction’, from the responses. Those
who responded ‘satisfied’ or ‘very satisfied’ were considered as ‘satisfied’ (coded as 1),
and those who replied, ‘very dissatisfied’ or ‘dissatisfied’ were labelled as ‘dissatisfied’
(coded as 0).

Evidence suggests job satisfaction is a complicated concept relying on both internal
and external factors [52–54]. In this study, the following variables were included as potential
predictors of job satisfaction based on empirical research and availability of the variables in
the dataset.
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• Country of birth: Overseas or Australia
• Type of health practitioner: Aboriginal Health Worker (AHW), Nurse/Midwife, Allied

health professional (e.g., Therapist, Nutritionist, Optometrist, and others) or Medical
Practitioner (i.e., Specialist/GP).

• Self-confidence in being culturally responsive when treating patients: The responses
were self-reported and categorised into two, somewhat confident or confident.

• Presence of motivating factors: On the basis of previous research [42,43] and context of
outreach services in Australia, the survey team included the following six motivating
factors—(a) To grow my practice, (b) To provide healthcare to disadvantaged people
or regions, (c) To maintain a personal connection to a region, (d) To provide complex
healthcare in challenging situations, (e) To provide support for rural health staff, and
(f) Outreach is a requirement for employment. A five-point Likert scale was used to
rank each selected motivating factor, rated from strongly disagree to strongly agree.
Since high motivation has positive impact on job satisfaction and subsequently on job
performance of health practitioners [42,43], we created a new variable as ‘presence
of motivating factors’ from each response in this study. Categories were as follows:
health practitioners with no motivating factors (coded as 0), with 1–2 motivating
factors (coded as 1), with 3–4 motivating factors (coded as 2), and with 4 or more
factors (coded as 3).

• Communication with other local health practitioners: A four-point Likert scale (very
dissatisfied, dissatisfied, satisfied, very satisfied) was used. In this study, we created
a dichotomous variable from the responses; ‘satisfied’ and ‘very satisfied’ were cate-
gorised as ‘satisfied’ (coded as 1), and while ‘very dissatisfied’ and ‘dissatisfied’ were
classified as ‘dissatisfied’ (coded as 0).

• Using only paper-based referrals: Yes or No
• Using only electronic referrals: Yes or No
• Health practitioners providing telehealth: Yes or No
• Self-reported capability: The following question was used to measure capability,

‘Acknowledging that on different days we all feel (more or less) on top of our working
and personal lives, in your most recent outreach visits how would you describe your
overall level of capability in fulfilling your healthcare role?’, rated on a 10-point
Likert scale ranged from 0-Not capable to 10-Fully capable. For the analyses, we
created a new variable as ‘Self-reported capability’ from the responses, scores 0–3 was
categorised as ‘Less capable’ (coded 0), scores 4–6 labelled as ‘Capable’ (coded 1)
and scores 7–10 classified as ‘More capable’ (coded 2). Note that RDN used the term
‘capability’ in the context of an ‘intersection between individual capacity and ability
to respond to work considering the whole of life challenges, including work, travel,
family, schools, partner, education, and social options’.

2.3. Statistical Analyses

At first, the sample characteristics were summarised using descriptive statistics in
terms of frequency (n) and percentages (%). Then, Pearson’s correlation coefficient matrix
was created to look at the associations between the selected study variables. Bivariate
analyses were then conducted to assess the independent variables and their distributions
over the dependent variable (health practitioners’ satisfaction with the outreach program).
Later, logistic regression models (unadjusted and adjusted) with complete cases were only
used to identify the determinants of health practitioners’ satisfaction with outreach services.
Adjusted multiple logistic regression included variables that had a p-value of <0.05 in the
unadjusted model. The results of the logistic models were described as odds ratios (ORs)
with 95% confidence intervals (CI) and p-values.

Lastly, several diagnostic tests were performed to evaluate the assumptions of the
logistic model. For instance, we used McFadden’s R2 [55] and goodness-of-fit test [56]
for model performance, the link test [57] for model specification, and variance inflation
factor (VIF) statistics [58] to assess for multicollinearity among the predictor variables in the
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model. All the analyses were completed using Stata/SE 14.1 (StataCorp, College Station,
TX, USA).

2.4. Ethical Approval

This paper uses non-identifiable, routinely collected data in accordance with the
National Statement on Ethical Conduct in Human Research. We accessed, analysed, and
presented the data in an anonymous format. Secondary research data of this type supports
Outcome A of the University of Sydney Research Ethics Board (Supplementary File S1).
Each study participant voluntarily completed the self-reported survey questionnaire with
informed consent.

3. Results

Table 1 presents the characteristics of the healthcare worker participants. The study
comprised a total of 258 outreach health practitioners, of which more than 70% were born in
Australia. Approximately, half of the participants (47.7%) were Allied Health Professionals,
followed by Medical Practitioners (32.5%), Nurses/Midwives (12.4%) and Aboriginal
Health Workers (7.4%). More than half of the respondents did not answer the question
about their self-confidence with being culturally responsive (133, 51.6%). Of those who did
answer the question, 75% (94/125) said they were confident in their ability to be culturally
responsive to patients. The remaining 25% (21/125) said they were somewhat confident.
Most of the participants reported to have more than three motivating factors for providing
outreach services (62%), and more than 60% were satisfied in the way they communicated
with other local health providers. In terms of referrals, nearly 44% of the respondents
used only paper-based referrals, and 22% used only electronic referrals. Almost two-thirds
provided telehealth, and most (85.7%) felt they were capable in their role as an outreach
health practitioner.

Table 1. Sample characteristics.

Variables n (%)

Country of birth
Overseas 73 (28.3)
Australia 185 (71.7)

Type of health practitioners
Aboriginal Health Workers (AHWs) 19 (7.4)

Nurses/Midwives 32 (12.4)
Allied Health Professionals (AHPs) 123 (47.7)

Medical Practitioners (MP) 84 (32.5)

Self-confidence (Cultural perspective)
Somewhat confident 31 (12.0)

Confident 94 (36.4)
Missing 133 (51.6)

Presence of motivating factors
No factors 83 (32.2)
1–2 factors 14 (5.4)
3–4 factors 124 (48.1)
>4 factors 37 (14.3)

Communication with local health practitioners
Dissatisfactory 24 (9.3)

Satisfactory 156 (60.5)
Missing 78 (30.2)

Using paper-based referrals
No 146 (56.6)
Yes 112 (43.4)
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Table 1. Cont.

Variables n (%)

Using electronic referrals
No 201 (77.9)
Yes 57 (22.1)

Provide telehealth
No 94 (36.4)
Yes 164 (63.6)

Self-reported capability
Less capable 7 (2.7)

Capable 30 (11.6)
More capable 221 (85.7)

Figure 2 illustrates the rates of overall satisfaction of the health practitioners providing
outreach services. Out of a total of 258 respondents, the majority (238, 92.2%) were satisfied
with the health outreach program.
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Table 2 portrays the correlation coefficient matrix among the selected study variables.
For example, according to the table, communication with other local healthcare providers,
paper-based referrals, telehealth, and capability are positively correlated with the outcome
variable; that means these variables were associated with outreach health practitioners’
level of satisfaction.

Table 2. Correlation coefficients between selected variables.

1 2 3 4 5 6 7 8 9
1 Country of birth 1.00
2 Type of health practitioners −0.36 *
3 Self-confidence −0.01 −0.11
4 Presence of motivating factors 0.08 −0.11 0.02
5 Communication with local health practitioners −0.16 * 0.15 * −0.06 −0.01
6 Using paper-based referrals −0.09 −0.03 0.01 0.51 * 0.23 *
7 Using electronic referrals 0.04 −0.05 0.06 0.34 * 0.02 0.23 *
8 Provide telehealth −0.06 0.11 0.07 0.03 0.06 0.20 * 0.05
9 Self-reported capability 0.07 0.02 0.23 * 0.00 −0.04 0.02 0.02 0.02
10 Overall satisfaction −0.05 0.05 0.06 0.04 0.26 * 0.13 * 0.01 0.17 * 0.21 *

Level of significance: * p < 0.05.
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Further, the results from the bivariate analysis between potential predictors and health
practitioners’ level of satisfaction with the health outreach program are depicted in Table 3.
Factors such as communication with other local health practitioners (p < 0.001), paper-
based referral methods (p < 0.05), access to telehealth (p < 0.01) and self-reported capability
(p < 0.01) were significantly associated with outreach health practitioners’ satisfaction
during the first two years of the COVID-19 pandemic.

Table 3. Factors associated with outreach health practitioners’ level of satisfaction.

Dissatisfied Satisfied Pearson χ2 (p-Value)

n (%) n (%)

Country of birth 0.73 (0.391)
Overseas 4 (5.5) 69 (94.5)
Australia 16 (8.7) 169 (91.3)

Type of health practitioners 2.60 (0.457)
AHWs 3 (15.8) 16 (84.2)

Nurses/Midwives 3 (9.4) 29 (90.6)
AHPs 7 (5.7) 116 (94.3)
MPs 7 (8.3) 77 (91.7)

Self-confidence 0.38 (0.538)
Somewhat confident 3 (9.7) 28 (90.3)

Confident 6 (6.4) 88 (93.6)

Presence of motivating factors 0.72 (0.868)
No factors 8 (9.6) 75 (90.4)
1–2 factors 1 (7.1) 13 (92.9)
3–4 factors 8 (6.5) 116 (93.5)
>4 factors 3 (8.1) 34 (91.9)

Communication with local
health practitioners 13.06 (<0.001)

Dissatisfactory 6 (25.0) 18 (75.0)
Satisfactory 7 (4.5) 149 (95.5)

Using paper-based referrals 4.83 (0.028)
No 16 (11.0) 130 (89.0)
Yes 4 (3.6) 108 (96.4)

Using electronic referrals 0.05 (0.814)
No 16 (8.0) 185 (92.0)
Yes 4 (7.0) 53 (93.0)

Provide telehealth 7.63 (0.006)
No 13 (13.8) 81 (86.2)
Yes 7 (4.3) 157 (95.7)

Self-reported capability 12.20 (0.002)
Less capable 2 (28.6) 5 (71.4)

Capable 6 (20.0) 24 (80.0)
More capable 12 (5.4) 209 (94.6)

Table 4 presents the results of the logistic regression models (unadjusted and adjusted)
that investigated the correlates of health practitioners’ overall satisfaction with the outreach
health program. Statistically significant predictors (p < 0.05) from the unadjusted model
were put into the adjusted model. In the adjusted model, outreach health practitioners who
had satisfactory communication with other local health practitioners were 7.76 times (95%
CI: 1.86–32.37) more likely to be satisfied with an outreach program than those who had
dissatisfactory communication. Further, those who provided telehealth services were more
likely to have increased satisfaction with the outreach program compared to those who did
not offer telehealth (OR 4.07, 95% CI: 1.06–15.59). We also found that health practitioners
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who self-reported to be more capable were 10.92 times (95% CI 1.18–101.03) more likely to
be satisfied with the outreach program than their counterparts.

Table 4. Determinants of outreach health practitioners’ satisfaction.

Unadjusted OR 95% CI Adjusted OR 95% CI VIF

Country of birth (Ref. Overseas) -
Australia 0.61 0.19–1.89 - -

Type of health practitioners (Ref. AHWs) -
Nurses/Midwives 1.81 0.32–10.04 - -

AHPs 3.11 0.72–13.24 - -
MPs 2.06 0.48–8.84 - -

Self-confidence (Ref. Somewhat confident) -
Confident 1.57 0.36–6.69 - -

Presence of motivating factors (Ref. No factors) -
1–2 factors 1.38 0.15–12.03 - -
3–4 factors 1.54 0.55–4.29 - -
>4 factors 1.21 0.30–4.84 - -

Communication with local health practitioners
(Ref. Dissatisfactory) 1.08

Satisfactory 7.09 ** 2.14–23.44 7.76 ** 1.86–32.37

Using paper-based referrals (Ref. No) 1.03
Yes 3.32 * 1.07–10.23 2.38 0.59–9.58

Using electronic referrals (Ref. No) -
Yes 1.14 0.37–3.57 - -

Provide telehealth (Ref. No) 1.03
Yes 3.59 ** 1.38–9.37 4.07 * 1.06–15.59

Self-reported capability (Ref. Less capable) 1.04
Capable 1.60 0.24–10.36 1.72 0.13–21.50

More capable 6.96 * 1.22–39.69 10.92 * 1.18–101.03

Model statistics
McFadden’s R2 (%) 0.263

Goodness-of-fit test (p-value) 7.11 (0.789)
Link test (OR for that of satisfaction) 3.79 *

Mean VIF 1.05

Level of significance: ** p < 0.01, * p < 0.05.

Finally, Table 4 demonstrates the results obtained from several regression diagnostic
tests. The VIF test with a mean value of 1.05 confirmed the absence of the multicollinearity
in the adjusted model. McFadden’s R2 value of 0.263, and the insignificant goodness-of-fit
statistic (p = 0.789), indicates the model was well-fitted. Further, the link test (p < 0.05)
verified that the model was correctly specified.

4. Discussion

Job satisfaction refers to the degree to which individuals are satisfied or dissatisfied
with their job in terms of their attitude toward the work they do, including the social and
physical conditions at their workplace [59–61]. In healthcare management, job satisfaction
of health workers is vital as it has been linked to improved quality of care, elevated
patient compliance, and greater patient satisfaction [62,63]. It is also reported that health
workers’ job satisfaction has been affected by the COVID-19 pandemic, further jeopardizing
the sustainability of health services [61,64]. In this study, the overall satisfaction of health
practitioners providing the RDN-administered Outreach Program services was investigated,
and predictors of satisfaction were identified. The results indicate that 92.2% of respondents
were satisfied with the health outreach program during the initial COVID-19 pandemic
years of 2020 and 2021. Among the predictors explored in our study, communication
with other local health practitioners, access to telehealth, and self-reported capability were
significant factors that predicted the overall satisfaction of outreach health professionals.

4.1. Communication with Other Local Health Practitioners

Our study identified that outreach health practitioners who have satisfactory to good
communication within the outreach team, with existing local health practitioners, as well as
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with practitioners being referred to, were more likely to be satisfied with the health outreach
program. The link between satisfaction with communication and job satisfaction and
burnout in healthcare settings has been previously identified, including in one American
study completed during the first year of the COVID-19 pandemic [65–68]. Outreach health
practitioners who work as temporary members of local healthcare teams may encounter
time constraints, power differentials and lack of trust [69]. Communication can help build
cohesive and functional teams and improve job efficiency in workplaces (Pincus, 1986). As
well, good communication within a team can lead to a reduction in the number of medical
errors and increase patient safety by guiding the use of technical skills within the team,
thereby increasing job satisfaction [66]. Interestingly most of the existing research literature
which addresses the value of communication in job satisfaction, studies physicians. For
instance, Loughman et al. [67] showed that good communication in workplace decision-
making can make physicians feel that they have a voice in the decision-making process.
In comparison, our study included a wide range of health professionals including allied
health, Aboriginal health workers and nurses/midwives as well as physicians and the
finding of the importance of communication for job satisfaction remained.

In rural practice settings, where emergencies and new challenges occur more fre-
quently, health practitioners often have less support but more stress [11,69]. Having good
relationships with colleagues not only increases employee productivity but satisfying
work relationships also increase well-being and meaning in life [70]. Gardiner et al. [71]
showed that by increasing opportunities for GPs and other health practitioners to discuss
personal/professional issues, fewer health practitioners felt isolated or unsupported. Com-
munication satisfaction can play a role to help outreach health practitioners achieve better
performance and job satisfaction in the rural context and this has also held true in our data
gathered during the initial two years of the COVID-19 pandemic.

4.2. Access to Telehealth (Virtual Care)

Telehealth has been widely used during the COVID-19 pandemic to minimize infection
risks [72,73]. In Australia, health practitioners used remote online delivery as well as
telephone delivery of care [74,75]. For health practitioners providing outreach services,
restrictions on travel, face-to-face consultations, and vaccination requirements during the
first two years of the COVID-19 pandemic resulted in the delay or cancellation of health
outreach services and prevented regular in-person visits [76,77]. As well, studies have
shown that patients often cancelled or postponed appointments for fear of contracting
COVID-19 [78–80]. In this study, we found telehealth services were provided at some
point by almost two-thirds of healthcare professionals providing outreach care during
the first two years of the COVID-19 pandemic. Moreover, the health professionals who
used telehealth were more likely to be satisfied with the health outreach program. This
is mainly because telehealth has allowed health practitioners to not only reduce infection
risks, travel costs and time but also still help maintain continuity of service delivery during
the pandemic [81,82]. It has been reported that without telehealth, health professionals are
required to make in-person visits that take a lot of time to travel to see a patient, which
decreases service effectiveness [82–84].

4.3. Self-Reported Capability

Health practitioners’ self-reported capability was found to be positively associated
with overall satisfaction with the health outreach program in our study. Close to 86%
of outreach health practitioners considered themselves as ‘more capable’ versus ‘less
capable’. This might also suggest that health practitioners who perceive themselves to
be more capable are more likely to participate in health outreach programs or to answer
the survey. Capability is not only the mastery of the role, technology, and knowledge,
but also encompasses the human emotion, body, and spirit/culture/society [85,86]. This
concept stems from the capability approach developed by Amartya Sen in 1979 [87], which
provides a ‘framework for assessing human well-being’ and is now also used globally
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in various areas including health [88]. The capability approach argues for going beyond
the workplace when understanding ability to do one’s job; supplementing information
about job satisfaction by looking at data on the whole life context (i.e., resources, personal
and social influences) to derive an overall assessment of how well someone feels they are
doing in their role(s) [89]. The focus on the social and structural elements of capability
contributes to a broader understanding of workforce, including motivation, recruitment
and retention, adaptation of skills in changing environments and resilience [86,90,91].
Workers can experience distress when there is a mismatch between their work challenges
and their ability to develop and implement effective coping responses [92]. Supporting the
capability of the health workforce can provide health practitioners with a higher level of
control over problems and situations when they encounter difficulties, resulting in better
job satisfaction [92]. In the literature, job satisfaction and capability are unique, yet related,
concepts with satisfaction with job role being just one part of capability. In our study, we
observed similar proportions of health practitioners responding that they felt satisfied to
those who responded they felt capable. More research into how these terms is understood
by the health workforce will be useful.

4.4. Limitations

This present study used cross-sectional survey data enrolling NSW and ACT outreach
health practitioners working in Commonwealth funded outreach programs administered
by RDN. Not all outreach health professionals completed the survey, therefore the sample
may not be representative of other health outreach services. A future survey capturing data
from all (or a random sample of) outreach health practitioners as well as a longitudinal
assessment of factors associated with satisfaction among outreach health practitioners may
be useful. A further limitation is that the data used in our study were collected across
different time periods during the initial years of the COVID-19 pandemic, and we were not
able to consider the potentially unique impact of differences between the initial flattening
of the epidemic curve in Australia, where most rural areas experienced zero COVID-19,
and the subsequent outbreak period. We were unable to confirm whether changes in the
environmental context had a significant impact on changes in predictors of outreach health
practitioners’ satisfaction with their role. Further, information was self-reported and may
have therefore been influenced by response or social desirability bias. Moreover, the dataset
was lacking some key variables such as age, sex, postcode of permanent residence, income,
emotional state including any symptoms of post-traumatic stress disorder (PTSD) of the
health practitioners during the COVID-19 pandemic, so we were not able to determine
whether satisfaction with the role differed by these factors. A final limitation is that the
questionnaire used has not been assessed for its psychometric properties, and therefore its
validity and reliability are unknown.

5. Conclusions

This study found that nearly all the outreach health practitioners were satisfied with
the RDN outreach model during the first years of the COVID-19 pandemic. It is important
for outreach health practitioners to be satisfied with their jobs as it can help retain health
practitioners in this role, and this is even more important during health crises such as
the pandemic. It may support the quality of care provided as well as the productivity
of this workforce and make rural outreach services a more attractive career option for
other healthcare practitioners. We found that good communication with other local health
practitioners, incorporating options for using telehealth along with in-person care and high
self-reported capability, were significantly associated with higher levels of job satisfaction
among rural NSW and ACT outreach health practitioners in 2020 and 2021, the initial
years of the pandemic. These findings may support future strategies for health workforce
support during health crises, and may be used to further enhance job satisfaction, and
possibly to enhance attraction, recruitment, and retention of rural health practitioners.
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