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Abstract
Background  While allied health plays a central role in healthcare, workforce challenges are straining the sector. 
Challenges are shaped by population changes, emerging models of care, and educational limitations, and were 
exacerbated by COVID-19. This study aimed to identify drivers of recruitment and retention for allied health clinicians 
in an Australian metropolitan setting. Identifying and addressing these factors is essential to the design and 
implementation of tailored, evidence-informed workforce strategy and policy.

Methods  This cross-sectional, online survey explored workplace attraction, job seeking behaviours, and workplace 
perceptions. 29 Likert-scale statements informed by the existing literature examined factors influencing allied health 
retention. Allied health employees from a single Australian metropolitan health network were invited to participate. 
Descriptive statistics, logistic regression, and deductive content analysis were undertaken.

Results  42.6% (n = 593) of those invited participated in the survey, with 45.7% (n = 271) of participants having been 
with the organisation for six or more years. 35% (n = 197) of respondents to a question about intention to leave 
agreed that they aimed to leave their current role within six months. Variables associated with intention to leave were 
not feeling a sense of satisfaction with their role (odds ratio [OR] 1.51, 95% CI 1.22–1.85), not being recognised and 
rewarded by the team manager (OR 1.37, 95% CI 1.12–1.67), not working in the preferred clinical area (OR 1.56; 95% CI 
1.25–1.95), and feeling burned out by the job (OR 1.44; 95% CI 1.16–1.78). Qualitative findings support the centrality 
of aspects of the job (job characteristics), the organisational context (rewards offered; climate; organisational support) 
and person-context interface (peer/group relations; work-life conflict) to attraction, retention, and attrition in roles.

Conclusion  This study identifies factors affecting recruitment, retention, and attrition of allied health professionals 
in a metropolitan setting. Findings are impacted by the personal and professional effects of the COVID-19 pandemic 
response. Results provide a baseline upon which the impact of interventions can be measured, while informing 
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Background
Allied health (AH) plays a crucial role in the Australian 
healthcare system, providing a range of essential services 
to support the health and wellbeing of the population [1]. 
AH is the collective term used for university qualified 
health professional groups, often in a multidisciplinary 
team. In the state of Victoria, Australia, AH includes 25 
professional therapy and science practitioners. Profes-
sional groups range from Physiotherapy, Occupational 
Therapy and Social Work as the three largest cohorts, 
through to the smaller cohorts of Creative Art Therapy, 
Neurophysiology science and Audiology (not inclusive 
of all professional groups). From diagnosis and treat-
ment, rehabilitation and recovery, to preventative care 
and chronic disease management, AH ensures that the 
community receives the care and support required to 
optimise health and wellbeing [2]. In addition to enhanc-
ing the health outcomes for patients, AH is an essential 
component in a sustainable and effective healthcare sys-
tem [3].

Workforce shortages in allied health in Australia
Despite the essential role AH plays in the Australian 
healthcare system, workforce challenges have been 
straining the sector [4]. While data limitations restrict 
the depth of our understanding of the issue [5], a national 
shortage of allied health professionals (AHPs) has been 
identified, including social workers, occupational thera-
pists, and to a lesser degree speech pathologists and 
physiotherapists [4]. Several factors contributing to these 
workforce shortages have been identified [6], including 
population changes, new models of care, and education 
and training limitations.

In Australia, the demographics of the population AH 
clinicians serve is changing. These changes are driven 
by better healthcare, improved access to food, improved 
diagnosis and treatment, and reduced child mortality. 
The ageing population is associated with an increase in 
individuals living with chronic conditions and an increase 
in the absolute number of people with disability [7] is just 
one example of a factor modifying the demographic pro-
file of AH clients and patients, increasing the demand for 
AH services at a rate that outpaces the supply of qualified 
professionals.

Allied Health workforces are funded in differing mod-
els across Australia, based on the sector of employment. 
Allied Health in the public health sector relies on propor-
tions of national weighted activity units (NWAU) fund-
ing, with disability and aged care being Commonwealth 

funded. The private sector is funded by the consumer. 
The emergence of new models of care and expansion 
of existing models of care in Australia, including the 
National Disability Insurance Scheme (NDIS) and the 
Victorian Better at Home initiative, have created com-
petition for talent. In addition, the findings of inquiries, 
including the Royal Commissions into Aged Care [8], 
Mental Health [9], and Disability [10] have highlighted 
the important role AH clinicians play in the aged care, 
disability and mental health sectors, resulting in an 
expansion in available positions and incentivisation of 
these sectors [11].

Despite a steady increase in AH training programs [6] 
and a marked increase in the number of registered AHPs 
[12], significant vacancies remain in the public health 
sector. These existing workforce shortages have been 
amplified by the COVID-19 pandemic and the healthcare 
and community response to it.

The impact of the COVID-19 pandemic on the allied health 
workforce
The pandemic has had, and continues to have, a profound 
impact on the global workforce. For the AH workforce, 
changes have affected both the delivery of service and the 
workforce itself [13].

The AH workforce experienced an increased demand 
for services, changes in service delivery models with 
many services transitioning to virtual or remote delivery 
methods [14], and disruptions to education and training 
[15] leading to challenges in ensuring a continued sup-
ply of skilled workers. Furthermore, many AHPs were 
redeployed to support contact tracing efforts [16], the 
vaccination response [17], or critical care services [18]. 
These service changes have had subsequent impacts on 
the workforce.

The so-called “Great Resignation” was an economic 
trend that began in early 2021 which saw employees 
resigning from their positions [19]. While many sectors 
were impacted by this worldwide trend, healthcare was 
one of the industry’s most significantly affected by this 
rapid attrition. High rates of both resignation and inten-
tion to leave were reported in healthcare workers [20]. 
Drivers of attrition in the sector identified in the litera-
ture include negative psychological responses to stress 
[20], a lack of team collegiality and connectedness [21], 
changes in work roles [22] including redeployment [23], 
a lack of organisational support or rewards [23, 24], and 
burnout [22, 25]. Healthcare sector implications are over-
laid by the interaction between gender and work roles 

the prioritisation and design of tailored workforce strategies. Further, findings may inform local policy responses to 
improve the allied health workforce and ensure excellent care for the community.
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[26], an essential consideration given 70% of the global 
healthcare workforce [27] in the COVID-19 response 
were women. While the lack of comprehensive national 
workforce dataset for allied health means the impact of 
this trend for Australian allied health professionals could 
be quantified, data from specific contexts suggest a pro-
portion of allied health professionals were considering 
resigning because of COVID-19 and its impacts [28]. 
This phenomenon highlights the need for ongoing invest-
ment in job creation, workforce development, workplace 
flexibility and support for workers to enhance the sus-
tainability of the workforce.

While COVID-19 undoubtedly had a significant impact 
on the healthcare workforce, the pandemic has exacer-
bated and highlighted the workforce ‘crisis’ rather than 
causing it [29]. Identifying and addressing the specific 
recruitment and retention challenges in this space is 
critical for ensuring a resilient and effective AH work-
force that is equipped to meet the needs of patients and 
communities.

Factors contributing to workforce recruitment and 
retention in allied health
Pre-pandemic examinations of the push and pull fac-
tors for recruitment and retention of AH clinicians have 
largely been focused on experiences in regional and 
remote areas in countries including Australia, South 
Africa [30] and New Zealand [31, 32]. This is attributed 
to the long-standing maldistribution of AH clinicians 
between metro, rural and remote areas [33]. A systematic 
review of the factors that influence workplace location 
choices for allied health professionals identified five key 
domains that influence AH recruitment and retention: (a) 
opportunities for career development; (b) workload and 
type of work; (c) organisational and workplace structure; 
(d) previous location exposure; and (e) personal factors 
[33].

Given the specific focus of existing literature favours 
AH recruitment and retention challenges in remote and 
regional areas, an examination of the evidence beyond 
AH is required to better understand drivers of recruit-
ment and retention. A meta-synthesis of the antecedents 
of voluntary employee turnover presents us with a holis-
tic picture of the reasons people cease their employment 
across sectors and professions [34]. From the empiri-
cal research, they identified 57 predictors of workforce 
attrition, organised into nine pre-determined domains: 
individual attributes; aspects of the job; traditional job 
attitudes; newer personal conditions; organisational con-
text; person-context interface; external job market; atti-
tudinal withdrawal; and employee behaviours. While the 
application of this model to AH has not been explored, 
it provides a broader lens through which AH attraction, 
retention and attrition can be examined.

Responses to the allied health workforce shortages
Despite the limitations in our understanding of the spe-
cific factors influencing the recruitment and retention of 
AHPs identified above, responses to AH workforce short-
ages have been implemented.

Government actions to address the workforce limita-
tions include the development of the Victorian Health 
Workforce Strategy [35] at a state level and the inclusion 
of AHPs in the priority visa at a Commonwealth level, 
with relocation support offered. The state government 
also implemented a frontline worker bonus scheme for 
those working in COVID-19 wards [36] and later intro-
duced a healthcare worker winter retention and surge 
payment [37]. Additionally, new attraction measures 
such as rural and regional scholarships to new graduate 
speech pathologists and occupational therapists are soon 
to be implemented [38].

Addressing workforce shortages in AH requires a tai-
lored, multi-faceted approach that addresses the underly-
ing factors contributing to the shortage. While there is a 
paucity of data derived from metropolitan centres, scru-
tiny of the factors influencing recruitment and retention 
of AH identified in regional and remote settings can form 
a foundation upon which a more context-specific under-
standing can be built. The aim of this study, therefore, 
was to identify the factors influencing AH recruitment 
and retention within a large, tertiary healthcare network.

Methods
Study design
This study employed a cross-sectional, online survey to 
allow for a breadth of participant perceptions on work-
force factors to be captured. The survey was designed 
by a team of AH leaders and researchers, considering 
survey design principles [39] and with reference to the 
existing literature in this field. The initial section of the 
online survey contained the participant information and 
consent process. The survey consisted of 51 questions 
covering: (1) employment demographics, (2) participant 
perceptions of workplace attraction, (3) current job seek-
ing behaviours, and (4) participant perceptions of their 
current workplace. The survey included questions with 
dichotomous yes/no, multiple choice, five-point Likert 
scale, and open-ended response options.

The survey included 29 statements pertaining to the 
five key domains identified in the literature as influencing 
AH recruitment and retention (personal factors, values, 
workload and type of work, leadership and management, 
and career development and enhancement). Between 
four to seven statements were present for each domain. 
A five-point Likert response scale was used (1 = strongly 
disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly 
agree, with the addition of “Don’t know” and “Not appli-
cable”). The online survey was piloted by a small number 
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of participants, representing a cross section of employ-
ees across professions and programs. Minor changes in 
wording and response format were made as a result. The 
complete survey tool is available in the Supplementary 
Materials.

Research context
This research was undertaken in Melbourne, the capital 
city of the state of Victoria in south-east Australia. Over 
the period of 2020–2021, citizens of Melbourne experi-
enced extended periods of lockdown, being issued with 
stay-at-home orders except for permitted activities for a 
total period of 262 days over six lockdowns. Lockdown 
restrictions varied on each occasion, but included limited 
permissible reasons to leave the home, mask mandates 
outside the home, overnight curfews and visitor restric-
tions. Healthcare workers, including allied health profes-
sionals, were considered authorised workers and were 
permitted to leave the home for the purposes of work.

In January 2022, a peak of COVID-19 infections in 
the community necessitated the implementation of a 
statewide external state of emergency, known as a Code 
Brown, in Victoria. This emergency response resulted in 
the temporary closure of several AH services, and the 
redeployment of AH employees to clinical roles deemed 
critical and crisis response roles, including COVID-19 
vaccination, testing, contact tracing, and COVID-19 sup-
portive community pathways.

Over the period of July 2021–March 2022 a rising 
vacancy rate in AH positions was observed across the 
organisation. This survey was issued in May 2022 and 
whilst the Code Brown emergency response had ceased, 
many services that included an AH workforce were yet to 
resume.

Participants and setting
Monash Health is the largest public health service in 
the state of Victoria, Australia. The network provides 
healthcare to one quarter of Melbourne’s population, 
with AH providing services in all programs and across 
the lifespan. Clinical services are provided by AH within, 
but not exclusive to, adult inpatient, community reha-
bilitation and community health, mental health, and 
paediatric services. Monash Health AH is structured in 
a devolved framework, with operational governance pro-
vided through program areas. Professional governance is 
provided through the Chief Allied Health Officer, inde-
pendent of operational lines. In terms of professional 
inclusion and services delivered, the service is compara-
ble to other publicly funded healthcare providers across 
the state.

Eligible participants for this study were required to 
meet the following criteria: (1) AHPs or allied health 
assistants, (2) currently employed at Monash Health. All 

AH employees, regardless of the nature of their employ-
ment, were eligible to participate. 1534 AH clinicians 
were eligible to respond, inclusive of professional groups 
from both AH therapies and scientists employed under 
the governance of the Chief Allied Health Officer. As 
Monash Health is a public health facility, private practi-
tioners and those working in primary care are not within 
the scope of this study.

Procedure
Ethics exemption was granted by the Monash Health 
Human Research Ethics Committee (HREC: QA/85560/
MonH-2022-307215). Digital informed consent was 
collected from all participants within the online sur-
vey. Limited demographic information was collected to 
enhance the confidentiality and anonymity of participant 
responses across both data collection and analysis.

All survey responses were de-identified and stored in 
a secure, password-protected electronic file at Monash 
Health, accessible only to members of the research team. 
The Checklist for Reporting Results of Internet E-Sur-
veys (CHERRIES) reporting guidelines [40] informed the 
reporting of this study (see Supplementary Materials).

The online survey was designed and hosted on Survey 
Monkey (http://www.surveymonkey.com). The survey 
was open for a period of 16 days (5–21 May 2022). The 
survey was distributed via email from the Chief Allied 
Health Officer to all AH employees at Monash Health. 
The survey was also discussed in AH virtual forums and 
promoted by electronic newsletter.

Data analysis
Data from the survey were initially exported from Qual-
trics to a Microsoft Excel spreadsheet. Data was cleaned 
to remove responses from ineligible respondents, and 
from respondents who gave consent for internal use of 
their data but requested their qualitative responses could 
not be used in presentations and publications.

Demographic data were analysed using descriptive 
statistics (frequencies, percentages, means, standard 
deviations, and ranges) for all participants. Percentages 
indicating intention to leave were calculated based on an 
affirmative response to the question “Are you looking to 
leave your current role in the next 6 months?”, divided by 
total participants. Missing responses were excluded from 
further analyses.

Several univariate analyses were conducted to evalu-
ate the association between the selected variables and 
the dichotomous outcome variable intention to leave. 
Initially, univariate logistic regression analyses were 
used to identify variables with a p-value < 0.05 for their 
association with Intention to leave scores. Next, signifi-
cant variables at univariate analysis were then entered 
into a multiple logistic regression model. A backwards 

http://www.surveymonkey.com
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elimination process was used and variables with the high-
est p-value were removed from the equation one-at-a-
time and the change assessed for its impact on pseudo 
R2. All non-significant variables were removed until 
remaining variables had a p-value < 0.05 for their asso-
ciation with Intention to leave scores. The variables that 
were removed were then individually added back into the 
model and tested for their impact on the Akaike Infor-
mation Criterion (AIC) and were excluded from the final 
model if AIC increased [41]. The remaining variables 
were reported with their odds ratio (OR), standard error, 
95% confidence interval (95% CI), and p-value. All statis-
tical tests were conducted in Stata [42].

Open-ended responses from the survey were analysed 
in Microsoft Excel using deductive content analysis [43]. 
Analysis saw participant responses coded to predeter-
mined codes, aligned with the antecedents of voluntary 
employee turnover identified by Rubenstein and col-
leagues [34] in their systematic review of the literature. 
The identified set of turnover antecedents to which par-
ticipant responses were coded included (1) Individual 
attributes (e.g., age, abilities and skills, extraversion, locus 
of control); (2) Aspects of the job (e.g., job characteristics, 
role ambiguity, task complexity, workload); (3) Tradi-
tional job attitudes (e.g., job involvement, job satisfaction, 

organisational commitment); (4) Newer personal condi-
tions (e.g., coping, engagement, stress/exhaustion); (5) 
Organisational context (e.g., climate, organisational pres-
tige, organisational support, rewards offered); (6) Person-
context interface (e.g., fit, justice, leadership, peer/group 
relations, work-life conflict); (7) External job market (e.g., 
alternatives); (8) Attitudinal withdrawal (e.g., withdrawal 
cognitions); and (9) Employee behaviours (e.g., job search, 
absenteeism, employee performance). Three authors 
(AMF, JG & SM) coded the qualitative content, with dual 
coding and peer checking conducted on 30% of responses 
to enhance credibility.

Results
Sample demographics
The survey was distributed to 1534 AH clinicians and 
garnered a response rate of 42.6% (n = 653). Of those who 
completed the survey, 90% consented to have their data 
included in the publication resulting in a total sample 
of 593 participants (38.7% of the target population). The 
sample was representative of the local allied health popu-
lation within the parameters of profession, grading, and 
program of employment. Refer to Table  1 for response 
rate from individual professions to demonstrate sample 
representation.

Table 1  Demographic characteristics of survey respondents
N (%) participants in survey N (%) of total allied health workforce

Number who completed survey 653
Number consented to data publication 593 (90%)
Profession / Discipline Allied Health Assistants (AHA) 37 (6.2%) 102 (6.66%)

Audiologists 8 (1.3%) 15 (0.98%)
Bio-mechechanists 1 (0.2%) 1 (0.07%
Child life Therapists 5 (8.4%) 9 (0.59%)
Community Development Workers 10 (1.7%) 75 (4.9%)
Art Therapists 1 (0.2%) 3 (0.20%)
Dietitians 55 (9.3%) 123 (8.03%)
Exercise Physiologists 10 (1.7%) 26 (1.70%)
Music Therapists 6 (1.0%) 14 (0.91%)
Neurophysiological Scientists 4 (0.7%) 9 (0.59%)
Occupational Therapists 111 (18.7%) 273 (17.82%)
Physiotherapists 151 (25.5%) 353 (23.04%)
Podiatrists 17 (2.9%) 40 (2.61%)
Social Workers 95 (16%) 322 (21.02%)
Speech Pathologists 52 (8.8%) 120 (7.83%)
Welfare Workers 1 (0.2%) 5 (0.2%)
Other 12 (2.0%)
Not reported 2 (0.4%)

Length of service (years) 0–2 157 (26.5%)
2–5 156 (27.7%)
6–10 106 (17.9%)
11–15 92 (15.5%)
16–20 35 (5.9%)
20+ 38 (6.4%)
Prefer not to say 9 (1.5%)
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Relevant demographic data is presented in Table 1. Six-
teen different professional groups were represented, with 
the largest being physiotherapy (n = 151; 25.5%), occupa-
tional therapy (n = 111; 18.7%) and social work (n = 95; 
16%).

Attraction, retention, and attrition: coding frequency 
counts
Factors related to the attraction, retention, and attrition 
of AHPs were examined. The frequency with which vari-
ables were coded are represented below in Table  2 and 
discussed in the sections below.

Why they come: factors that influence attraction
Questions were asked regarding attraction to roles and 
organisations in general, and in relation to participant’s 
current organisation and role.

Attraction to organisation
Attraction to specific employees or organisations was 
influenced by diverse factors, with a predominance of 
responses pertaining to the domains of organisational 
context and person-context interface.

The nature of the organisation, the domain of organ-
isational context, that provided pull factors for AH 
employees were characterised by a positive climate, 
organisational support, and the rewards offered by an 
organisation. Characteristics of an organisation with a 
“positive workplace culture” included those who were 
“forward thinking and inclusive” or made a “commit-
ment to excellence”. In addition, a “supportive work envi-
ronment” was required. Rewards beyond pay were also 
considered important, including “opportunities to move 
or progress into other roles or positions, clinical super-
vision” and “opportunities for…learning/professional 
development”.

Specific to the health network that respondents were 
employed in at the time of the survey, participants 
reported attraction to both organisational size and organ-
isational prestige. Respondents had been attracted to a 
“large health network with an excellent reputation [and] 
lots of opportunities within allied health”. It was perceived 
as important that the organisation was “well known for 
excellent service delivery” and had “room to explore per-
sonal and career growth across the organisation”.

Perceived or anticipatory person-context interface was 
also frequently reported to be of importance in attract-
ing participants to an organisation. Fit was characterised 
as being predicated on the “ethos of the organisation and 
alignment of core values [with my own]”. Participants 
reported the need for positive peer/group relations, seek-
ing roles in teams composed of “team members who are 
team players and have a positive working atmosphere”. 
Furthermore, “equity within the team” was of value, as 

was a “sense of belonging”. In addition to valuing team 
relationships, “responsive and supportive leadership” was 
deemed attractive, with some specifying a desire for lead-
ership “that understands the tensions between career and 
family”. This speaks to the desire to avoid work-life con-
flict through organisations that actively support “work/
life balance”, which may be facilitated by practicalities 
such as “proximity to home”.

Attraction to role
Attraction to an organisation was conditional on attrac-
tion to a specific role, or aspects of the job. Respondents 
described a desire to find a role that was “interesting”. 
From a clinical perspective, people were attracted to roles 
that included “rotating programs” that provided “expo-
sure to different clinical settings”. Conversely, the “ability 
to specialise” was seen as valuable by others. The non-
clinical element of a job was also considered important, 
with the provision of “opportunities for service devel-
opment and quality” and “innovation [and] research 
opportunities”.

Specific roles were also selected and deemed attrac-
tive based on individual attributes, internal motivation 
in particular. Internal motivation may be values-driven, 
such as a role that “allows me to follow my passions” or 
provide an “ability to improve a person’s quality of life”. 
Motivation may also be career related, such as a role 
being “aligned to my career goals” or a readiness to 
“take on new challenges” and “use my skills in a different 
setting”.

Examinations of why people are attracted to particular 
roles and organisations help to inform recruitment strat-
egy, examination of how to retain AH clinicians within 
roles and organisations is also essential to better under-
stand voluntary turnover.

Why they stay: factors that influence retention
Respondents who had been working within the health 
network for a period of more than six years were asked to 
describe the main reasons they continued to work for the 
health network. There was evidence of significant overlap 
between variables associated with attraction and those 
associated with retention. Table  2 provides an overview 
of the frequency with which participant quotations were 
coded to individual variables. Variables identified in their 
responses were predominantly related to the organisa-
tional context and the person-context interface.

The variable most frequently reported was peer/group 
relations, a variable that sits within the person-context 
interface domain. This variable speaks to the profession-
als’ interpersonal experiences with coworkers, includ-
ing feelings of support, cohesion, or social integration. 
Some expressed the main reason that they remain within 
the organisation as being relational. For example, “I 



Page 7 of 16Foster et al. BMC Health Services Research          (2025) 25:767 

Domain Variable Frequency counts

Attraction Retention Attrition

To employers/ 
organisations

To AH positions 
(general)

To MH To current role

Individual 
attributes

Abilities and skills 0 17 3 53 0 10
Age 0 0 1 2 0 2
Agreeableness 0 0 0 0 0 1
Children 0 0 0 1 0 1
Conscientiousness 0 1 0 0 0 0
Education 0 4 0 5 0 4
Emotional stability 0 0 0 0 0 0
Ethnicity / race 0 0 0 0 0 0
Extraversion 0 0 0 1 0 0
Internal motivation 0 24 3 196 1 42
Locus of control 0 0 0 10 1 4
Marital status 0 0 0 0 0 1
Openness to experience 0 4 1 38 6 0
Sex 0 0 0 0 0 0
Tenure 0 0 0 0 0 3

Aspects of the 
job

Instrumental communication 35 3 2 1 2 12
Job characteristics 162 326 201 186 88 67
Job security 28 22 33 35 37 29
Participation 3 36 5 37 7 20
Pay 50 25 14 8 18 13
Role ambiguity 3 1 1 0 1 4
Role conflict 2 3 0 0 0 2
Routinisation 12 17 2 39 3 9
Task complexity 12 25 6 42 5 9
Workload 15 30 14 18 4 37

Traditional job 
attitudes

Job involvement 5 1 0 5 7 1
Job satisfaction 16 30 22 29 71 9
Organisational commitment 3 2 0 0 6 0
Other commitment 4 15 0 16 3 1
Other satisfaction 3 3 0 2 16 0

Newer 
personal 
conditions

Coping 0 0 0 0 0 1
Engagement 0 0 0 1 0 3
Stress/exhaustion 2 0 0 3 0 44

Organisational 
content

Centralisation 14 7 0 2 0 8
Climate 234 51 56 14 20 31
Organisational prestige 81 7 89 20 7 1
Organisational size 17 4 119 9 11 53
Organisational support 162 44 19 20 21 53
Reward contingency 5 3 0 0 0 4
Rewards offered 246 220 200 163 130 72

Person- 
context 
interface

Fit 81 76 86 39 10 2
Influence 23 15 0 3 1 2
Job embeddedness 13 1 0 0 0 0
Justice 41 4 1 5 0 10
Leadership 114 59 13 43 23 41
Met expectations 0 0 11 0 0 5
Peer/group relations 176 162 63 112 140 22
Psychological contract breach 7 0 0 0 0 28
Work-life conflict 176 82 148 68 61 54

Table 2  Coding frequency counts table: attraction, retention, and attrition
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really enjoy the dietetics team I work with. I feel valued 
as a member of this team”. Others described “exceptional 
teams [with a] passion for allied health excellence and 
patient-centred care”.

An additional factor identified within this domain was 
work-life conflict, with respondents more likely to remain 
when this conflict is reduced. Work-life balance or inte-
gration was enhanced for participants who worked “close 
to home” or felt they “don’t have to think about work 
after hours” and experienced “flexible work life balance”. 
Leadership and fit were also person-context interface 
variables perceived to reduce the likelihood of voluntary 
employee turnover. “Great leadership and support” were 
characterised by individuals being “encouraged and sup-
ported to progress their career” or “support…to explore 
different avenues and challenges”. Furthermore, fit was 
identified when “my core values align with [those of the 
organisation]”.

Another frequently reported variable was rewards 
offered, within the domain of organisational context. A 
variety of rewards were identified by respondents. Par-
ticipants benefited from the “learning opportunities that 
are available through rotational positions”. Furthermore, 
they valued opportunities for growth within the organ-
isation, including “opportunities to advance into Grade 2 
positions”, and “opportunities to move into different roles, 
either through secondments or permanently”. In addition 
to career growth opportunities, support for ongoing pro-
fessional development and formal learning were valued, 
such as “leave support to allow for post-graduate studies”.

Other variables cited within the organisational context 
included the organisational support. This was character-
ised by “looking after each other and checking in” and feel-
ings of being “trusted, valued and respected”. Conversely, 
not experiencing organisational support can result in a 
“determination to succeed against organisational resis-
tance”. Climate was also regularly commented on, with 
respondents suggesting they remained within the health 

network “because it feels like my community”, reporting 
that “allied health has a strong and supportive culture 
across [the organisation]”.

In addition, job characteristics and job security (within 
the aspects of the job domain), and job satisfaction (within 
the traditional job attitudes domain) were frequently 
reported to influence the decision to continue employ-
ment. Job characteristics reported to enhance retention 
included when the work was characterised by “a variety 
of interesting clinical work” and work that “evolves and 
keeps me interested”. Job security was attained through 
stability and permanency of employment. Those report-
ing remaining at work due to job satisfaction described 
an enjoyment of their work through statements such as, 
“I really love the work I do” and “love the work, love my 
job”.

Why they leave: factors that influence attrition
In addition to examining the factors influencing why 
people have stayed at the organisation for more than 
six years, analysis was undertaken to better understand 
planned voluntary employee turnover.

Rates of intention to leave
The number of participants who responded to the inten-
tion to leave question was n = 564; 35% of these respon-
dents agreed that they intended to leave their current 
role within six months. Those who expressed an inten-
tion to leave were asked to provide their reasons for 
wanting to leave, with respondents able to select more 
than one response. The intention to leave was predomi-
nately to seek a new clinical or non-clinical role within 
our health network or within another public health set-
ting. A smaller group of staff were looking at opportuni-
ties outside of public health all together (refer to Table 3 
for details).

Of those respondents expressing an intention to leave 
their current role 45% (n = 67) were mid-level clinicians 

Domain Variable Frequency counts

Attraction Retention Attrition

To employers/ 
organisations

To AH positions 
(general)

To MH To current role

External job 
market

Alternatives 6 1 8 15 6 2

Attitudinal 
withdrawal

Withdrawal cognitions 0 0 0 0 1 0

Employee 
behaviours

Selection process performance 0 0 0 0 0 0
Job search 0 0 1 0 0 0
Absenteeism 0 0 0 0 0 0
Lateness 0 0 0 0 0 0
Employee performance 0 0 0 0 0 0
Organisational citizenship 
behaviours

0 0 0 0 0 0

Table 2  (continued) 
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who, in addition to carrying a clinical caseload within the 
scope of practice for their profession, undertake addi-
tional duties including supervising and training students 
and supervising junior staff. These employees were pri-
marily located in hospital-based and community ser-
vices. An additional 20% (n = 30) who intended to leave 
were senior clinical employees with high levels of special-
ist knowledge.

Qualitative analysis: variables impacting of intention to 
leave
Participants who indicated an intention to leave their role 
in the next six months were asked to explain why they 
were looking for a change in role. Analysis demonstrated 
a greater breadth of responses across domains and vari-
ables when compared to questions pertaining to attrac-
tion and retention (as demonstrated in Table 2).

Variables in the domains of aspects of the job, organisa-
tional context and person-context interface domains were 
frequently identified.

Aspects of the job described by participants as influ-
encing their intention to leave are discussed. Specific 
job characteristics, or a lack thereof, were described by 
those seeking new opportunities. For many, the lack of 
alignment between their current role and their desired 
clinical caseload or patient population resulted in their 
desire to move on: “I want to move into a role…[to] work 
with the caseload I want to work with long term”. Oth-
ers were seeking roles in which they could undertake 
specific duties, such as being able to “train and educate 
students” or “seeking opportunities to do clinical research 
[which] is not feasible in [my] current clinical role”. Oth-
ers identified a desire to move out of clinical roles com-
pletely: “The only thing that I would consider leaving for 
is a non-clinical role”. Others spoke to the lack of job 
security in roles where permanency was not offered or 
guaranteed, with some motivated by “uncertainty about 
having my role become permanent” to look elsewhere: 
“I’m not necessarily looking to leave my current role; how-
ever my current secondment is not permanent. I would 

leave for permanency”. It was perceived by respondents 
that staff vacancies were resulting in increased workload, 
a maligned aspect of the job. Participants described that 
they felt they “need a change [due to] burnout from high 
direct clinical workloads”.

The organisational context in which participants were 
working also impacted their intention to leave. Where 
there was a perception of insufficient rewards offered, 
such as “limited career progression” in niche areas of 
practice, a lack of “support [for] learning and staff devel-
opment” or access to options like leave without pay, peo-
ple were likely to seek alternative work roles. Negative 
organisational context was also impacted by the climate 
at a team level, with individuals expressing concerns 
when the “culture in [the] team is suffering”. The emo-
tional impact may be that individuals are “not happy in 
the current environment”. Where a sense of organisa-
tional support was not experienced, individuals reported 
the creation of “an unhappy environment”, leaving some 
to question “Who is looking out for our health in this 
health-care system?”.

The person-context interface restricted people’s will-
ingness to remain in a role when leadership did not meet 
their needs or work-life conflict was present. “Unsupport-
ive” leadership “creat[ed] an unhappy environment”. This 
was characterised by leaders who had “unrealistic expec-
tations” or “undermin[ed] clinicians”, where there was a 
perceived lack of engagement with clinical employees, or 
when leadership had become “more about numbers”.

Participants provided examples of work-life conflict 
arising when “the role has become more challenging”, “it 
is too far for me to travel”, or they were “looking for more 
flexibility in [their] job role”. The degree of flexibility in 
public health was negatively contrasted with “[National 
Disability Insurance Scheme] and private [practice] flex-
ibility”. Caring responsibilities were also considered in 
relation to work-life balance, with one participant report-
ing that “whilst allied health [is] reasonably flexible, it is 
nice to have [the] ability to adjust hours at times. [This is] 
especially important when looking to start a family”.

Table 3  Intention to leave current role in the next 6 months: reasons provided (n = 197)
Category Specific rationale Frequency of response*

Internal movement Different role (clinical or non-clinical) within team 50
Clinical role in another department / team 68
Non-clinical role in another department / team 53

Alternate public health service Clinical role with another public health provider 91
Non-clinical role with another public health provider 47

External to public health Clinical role outside of public health sector 43
Non-clinical role outside of public health sector 40
Leaving current profession permanently 22
Establish my own private practice within current profession 34
Establish my own private business (not current profession) 5

*Respondents were able to choose more than one answer
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In contrast to positive peer relationships attracting 
individuals to the organisation, when peer/group rela-
tions were unsatisfactory or frayed it increased the like-
lihood individuals would consider leaving their current 
role. Such peer relationships may be characterised by 
teams with “poor cohesion and motivation amongst col-
leagues”, an “unsupportive team environment”, or “insuf-
ficient communication [and] cooperation”. Where people 
experienced negative “politics in my department”, some 
reported experiencing “low morale in [the] team”.

When participants believed their employer had not met 
the obligations of the employment relationship, or there 
had been a psychological contract breach, they defined 
this as a reason they were considering leaving their cur-
rent role. While the frequency of those reporting psycho-
logical contract breach was comparatively low, examples 
of the perception of “not feeling safe in the workplace” or 
experiencing “limited listening [to] or input [from] the 
people working clinically” speak to its importance.

Additional domains and variables not identified or 
identified with lesser frequency in relation to attraction 
and retention were identified when discussing risk of 
attrition. These included variables in the domains of indi-
vidual attributes and newer personal conditions.

Internal attributes included internal motivation for a 
change in work role, and opportunities to utilise abilities 
and skills optimally. Internal motivations expressed by 
our participants included when respondents were feel-
ing “stale [in my] current job” and were seeking “a change 
[that] might reinvigorate [me]”. Internal motivations may 
also be “to explore other experience[s]”, or a desire to find 
a specific role in which “the work that aligns more with 
my values and practice”. Individuals were also inspired to 
move to another role if they “[felt] that I have the skills 
required for the next level of my current role”, or if they 
were “looking for opportunities to further develop my…
knowledge” in particular areas of practice.

A driver from within the newer personal conditions 
domain was stress/exhaustion experienced by partici-
pants. Significant variation in the degree of stress and 
exhaustion reported as a motivator to seek alternative 
employment was observed. From seeking opportunities 
to “have a proper break from healthcare” with a view to 
rejoin the organisation later, through to descriptions of a 
“clinical role [that] is too exhausting” or “high stress levels 
due to insufficient staffing”. One described that they were 
“working way too hard, feeling exhausted…maybe even 
shattered”. At the extreme end, burnout was reported by 
a number of respondents.

Quantitative analysis: predictors of intention to leave
Univariate logistic regression was undertaken to identify 
the impact of individual factors on respondents’ inten-
tion to leave their current role. The factors found to 

predict an intention to leave during this moment in time 
within the COVID-19 pandemic were; (a) I feel valued 
and respected by others in my profession; (b) My role 
does not give me with the ability to work in my preferred 
clinical area; (c) I am not recognised and rewarded for my 
work by the manager of my team; and (d) My manager 
provides support for me to attend professional develop-
ment. Findings from the univariate logistic regression are 
presented in Table 4.

A multiple logistic regression was run to predict the 
intention to leave their current role from the independent 
variables. Following backward elimination, the variables 
associated with intending to leave were (a) not feeling a 
sense of satisfaction with the role, (b) not being recog-
nised and rewarded by the team manager, (c) not working 
in the preferred clinical area, and (d) feeling burned out 
by the job (see Table 4).

The impact of COVID-19 on retention and attrition
All participants were asked how has the COVID-19 pan-
demic influenced your job seeking behaviours? Open 
text fields were analysed using the previously identified 
domains to further understand the variables affecting the 
employee’s job seeking (refer to Table 5).

Exploration of the impact of the COVID-19 pandemic 
on participants’ relationship with their work yielded 
responses coded to variables in domains not previously 
identified (i.e., individual attributes, newer personal con-
text, external job market and attitudinal withdrawal). 
In addition, in response to this question there was also 
alignment with domains identified when examining attri-
tion, including aspects of the job, organisation context, 
and person-context interface.

Individual attributes were described as influencing job 
seeking behaviours during COVID-19. Openness to expe-
rience, and to a lesser extent, internal motivation were 
described by those looking for new opportunities as a 
result of their COVID-19 experiences. Openness to expe-
rience was described in both the positive and the nega-
tive. The spectrum of responses ranged from expressions 
of increased willingness to look in areas “that I would not 
normally look…[and] seek more diverse job opportunities” 
through to significant hesitancy to make a change due to 
the pandemic (“I feel that the pandemic has led to me feel 
like I just want some stability in my life/job position for 
the time being”).

Hesitancy to leave was identified in participants for 
who prioritised job security. Conversely, those experi-
encing work-life conflict identified the need to “review 
what might be best for me and my family” in the context 
of there being “more jobs available, [meaning] I am able 
to negotiate what works personally for me”. Alternative 
opportunities sought included roles with increased work-
place flexibility, such as the ability to work from home 
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and flexible hours. The search for alternate employment 
was associated with increased frequency of responses 
coded under the domains of external job market and atti-
tudinal withdrawal.

Participants also spoke to the significant impact the 
service changes implemented in response to the pan-
demic has on aspects of the job. For some, the role they 
undertook during the pandemic was so far removed from 

their chosen job role, with one participant describing that 
the response to the pandemic “changed everything. Every. 
Single. Thing”. The organisational support provided in 
the context of this change was also of importance. Par-
ticipants reported that the response to the pandemic 
provided them a “perspective of what is a priority for the 
organisation”, and the importance of ensuring “AH is…as 
valued as they could be in the organisation”.

Discussion
The present study used survey methods to collect quali-
tative and quantitative data pertaining to the attraction, 
retention, and attrition of allied health employees in a 
large metropolitan health service during the third year of 
the COVID-19 global pandemic. The research identified 
that a high proportion of participants (35%) intended to 
leave their current role within 6 months. In addition, the 
results provide detailed insights into the factors shaping 
the allied health workforce locally. Variables significantly 
correlated with intention to leave were identified as: feel-
ing a sense of satisfaction with their role; not being rec-
ognised and rewarded by the team manager; not working 
in the preferred clinical area; and, feeling burned out by 
the job. Qualitative findings extend these findings and 
identify the centrality of aspects of the job (job charac-
teristics), the organisational context (rewards offered; 
climate; organisational support) and person-context 
interface (peer/group relations; work-life conflict) on 
attraction, retention, and attrition in AH roles. A diverse 
range of responses to COVID-19 and job seeking behav-
iours were experienced by our participants, with polar-
ised responses observed, ranging from openness for any 
opportunities, to hesitancy to leave for job security.

These findings build on previous allied health work-
force research, which has predominantly been focused on 
the remote and regional workforce [33]. While the factors 
identified in the existing literature base have been dem-
onstrated by this research to have relevance in the metro-
politan setting, the value of applying a broader model has 
also been established. The use of such a model has been 
demonstrated in a recent rapid review of the AH attrition 
literature [44]. The use of Rubenstein’s model [34] in our 
study facilitated the identification of diverse drivers of 
attraction, retention and attrition that may not have been 
identified without the broader perspective brought about 
by a trans-sector model. It extends previous work explor-
ing factors that affect intention to leave of allied health 
clinicians in Australia [45] by examining factors beyond 
job satisfaction and exploring the research question in a 
large sample size.

When asked if they intended to leave their current 
role, 35% of participants responded, Yes. These findings 
are consistent with decade-old intention to leave find-
ings for allied health in a similar Australian metropolitan 

Table 5  Coding frequency table: impact of the pandemic 
response of retention and attrition
Domain Variable Coding 

frequency
Individual 
attributes

Abilities and skills 7
Education 1
Internal motivation 18
Openness to experience 34
Tenure 2

Aspects of the job Instrumental communication 3
Job characteristics 116
Job security 62
Participation 14
Pay 14
Role ambiguity 2
Role conflict 3
Routinisation 7
Task complexity 3
Workload 30

Traditional job 
attitudes

Job involvement 4
Job satisfaction 26
Organisational commitment 9
Other commitment 14

Newer personal 
conditions

Coping 1
Engagement 3
Stress/exhaustion 45

Organisational 
content

Centralisation 2
Climate 19
Organisational prestige 2
Organisational size 2
Organisational support 40
Rewards offered 21

Person-context 
interface

Fit 5
Influence 4
Job embeddedness 3
Justice 10
Leadership 19
Met expectations 3
Peer/group relations 17
Psychological contract breach 6
Work-life conflict 103

External job 
market

Alternatives 70

Attitudinal 
withdrawal

Withdrawal cognitions 56

Employee 
behaviours

Job search 3
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setting [45] but exceed global averages prior to the pan-
demic [46]. A more recent review of allied health attri-
tion intention rates more broadly, across professional 
groups, countries and contexts, ranged from 7.6 to 74.1% 
[47]. Variability in intention to leave rates may be attrib-
utable to contextual variation, including differences in 
professional roles, geographic contexts, workplace envi-
ronments and measurement approaches. Differing defini-
tions of ‘intention to leave’ may also contribute.

It is important to note that within our study, intention 
to leave rate includes both those planning to leave the 
organisation and those employees staff looking for role 
change within the organisation. This may account for the 
diversity of variables associated with intention to leave, as 
those seeking internal movement or career progression 
are distinct from those seeking to leave the organisation 
or the profession. The findings of those seeking career 
progression help us support responsive local professional 
development and career pathways to retain allied health 
professionals.

By examining the responses of AH employees who have 
remained in the organisation for more than six years, we 
are provided with insight into what factors influence the 
experiences of ‘long-stayers’. A recent synthesis of the 
research relating to rural AH workforces has concluded 
that at present, there is no clear model for predicting the 
retention of AH professionals [48]. In the context of this 
research, variables identified were predominantly related 
to the organisational context and the person-context 
interface. Understanding the positive influences on reten-
tion can inform a strengths-based approach to workforce 
strategy development, allowing for the promotion and 
communication of attractive organisational characteris-
tics and maintenance of valued programs.

Results of this study highlight the importance of the 
relational elements of work, including leadership and 
peer relationships, in shaping attraction, retention, and 
attrition. Given the known impact pandemic responses 
have on the peer relationships of healthcare workers [49] 
and leadership styles [50], a contextual interpretation of 
these findings is essential. Investment in initiatives to 
enhance leadership capability and programs which sup-
port strong team functioning and peer relations, such as 
the Institute for Healthcare Improvement’s Framework 
for Improving Joy in Work [51], may be of value. Impor-
tantly, strong leadership [52] and peer relationships [53] 
are also known to reduce stress and burnout.

One factor described by participants as impacting the 
intention to leave was feeling burned out. It is essen-
tial that these findings are interpreted in the context of 
the rapid and unprecedented change in service delivery 
and models of care brought about by the response to 
the COVID-19 pandemic. A large 2020 study of almost 
21,000 US healthcare workers found burnout rates of 49% 

[54]. Health professionals have been described as suscep-
tible to burnout if they are committed and dedicated and 
it is seen as consisting of three major dimensions: emo-
tional exhaustion, depersonalisation and cynicism, and a 
decreased sense of personal accomplishment [55]. Tavella 
et al. [56] added the dimensions of cognitive impairment 
and compromised work performance, potentially exac-
erbating workforce shortages. Redeployment may have 
increased the likelihood of burnout in those impacted 
as a lack of social support and feeling of belonging has 
been associated with burnout [55]. Some authors would 
argue that symptoms that have previously been labelled 
burnout in health professionals are instead experiences 
of stress from working in an uncongenial workplace [57]. 
Given this study uses data from prior to the pandemic, it 
is possible that these two factors have compounded.

The pandemic impacted the way care was delivered, 
with the temporary cessation of some programs and the 
redeployment of some allied health employees to roles 
such as vaccination, testing, COVID-19 community sup-
port programs, and contact tracing. A survey of health-
care staff redeployed to a rural Victorian contact tracing 
team found that although some staff experienced a sense 
of personal growth during the experience, team mem-
bers also described a need to adapt to constant change 
that took a personal toll on them [16]. Similarly, Coto 
[13] surveyed allied health professionals across the U.S. 
and most respondents either agreed (48.7%) or strongly 
agreed (37.5%) with the statement that they felt stressed 
due to the changes in clinical activity due to the pan-
demic. These findings are also reflected in the findings of 
this research.

The majority of allied health professionals in Austra-
lia are women [12]. Therefore, the gendered impact of 
COVID-19 and its response must also be considered. A 
2020 survey of healthcare workers in which 67% were 
women found that stress over childcare was a contributor 
to workplace stress and burnout during COVID-19 [58]. 
A scoping review on the impact of COVID-19 and other 
crises on healthcare workers found that women were dis-
proportionately negatively impacted, with higher work-
loads, increased caregiving responsibilities and higher 
rates of mental ill-health [59]. This may account for the 
desire to seek work roles that enhance work-life integra-
tion, as reported by our participants.

Healthcare workers have been found to downplay their 
distress and show reluctance to seek help when experi-
encing work mental health symptoms during the pan-
demic [60]. It is important that healthcare managers 
actively identify and respond to the signs of burnout, 
offering employees assistance such as Employee Assis-
tance Programs [61].

The AH workforce is often marginalised in medically 
modelled hospital and healthcare environments which 
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centre the needs of the medical and nursing work-
forces. From a human resource management and work-
force perspective, AH professions are comparatively 
under-researched in healthcare [62]. The findings of this 
research add to the sparse literature base and provide the 
opportunity for like health services to introduce local 
policies and practices that can enhance the retention and 
career trajectory of their AH employees.

The insights provided by these findings may also be 
used to inform policy level interventions to strengthen 
the allied health workforce in the public health sector. 
Future policy must recognise the impact of recent reform 
in the health, aged care and disability sectors on the AH 
workforce [63], and the necessity of the AH workforce 
in achieving health policy objectives. The AH workforce 
can help support important and necessary health reforms 
[64], yet the issues relevant to AH are not always well 
represented when making recommendations for these 
changes [65]. As such, initiatives must consider how to 
address the factors identified in this study as contribut-
ing to the experience of burnout and intention to leave, 
while strengthening those factors that contribute to AH 
retention, such as leadership capabilities, workload and 
clinical care provision. Results of this study should be 
considered alongside the soon to be released National 
Health Workforce Strategy [66].

Limitations
In interpreting these findings, it is important to note 
group data is presented. While this will support the 
design of local high-level workforce interventions, varia-
tion between professions and teams must be considered, 
as must the diverse employee profile and needs. The 
findings of this research will have value for allied health 
employers as they emerge from the pandemic. Partici-
pants in this study were employees of a single metro-
politan tertiary health network in Melbourne, Australia. 
While a large and diverse representative sample was 
achieved, the strong contextual influence on the findings 
must be considered in interpreting and applying the find-
ings to other groups. Particularly, these findings may be 
of value to other similar metropolitan health services.

This theory-informed understanding of the drivers 
of attraction, retention and attrition provides a mea-
sure upon which evidence-based workforce policy and 
intervention strategies can be designed. The lack of pre-
pandemic baseline measures mean comparative data is 
not available. Rather, these findings provide a snapshot 
in time. As such, it is unclear the degree to which these 
findings have been influenced by COVID-19. Further-
more, it can support priority setting and allow for the 
impact workforce strategy implementation to be mea-
sured. Repeated measures in the future will be useful in 
measuring change over time; however, it will be difficult 

to disentangle whether observed changes are a result of 
the distance from the pandemic and/or the implementa-
tion of policy and strategy interventions.

Finally, the researcher team were allied health employ-
ees of the health network under investigation at the time 
of the research. The impact of being insider research-
ers is minimised by the implementation of strategies to 
enhance rigour. Rigour in the quantitative and qualitative 
analysis mitigated the risk of bias by applying systematic 
methodologies, such as reflexivity, peer debriefing, and 
member checking, to ensure findings are not shaped by 
personal biases or prior assumptions. These practices 
enhance the trustworthiness and validity of the research 
despite the researchers’ close connection to the study 
context.

Conclusions
Attracting and retaining allied health clinicians is cru-
cial for ensuring the continued delivery of high-quality 
healthcare services, and the improved health and wellbe-
ing of our community. Addressing the factors associated 
with AH attraction, retention and attrition through tai-
lored workforce strategic plans and evidence-informed 
policy responses will ensure a stable and skilled allied 
health workforce.

Strategically addressing the challenges faced by allied 
health employees in metropolitan settings, including 
those posed by the pandemic, will be critical for ensur-
ing a resilient and effective workforce that is equipped to 
meet the needs of individuals and communities.
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