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This submission has been written on the lands of the Wurundjeri people of the Kulin Nations. 
The Health Services Union wishes to acknowledge them as the Traditional Owners and 
Custodians of the land and pay respects to their Elders past and present. Their sovereignty has 
never been ceded. Noon Gudgin, Thank You.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

For questions regarding this submission, please contact: 

Luke Hiscox  

National Research and Policy Officer 

Health Services Union 

e: lukeh@hsu.net.au 

m: 0419704612 
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About the HSU 

The Health Services Union (HSU) is one of Australia’s fastest growing unions with over 100,000 
members working in the health and community services sector across the country. 

The HSU is the union for allied health professionals in Australia.  

We represent allied health in Australia across all states and territories, with members across 
the entire breadth of the allied health professions. Importantly, HSU has occupational coverage 
across the different sectors that engage allied health, including health care, aged care and 
disability.  

HSU members are also disability support workers, aged care workers, nurses, technicians, 
assistants, clerical and administrative staff, managers and other support staff. Our members 
work in hospitals, aged care, disability services, community health, mental health, alcohol and 
other drugs services, and private practices.  

You can find us at hsu.net.au 

This submission is in response to the Draft National Allied Health Workforce Strategy. In 
addition to submitting this document we have answered the consultation survey.  

  

https://hsu.net.au/
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Recommendations  

1. Priority Three “Build a sustainable allied health workforce” should be Priority One.  
 

2. Case examples should be used in the Strategy.  
 

3. There should be an open dialogue between all stakeholders to guide redrafting of the 
Strategy. 
 

4. As a key stakeholder, the HSU should be part of the Strategy’s implementation plan, 
including any working groups. 
 

5. Allied health should be defined as all health professionals that are not medical, dental 
or nursing, along with a non-exhaustive list of professions that are definitely included. 
 

6. The Strategy should be directed to look at allied health assistants, including considering 
the roles and pathways of the assistant and technical roles that support the various 
professions. 
 

7. The Strategy should be aligned with other workforce strategies, both federal and state, 
where possible.  
 

8. Consistent data across all allied health professions needs to be captured.  
 

9. An economic and societal assessment of the value of allied health to the Australian 
health system should be undertaken promptly. 
 

10. Sector-specific data analysis, including primary care, hospital and community care and 
mental health, in both public and private settings, and aged care and disability, should 
be undertaken. 
 

11. Data points and trend analysis on the following is required:   
a. remote work, 
b. safe and sustainable workloads,  
c. demographic changes causing increased frailty and increased client needs,  
d. the impacts of AI and other technologies. 

 
12. The Strategy should determine a nationally consistent approach to planning across 

states and territories, including outlining a minimum level of provision of allied health 
services.  

13. Evaluation of allied health interventions should take an outcomes-based approach, 
establish an initial benchmark, and look at the effectiveness of the treatment in 
improving lives. 
 

14. Funded workforce retention measures, such as scholarships, relocation allowances, 
sign-on bonuses, funding for improved staffing profiles, supervisory and entry positions, 
under potential “workforce solutions” on page 20 should be explicitly named. 
 

15. The paid placements initiative should be expanded to cover allied health students. 
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16. Student debt relief programs should be expanded to cover allied health. 
 

17. Further investigation is required into the following areas, in dialogue with all relevant 
stakeholders: 

a. The length of allied health courses 
b. The amount of placement hours 
c. Supervision, training and support for allied health students 
d. The role of universities  
e. The appropriate role of VET, whilst not encouraging replacement of work more 

appropriately done by allied health professionals. 
 

18. The place and role of vocationally trained allied health roles, such as allied health 
assistants, and their link to professionals, is relevant to this Strategy and should be 
examined further. 
 

19. The Strategy should recommend increased capability in international qualification 
recognition. 
 

20. Advanced clinical roles should be systematically supported, including supervision, 
mentoring, education and leadership roles. 
 

21. Allied health professionals should be supported to work to their full scope of practice.  
 

22. Scope of practice changes are necessary to remove referral restrictions, and allow 
allied health professionals to perform interventions they are trained to perform. 
 

23. An increased scope of practice for allied health professionals should be supported by 
research of safe and sustainable workloads/caseloads. 
 

24. The scope of allied health professionals, including specialist or generalist, should be 
outlined accurately, and professionals should not be misplaced. 
 

25. The low wage high skill level dynamic in allied health needs to be explored more in this 
strategy, including: 

a. award wages, 
b. funding for wages, 
c. wage differentials between professions and states, 
d. remuneration structures that encourage career development and retention. 

 
26. Allied health should receive the same support as other health professions and have 

direct access to health funding streams. 
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Introduction 

The HSU supports the development of a strong National Allied Health Workforce Strategy. 

We consider the absence of a guiding Strategy to support policy making at all levels of 
government to be a significant contributor to current and forecasted allied health workforce 
shortages.  

Workforce shortages in allied health not only negatively impact quality patient care but also 
lead to significant workload pressures and higher healthcare costs. The allied health workforce: 

• Performs distinct specialist roles from intake to discharge, from the public hospital 
system to the home, which no one else fulfils in the same manner.  

• Is the conduit workforce for reforms, across sectors, designed to keep people out of 
hospitals and with shorter stays. This primary focus should be emphasised, to increase 
the impact of allied health in the wider system.  

For these reasons, the HSU is ambitious for this strategy, and expect it to be robust, with high 
standards and expectations. Otherwise, we fear it will not address the real problems of the 
workforce in the sector.  

The HSU looks forward to continuing to be involved in discussions about the National Allied 
Health Workforce Strategy.  

Process, drafting and implementation of the strategy  

In the process of creating a workforce strategy, direct consultation with the workforce is 
required. The lack of this in the creation of this Strategy thus far has been a significant shortfall 
and this has been reflected in content of the document. The method of convening a single and 
large (mostly online) industry group to consider feedback wasn’t effective. 

The HSU advocates that Priority Three be brought forward in prominence and placed first. Solid 
and practical workforce initiatives will be required to give real effect to this Strategy. Their 
importance would be emphasised by being placed first.  

The HSU advocates for the use of case examples in the Strategy, to explain the issues and 
recommendations it is making. The Strategy will be used by workers, managers and providers, 
and practical examples will be useful in bringing it to life.  

In the process of redrafting after the consultation feedback, the HSU proposes meeting with all 
stakeholders, including unions, professional groups, providers and state Chief Allied health 
Officers. An open dialogue to reach understanding between actors in the system is invaluable 
for all concerned and would guide the redrafting.  

Implementation of this Strategy will be critical to its success to drive reform and build a 
sustainable workforce. The HSU calls for union involvement at every step of the 
implementation of the Strategy, through oversight and involvement in working groups. Because 
the HSU represents the workforce, we will have direct feedback as to whether it is working 
effectively.  
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A significant weakness of the Strategy is that there is no definition of allied health. Workers 
need to pick up this document and see if they are included. Allied health covers a wide range of 
professions, skills, backgrounds and practices including registered and unregistered (self-
regulated) and unregulated professions. The HSU submits that allied health should be 
considered an umbrella term to describe all health professionals that are not medical, dental or 
nursing, along with a non-exhaustive list of professions that are definitely included. 

The HSU notes that whilst the Strategy was directed not to look at allied health assistants, it is 
incomplete without considering the vocationally trained workforce that works closely with 
professionals. The total workforce should be considered in this Strategy for it to be useful in 
guiding decisions about the workforce. 

Similarly, other health workforce strategies, including the Scope of Practice Review, and the 
Care and Support Economy Strategy, will need to link into this Strategy and work in tandem. For 
example, the Scope of Practice Review discusses a skills matrix for different professions, whilst 
action 3.3 in this Strategy discusses lateral and vertical progression. How these two would 
interact will need to be considered and aligned.  

Recommendations 

1. Priority Three in the Strategy, “Build a sustainable allied health workforce” should be 
Priority One.  

2. Case examples should be used in the Strategy. 
3. There should be an open dialogue between all stakeholders to guide redrafting of the 

Strategy. 
4. As a key stakeholder, the HSU should be part of the Strategy’s implementation plan, 

including any working groups. 
5. Allied health should be defined as all health professionals that are not medical, dental 

or nursing, along with a non-exhaustive list of professions that are definitely included. 
6. The Strategy should be directed to look at allied health assistants, including considering 

the roles and pathways of the assistant and technical roles that support the various 
professions. 

7. The Strategy should be aligned with other workforce strategies, both federal and state, 
where possible.  
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Part 1: Planning, data and evaluation 

“We weren’t able to show how we would attract billing where medical staff 
could, the data wasn’t available. We could have expanded and been more 

efficient than a medical clinic with admin and nurses. This is replicated 
everywhere – we can’t show our value and how much we could financially 

save. This would let us argue and advocate for services.” 

Nadia, Occupational Therapist, Sydney 

Workforce planning is near impossible, if there is no solid information on what workforce is 
currently present and where, or if there is no modelling on what is needed.  

Yet there is no comprehensive, one-stop-shop system to collect, bring together and report on 
data on the allied health workforce, and considerable confusion currently, particularly around 
self-regulated professions. For example: 

• DOHAC’s Health Workforce Tool provides updated data on Ahpra-regulated 
professions, but further data is difficult to access or kept private. 

• Self-regulating professions, by contrast, have varied data reporting practices with little 
consistency or overarching framework. 

“I work in one of the largest RT departments in NSW. But in my hospital, 
radiation therapists are classified as podiatrists. In my view, if you are not 

counted you are not valued.” 

Courtney, Radiation Therapist, NSW 

Jobs and Skills Australia have improved workforce forecasting through the Jobs and Skills Atlas. 
But much of this data depends on: 

• unreliable predictions based on small sample sizes and 
• OSCA: which fails to capture smaller specialist, distinct but critical professions, such 

as child life therapy, genetic counselling, play therapy and drama therapy. 

Having one framework across the entire sector will prove beneficial in streamlining the system 
and in being able to compare more easily. It is highly important that the Workforce Strategy has 
recommendations to address this insufficiency, in order for it to be a substantive and useful 
document.  

The HSU would be unlikely to support a strategy without a comprehensive data analysis 
recommendation.      

Recommendation 

8. Consistent data across all allied health professions needs to be captured.  
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Data should measure the economic and societal value of allied 
health to Australia 

We know that investment in allied health reduces hospital costs, improves early intervention 
and reablement. But because this is not measured, the economic case for investing in the allied 
health workforce is frequently overlooked. 

We must establish and demonstrate the impact of allied health in public discourse. 

As part of Priority Two, outlining the importance of collecting data and planning of the 
workforce, there needs to be an economic and societal value assessment of allied health to the 
Australian health system and to society.  

Recommendation 

9. An economic and societal assessment of the value of allied health to the Australian 
health system should be undertaken promptly. 

Sector specific data 

The Workforce Strategy must deliver improvements in profession-specific data. However, allied 
health professionals face their own challenges within different parts of the health and social 
assistance industry, often characterised by different employment arrangements and funding 
cycles. 

A narrow analysis of allied health workforce data, which overlooks the different sectors 
professionals work in, would overlook significant trends impacting access to professionals and 
services. 

The HSU believes that: 

• The actions recommended in Priority Two and the current and future state analysis 
should cover a wide range of areas and professions to be useful across allied health.  

• A mature analysis of the services and demand in each sector, and the differing demand 
in each, is required.  

Information in this analysis will be useful for stakeholders in the future and so should be as 
comprehensive as possible.  

The sector analysis must include the health sector across primary care, hospital and 
community care, and mental health, in both public and private settings. Data in these settings 
is not readily available. Western Australia, for example, does not collect basic workforce 
retention or turnover data in public health care.   

The aged care and disability sectors, which are exponentially increasing demand for allied 
health professionals as governments emphasise early intervention supports, should be 
analysed specifically. Allied health professionals are the second biggest occupational group in 
the care and support economy. For example, the changes in pricing and funding in aged care 
and the NDIS has seen movement from the public and private acute allied health areas into 
aged care and disability.  
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There should be alignment across the wider allied health workforce, and engagement with 
these two important and rapidly changing areas. 

Recommendation 

10. Sector-specific data analysis, including primary care, hospital and community care and 
mental health, in both public and private settings, and aged care and disability, should 
be undertaken. 

Missing data points 

Remote work is not captured in the current data, as place of residence is not recorded. There is 
an example of a pharmacist in Perth who works for Canberra Hospital, which would not show 
up in the data. The data doesn’t capture where people reside, which has obvious implications 
for allocation and planning of workforce, particularly in rural and regional areas.  

There is little to no research into safe and sustainable workloads and/or caseloads preventing 
the development of real workforce attraction and retention measures. Given the high rates of 
burnout in the allied health sector, especially those working in public health, investing in 
academic research to establish safe and sustainable benchmarks that consider clinical 
complexity, and the environment should be a priority. It is important to be able to demonstrate 
to employers with data what is reasonable for workers to do, and emphasise the need for 
workplace reform or recruitment.  

Specifically, whilst the focus on the increased number of older people is welcome, considering 
the increased complexity and frailty of older people as they live longer, is equally important. 
This increased frailty is leading to higher and more complex care needs, with implications for 
the types of allied health provision required.  

Data on allied health students, courses, enrolments, attritions and graduations needs to be 
made publicly available. Ahpra keeps the number of students on the student register 
confidential and universities collect their own data, meaning there is no systematic way of 
knowing how many students are actually getting turned out through the system.  

The increasing health burden with decreasing vaccination rates, ongoing Long Covid effects, 
the threat of further, record flu seasons, and the subsequent impact on the health workforce 
should be integrated into future planning.  

Other trends analysed should include the impact of changing technology such as AI. The 
impact of digital and telehealth on the workforce is already happening, and there needs to be 
development of a plan on how to use these emerging technologies in a way that enhances care 
delivery and does not replace allied health professionals. 

CASE STUDY - Jonathon, Pharmacist, WA 

Jonathan comments that we need to know how many people are needed and what the barriers are 
to both keeping and recruiting people. For example, while people leave the profession most typically 
from the age of 40 onwards, the data does not capture this through exit surveys or similar, meaning 
there is not enough information to inform retention strategies. 
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Recommendation 

11. Data points and trend analysis on the following is required:   
• remote work, 
• safe and sustainable workloads,  
• demographic changes causing increased frailty and increased client needs,  
• allied health students, courses, enrolments, attritions and graduations 
• the increasing health burden and impact on the workforce 
• the impacts of AI and other technologies. 

State/National planning  

Differences across the states and territories need to be accounted for in a national strategy, 
taking into account the different types of provision in each state. This should include principles 
for a national minimum level of consistency.  

Inequities in wages and conditions can lead to retention issues for some states and 
maldistribution in favour of others. The strategy should address the reasons why some state 
and territory systems are falling behind. 

Stakeholders, including state governments, should be able to clearly identify from the Strategy 
what they need to be doing. This section could be strengthened without dictating workforce 
parameters. Actions included in 2.4 workforce planning at both a regional and national level 
therefore require more detail.  

Recommendation 

12. The strategy needs to take a nationally consistent approach to planning across states 
and territories, including outlining a minimum level of provision of allied health services.  

Evaluation 

Currently, evaluation of the effectiveness of allied health uses a corporatised, economic unit 
model, rather than asking if people have a better quality of life after treatment; it is activity 
based rather than outcome based.  

A nurse may do five visits in an hour where a psychologist does one session – if both are 
counted as ‘one activity’, this misses the nuances of the outcomes of those visits. An example 
of the negative impacts of this methodology is in psychology, where the number of rebates was 

CASE STUDY– Kate, pharmacist, Sydney 

Kate talks about how other states are able to utilise expert stewardship and analytics in their work –
but NSW struggles to complete core bread and butter tasks from 20 years ago. Work has gone up, 
resourcing hasn’t.  

NSW has a lower level of pharmacists in public services than other states allowing for population 
(Ahpra, 2023). There is complete divergence across state lines, which impacts the profession, when 
jobs look completely different depending on where you work.  
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cut from 20 to 10, a decision based on how many people used the full amount, rather than the 
outcomes of having 20 available for those who needed it.  

Many allied health professions such as psychology are relational, not medical, and it is near 
impossible to create KPIs on trust and connection. Frameworks to survey consumers for 
outcome data would be a useful reform. This would be better than the current alternative, 
which is usually no data.  

An evidence-based benchmark for caseloads is initially required in order to create a base level 
of data to evaluate against.  

Recommendation 

13. Evaluation of allied health interventions should take an outcomes-based approach, 
establish an initial benchmark, and look at the effectiveness of the treatment in 
improving lives. 
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Part 2: Careers  

Increased training, retention and professional development should 
be at the core of this strategy 

The HSU supports increased training and development. The core challenge of this Strategy will 
be to ensure there is a plan for enough allied health workers in the specific areas required.  
Specific recruitment, retention and student support strategies should be a part of the Strategy 
to ensure there is a pipeline of new trainees and professionals coming into the workforce. In 
addition to initial recruitment and training efforts, there needs to be a focus on career pathways 
including support for mentoring and professional leadership, and a strategy to support people 
to move from assistant roles to professional ones. Relatedly, we support the inclusion and 
focus on the advanced scope of professionals and on clinical leadership.  

Recommendation 

14. Funded workforce retention measures, such as scholarships, relocation allowances, 
sign-on bonuses, funding for improved staffing profiles, supervisory and entry positions, 
under potential “workforce solutions” on page 20 should be explicitly named. 

Allied health training and costs of entry (placements, debt, hours) 
are causing barriers to entry and high attrition rates 

The cost of study and the amount of time required to dedicate to becoming an allied health 
professional is an issue, causing barriers to entry and high attrition for many students. The 
Strategy under analyses this issue.  

Allied health professionals are:  

• predominantly women – up to 98% (speech pathologists) 
• often on graduate pathways resulting in debts nearing $100,000 (psychologists) 
• entering professions predominantly classified as in national skill shortage. 

The effect of the high cost of study is the dominance in allied health of more privileged 
students, when patients remain as diverse as the Australian population, and are more often 
from underprivileged parts of society. When expensive and inaccessible postgraduate 
qualifications are required for certain professions, this causes exclusion for certain parts of the 
population where accessing higher education is difficult, who are not able to access the “bank 
of Mum and Dad”. Students needing to work to pay for the bills, as well as study and go on 
placement experience high attrition compared to those who can afford to take time off work. 
Initiatives to address this can vary, but the HSU strongly supports the Universities Accord 
recommendation of “government financial support for placements in the areas of nursing, care 
and teaching” and is calling for Government intervention to support paid placements for allied 
health. 
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The HSU submits that 3.2 (Enhance student supports, supervision incentives and clinical 
placement opportunities to develop capabilities and support work readiness) is a vital part of 
the Strategy, but that it should be more explicit in outlining placement poverty and actions to 
address it. Placement poverty causes students to undergo high levels of stress as they balance 
work, placement and study, preventing proper engagement with their education and causing 
financial hardship, and in many cases, students can drop out of the course. This is a particular 
issue for many cohorts, particularly in highly female workforces where workers often can’t 
afford to take unpaid time off to do their placement. It is exacerbated when students move from 
their normal place of residence to take up a placement elsewhere (such as someone from a 
metro area moving to a rural area, or vice versa). For example, it is often a requirement of 
courses or professions to take a rural placement. This can cause issues with living situations 
and renting (sometimes causing double rent to be paid), with keeping their existing 
employment, and with mental health where students face high stress without their regular 
support networks. Placement accommodation is often limited to GP and nursing students. 

Specifically, the paid placements initiative should be named by the workforce strategy as 
needing to be expanded to include allied health professions.  

Other options to address financial barriers include looking at offset or cancellation of student 
debt. Initiatives for debt cancellation for nurses and doctors exist in rural and remote areas, 
and this should be extended to allied health. 

Recommendations 

15. The paid placements initiative should be expanded to cover allied health students. 
16. Student debt relief programs should be expanded to cover allied health. 

The role of the tertiary sector, and entry to the profession should 
be examined 

The trend towards the extension of qualifications into longer degrees and postgraduate 
qualifications should be carefully considered to see if it is actually addressing workforce needs. 
The HSU submits that more clinicians are needed in four years than doctorate clinicians in six 
years, who often go into private practice in order to pay off the increased debt. Similarly, the 
number of placement hours should be examined to see if it is appropriate, or whether it is more 
of a barrier than is required.  

CASE STUDY - Matthew, Chief MIT, and Jonathon, Pharmacist, WA 

Matthew discusses the requirement for students to do a rural placement, valuable for both 
student education and for the rural clinic, but it is an incredibly difficult financial burden for 
the student. 

Jonathon discusses the success of a 12-month internship program for rural/regional 
placements funding through the pharmacy guild. Interns in Perth who meet the criteria can 
access funding for the placements, with positive outcomes including improved training and 
the chance to return home to see family. It is likely that the public health system would 
struggle to fill country hospitals without this program.  
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Allied health degrees can be used as an entry pathway into postgraduate medical studies. The 
Strategy should investigate why this is the case and the causes. HSU submits that one cause 
may be that once students see the lack of professional future in allied health as compared to 
medical careers, they choose to switch. If we can strengthen supports for supervision and 
training for early career professionals than we can prevent disenfranchised professionals and 
help support and create the sense of profession. 

Elsewhere, the role of universities in the system should be examined. One example from a NSW 
member involved in education, is of the university stating that unless the course went from 20 
to 50 students, the course would be cancelled. This resulted in last minute upscaling of the 
course, without placements, no clinical support and supervision, and poor organisation, with 
graduates entering private practice without any experience of the public system.  

VET training, and existing experience, should link more efficiently to allied health university 
qualifications, and allow for a more efficient transition between the two sectors. The VET sector 
should not be excluded from contributing to allied health workforce needs, although care must 
be taken not to replace tasks and roles more suitably performed by allied health professionals, 
as discussed further below.  

Getting the Department, Ahpra, universities, TAFEs and training organisations together with 
providers and unions to discuss these matters would be a positive step in discussing how to 
link the education and workforce parts of the sector.  

Recommendation 

17. Further investigation is required into the following areas, in dialogue with all relevant 
stakeholders: 

a. The length of allied health courses 
b. The amount of placement hours 
c. Supervision, training and support for allied health students 
d. The role of universities  
e. The appropriate role of VET, whilst not encouraging replacement of work more 

appropriately done by allied health professionals. 

The role of allied health assistants needs to be examined 

Allied health assistants are a valuable resource, particularly in situations of routine and 
program. However, they do not replace clinical knowledge in dynamic and novel situations. 
Supervision is required, meaning sometimes this does not help with resourcing. The movement 
between assistant and professional is not always smooth, with assistants often finding it hard 

CASE STUDY - Courtney, Radiation Therapist, Sydney  

In New South Wales, radiation therapy is now only offered at the University of Newcastle.  
The University of Sydney dropped the course.  

This is despite the fact that there is a 12-week wait for radiation therapy for cancer 
treatment in western Sydney, and staffing levels are dire.  
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in moving from tasks to decision making and clinical reasoning. Assistants are often students 
on a professional course, a relationship which needs to be considered carefully. The use of 
assistants should be examined, along with the question of whether the right roles are available 
in each profession. Regulatory uncertainty over what allied health assistants are allowed to do 
provides further cause for inspection. Clearly some cohesion and planning over the use of 
assistants and their relation to allied health professionals in the wider system is required. The 
Victorian framework for allied health assistant supervision and delegation will be a useful 
resource. 

Recommendation  

18. The place and role of vocationally trained allied health roles, such as allied health 
assistants, and their link to professionals, is relevant to this Strategy and should be 
examined further. 

Immigration and international entry 

There are issues with immigration and existing qualification recognition (often requiring 
overseas trained allied health practitioners to take an internship in order to prove their 
capability), along with the minimum wage threshold for entrants of $73K often being higher than 
intern wages, resulting in little incentive for overseas allied health practitioners to want to come 
here. Increased capability in international qualification recognitions is required.  

Recommendation  

19. The Strategy should recommend increased capability in international qualification 
recognition. 

Careers and ceilings, leadership and experience  

“The point of my being in healthcare is to deliver health, and I’m being 
stopped by doing administrative tasks.” 

There are limited career structures in allied health, especially for more senior practitioners who 
hit a ceiling and look elsewhere. Continued career opportunities and meaningful professional 
development in the workplace are currently not available to many experienced allied health 
professionals, who often end up leaving the sector. Allied Health professionals commonly hit a 
career ceiling after a certain period of time, where there is no clinical progression available to 
them. Many professionals do not want to enter the management side of organisations, and this 
impasse leads to many leaving the profession to go elsewhere.  

Advanced clinical roles, in leadership, supervision and education, with commensurate 
remuneration, are required to keep the knowledge of experienced allied health practitioners, as 
well as to show junior and prospective allied health practitioners there is a career pathway to 
work towards. Currently there is no systemic support for such leadership positions. This should 
include the ability for senior allied health practitioners to become clinical educators. Clinical 
supervision is also needed. For example, the ability every fortnight to discuss complex cases, 
as part of continued professional development and clinical mentoring. Increased need and use 
of allied health, whilst to be welcomed, will mean an increase in the need for staff development 
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and in mentoring. When considering the requirement for student/training placement hours, 
there needs to be data gathered on the capacity for placements. Currently universities are 
largely the gatekeepers, with some restriction by government-funded position numbers, but it is 
HSU members who have to incorporate training students into an already overloaded clinical 
workload. Currently, this requires people to be taken away from the floor.  

The opportunity that research provides in improving care and preventative care, outside the 
medial model, is a huge opportunity for allied health. Reduced readmission rates are often the 
outcome when there are allied health interventions at the right point. There should be an 
emphasis on research, particularly for preventative and/or community-based initiatives. Allied 
health professionals should be supported to contribute to the widest extent possible. 

The HSU wants to be clear that attrition is not due to regulatory requirements, as suggested at 
3.4 of the Strategy, but because of this lack of career pathway.   

Recommendation 

20. Advanced clinical roles should be systematically supported and fully funded, including 
supervision, mentoring, education and leadership roles. 

Professional identity and roles 

The HSU is concerned about the dangers of role replacement by other non-allied health 
workers picking up modular add-on competencies. This would lead to the diminution of 
specialist career paths, accumulated clinical and practical knowledge, and the academic 
integrity of our individual allied health professions and specialist sub-professions. Allied health 
professionals should be recognised as leaders in their field and supported to be working to the 
widest extent possible. In regard to clinical leadership, there are serious concerns regarding the 
inappropriate use of multi-disciplinary team configurations to fracture the identity and service 
delivery efficacy of the allied health workforce, especially when allied health professionals are 
not structurally present in the decision making of health services at the highest executive level. 
Leadership models continue to be a problem for our members. The dispersed matrix model 
leads to allied health professionals losing autonomy, identity, advocacy, recognition and leads 
to low morale/job satisfaction and severely undermines professional career structures. This 
can be contrasted with a collective model which retains professional identity and integrity. 

CASE STUDY - Angus, Radiographer, NSW 

Radiographers stagnate at the 5th year level unless they move on to further study, become a 
clinical educator or enter management. We are lucky enough to have had an educator role 
approved at my work and it has changed the whole vibe – in-services there now, students 
are much happier (lecturers never come to the campus) when students are paying in service 
fees to be sent on their own. 

From a federal level, there is attrition concern at the beginning and middle, this missing 
piece would help people stay in both situations.  
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Allied health professionals are fully trained to deliver services that are currently restricted by 
outdated regulations and medical gatekeeping. Patients should be able to access the right 
professional at the right time, without unnecessary referral barriers. Patients should be able to 
see an allied health professional as their first point of contact, particularly in musculoskeletal 
health, mental health, and chronic disease management. Physiotherapists, podiatrists and 
other allied health professionals should be supported to perform ultrasound-guided injections, 
podiatric surgery, and other advanced interventions that they are already trained for. Whilst the 
HSU welcomes the scope of practice review and increased potential for use of the allied health 
workforce, the level of risk will increase for allied health professionals. Without support for safe 
and sustainable workloads, this could result in increased attrition in the workforce.  

There is a challenge in ensuring specialists and generalists work well together, and don’t cut 
across each other’s work. When specialists do generalist work, it blurs the scope of practice 
delineation, and can see generalists do specialist work, which increase the risk to them as a 
professional and to the patient. Allied health professionals need to know their task and scope 
and not be placed in a situation where they are required to work outside of that. The ‘key 
worker’ model in the NDIS context is one example of this blurring of scope, where families who 
need a social worker may get a psychologist, because they are all seen as ‘allied health’. This is 
a problem which adds to burnout, attrition and low job satisfaction. Allied health professionals 
want to be their profession, whilst often clients who have a poor experience with a misplaced 
allied health professional do not return to the service at all.  

Specificity in focus will be required in this Strategy. If a specific type of sub specialist is in 
particularly high demand, that should be outlined, rather than the broader profession. This will 
have important implications for the types of training and professional development to be 
prioritised.  

Recommendations 

21. Allied health professionals should be supported to work to their full scope of practice.  
22. An increased scope of practice should remove referral restrictions and allow 

professionals to perform interventions they are trained for. 
23. An increased scope of practice for allied health professionals should be supported by 

resource for safe and sustainable workloads. 
24. The scope of allied health professionals, including specialist or generalist, should be 

outlined accurately, and professionals should not be misplaced. 

Remuneration  

The low wage, high skill level dynamic of allied health should be outlined further, and mention 
of the relevant industrial awards and recommendations around funding them (HPSS in 
particular) would be welcome. Point 1.3 of the strategy discusses remuneration, but more 
extensive discussion, and specific actions to increase award funding and support for 
bargaining, is required. Differences in remuneration between professions and states can cause 
movement of allied health professionals, with Queensland often named as a more attractive 
state pulling from the others. The discussion under 3.2 around high ATAR scores should be 
amended, as it currently downplays the importance of remuneration. As allied health 
professionals are autonomous, often working alone and independently, with a high level of 
clinical risk, remuneration should reflect this positively. The need for career structures and 
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allied health leadership and education positions, as discussed above, also requires 
remuneration structures that support career progression and leadership.  

Recommendation 

25. The low wage high skill level dynamic in allied health needs to be explored more in this 
strategy, including 

a. Award wages 
b. Funding for wages 
c. Wage differentials between professions and states 
d. Remuneration structures that encourage career development 

Equity across professions  

An important principle for the allied health workforce strategy is to promote equity between 
allied health and other health professions. Senior allied health often report to senior nurses 
across disciplines, whilst in community mental health, where the same role is undertaken by 
nurses and mental health nurses, there is no parity in leadership and in education. Nursing 
often has more grades available whilst allied health, as discussed, hits a ceiling much sooner.  

Recommendation 

26. Allied health should receive the same support as other health professions, and have 
direct access to health funding streams. 

Conclusion 

There is a lot of potential for this workforce strategy, and for allied health professionals to 
contribute even more to the Australian health system. Strong actions and targets that support 
this will be required. The HSU has laid out its recommendations and reasoning and above and is 
ready to continue to advocate for a strong and sustainable allied health system.  

 

 

CASE STUDY  

The New South Wales Ministry of Health produced a report on allied health educators in the 
state, and found that allied health had 0.2% of workers as educators, as compared to 2% for 
nursing. This is 10 times higher.  


