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Executive 
summary 
The Health Workforce Taskforce 
(the Taskforce) provides advice 
and recommendations to 
Australian Health Ministers on 
priority workforce matters. 
It develops and oversees 
workforce strategies designed to 
meet Australia’s current and 
future health service needs. 

In 2022, the Taskforce established the Workforce 
Intelligence Tiger Team (Tiger Team) to investigate the 
impact of the COVID-19 pandemic on health workforce 
pressures in the Australian healthcare system. This 
report builds on existing understanding of the health 
workforce by providing key insights into workforce 
retention, attrition and re-entry patterns, and innovative 
models that helped address workforce pressures during 
the pandemic. It consolidates evidence and learnings 
drawn from the experiences of Australia’s health 
system during this period. 

The Commonwealth, state and territory governments 
worked together across three projects – the current 
state of the workforce, retention and attrition, and 
innovative models – to explore the current health 
workforce, movement patterns and models used during 
the pandemic. 

The current state of the post-pandemic 
health workforce 
In collaboration with all Australian states and territories 
and key stakeholders, the Commonwealth undertook 
an exploratory overview of the post-pandemic health 
workforce. This analysis found that the health workforce 
is growing across Australia. The compound annual 
growth rate (CAGR) for nurses is projected to be 2.5% 
through to 2035, and the registered allied health 
workforce will grow from 193,000 to 290,000 during the 
same period. While the headcount for medical 
practitioners is also projected to rise, the full-time-
equivalent (FTE) per practitioner is expected to 
decrease. The results of this subproject are attached 
(Appendices 1a-d). 
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These findings are drawn from modelling undertaken by the Commonwealth in November 2023, which 
informed the principles and themes presented in this report. Subsequently, the Commonwealth has 
published detailed supply and demand modelling on the nursing (July 2024), general practitioner (August 
2024) and psychiatry (June 2025) workforce which will be followed by other medical specialties and allied 
health. These projections can be accessed via the Department of Health and Aged Care’s web page: 
Supply and Demand (health.gov.au). 

This report draws on the original Tiger Team modelling, with similar themes and trends emerging from the 
more recent projections. 

Retention, attrition and re-entry 
Victoria, in consultation with the Commonwealth, completed a literature review identifying global and 
domestic factors affecting attrition, as well as effective retention strategies. Key issues identified include 
high workloads, limited career advancement opportunities and staff burnout. 

The literature highlighted three key principles – specificity, employee voice and organisational commitment 
– to design effective retention and re-entry strategies. Strategies using these principles were found to 
enhance flexible working arrangements and other employee benefits and boost domestic and international 
recruitment. The literature review and key findings (Appendix 2) recommend that interventions be specific 
to a cohort, that workers should have an active voice in the design of policies, and that policies receive 
strong commitment from organisations and not rely on the individual. 

Innovative models to address acute, pandemic-related workforce pressures 
New South Wales and the Commonwealth collaborated with the other jurisdictions to identify pandemic-
driven innovations across Primary Health Networks (PHN) and state and territory health departments. Over 
60 innovative models across 27 professions were documented. The analysis found that successful 
innovations were underpinned by six key factors: technology, culture, funding, champions, governance and 
partnerships. These factors were ‘glued’ together by the collective urgency of the pandemic which fostered 
rapid innovation and flexible service models (Appendix 3). 

Recognising that health workforce pressures are a critical priority, the Commonwealth and state and 
territory governments undertook concurrent, additional work on analysing the state of the workforce and 
bringing forward recommendations to address these workforce pressures. This includes the release of the 
Independent Review of Overseas Health Practitioner Regulatory Settings (Kruk Review) in August 2023. 
Implementation of its recommendations, which include detailed modelling to inform health workforce 
planning, is underway. 

Some strategies being deployed to address the issues identified include improving the attractiveness of 
general practice, an independent review of scopes of practice, supporting PHNs to expand workforce 
incentive programs in thin markets, a review of distribution mechanisms, and support for the Single 
Employer Model trial. 

https://hwd.health.gov.au/supply-and-demand/supply-demand-home.html
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Summary 

The pandemic exacerbated 
existing pressures on Australia’s 
health workforce. Despite this 
impact, Australia’s registered 
health workforce is growing and is 
projected to continue doing so, 
although patterns differ by 
jurisdiction and profession. This 
report identifies several principles 
of good strategy design – 
specificity, employee voice, and 
organisational commitment – 
that can strengthen future 
retention, re-entry, and attrition 
strategies. 
The Tiger Team also identified 
overarching success factors – 
technology, culture, funding, 
leadership, governance and 
partnerships – that can guide 
jurisdictions and PHNs in 
addressing both pandemic and 
ongoing workforce pressures. 
These lessons remain relevant 
as governments and health 
services work to ensure 
Australians receive the right 
care, at the right time, from the 
right team and in the right place. 
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Introduction and 
scope 
 

The Workforce Intelligence Tiger 
Team (WITT) was established by 
the Health Workforce Taskforce 
in 2022 to build a national 
evidence base on the factors 
influencing health workforce 
retention, attrition and re-entry. 

The initiative was developed in response to growing 
concerns about workforce pressures across Australia’s 
health systems, particularly following the COVID-19 
pandemic, which placed extraordinary pressure on 
service delivery and highlighted long-standing 
vulnerabilities in workforce planning, distribution and 
wellbeing. 

The WITT project aims to strengthen the evidence 
available to health ministers and policymakers by: 

• describing the current state of the post-
pandemic health workforce, including 
supply trends, workforce distribution and 
projected growth to 2035 

• understanding why health professionals 
leave, stay or return to practice, and 
identifying the key drivers of retention and 
attrition 

• synthesising existing workforce retention 
and re-entry strategies across jurisdictions 
to identify effective, transferable 
approaches 

• collating innovative workforce models that 
were introduced during the pandemic to 
address workforce pressures 

• assessing which strategies and models 
could be embedded in future practice to 
improve workforce sustainability. 
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Project design and 
methods 
The project examined workforce initiatives and data covering 2019 to mid-2023, capturing both pandemic-
response measures and long-term workforce development strategies. It focused on the registered and non-
registered health workforce across nursing, midwifery, medical and allied health professions, within public, 
private and community health services. 

Three interrelated subprojects were undertaken: 

1. Current state of the 
post pandemic 
health workforce 

An exploratory national overview of workforce supply and distribution, based on 
modelling conducted by the Commonwealth Department of Health and Aged Care 
(Appendices 1a-d). 

2. Retention, attrition 
and re-entry 

An exploratory national overview of workforce supply and distribution, based on 
modelling conducted by the Commonwealth Department of Health and Aged 
Care (Appendices 1a-d)). 

3. Innovative models 
to address acute, 
pandemic-related 
workforce 

A cross-jurisdictional analysis led by New South Wales and the Commonwealth, 
identifying over 60 innovative workforce models developed during the COVID-
19 pandemic and their key success factors (Appendix 3a) return to the 
workforce, and what strategies are most effective (Appendix 2). 

Together, these subprojects provide complementary perspectives on the state of the health workforce, the 
effectiveness of retention and re-entry strategies, and the innovative models that can inform future planning. 
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Project 1: The current state 
of the post-pandemic 
health workforce 

This section summarises national workforce modelling completed by the 
Commonwealth Department of Health and Aged Care in November 2023. It provides 
the quantitative baseline for the report, showing how Australia’s health workforce is 
projected to grow and change between 2017 and 2035 across nursing, midwifery, 
medical and allied health professions. These projections help explain where workforce 
pressures are emerging and which regions or professions are most affected. 

 

A rapid investigation of registered professions – 
including nursing, midwifery, medical and allied 
health – examined workforce supply data from 2017 
to 2035. Non-registered health professions, such as 
social work, speech pathology and sonography, were 
initially in scope. However, significant data gaps 
prevented reliable projections within the project’s 
timeframe. A more comprehensive analysis of 
registered health professions will proceed under the 
Kruk Review, with non-registered under consideration by 
HWT. 

All states and territories validated the interim supply 
projections based on the assumption that graduates 
from the previous five years held constant. Findings 
showed continued growth across all registered health 
professions nationally. 

The nursing workforce is projected to grow at a 
compound annual growth rate (CAGR) of 2.5%, with 
the Northern Territory expected to have the highest 
growth rate in nurses through to 2035. Tasmania is 
projected to have the highest number of FTE nurses 
per 1,000 population. However, the atypical growth in 
Tasmania from 2020-22 is unlikely to continue. 

Future projections are expected to align more closely 
with trends in other jurisdictions. Following a steady 
national decline in midwives, projections show an 

annual increase in headcount by about 0.4% 
compound growth to 2035. 

While the number of individual midwives is expected 
to increase, the FTE total is expected to fall as dual 
registrants continue to work significant nursing hours, 
and midwife-only registrants continue to work 
predominantly part-time. This trend of increasing 
numbers (headcount) with a decrease in FTE is also 
projected for medical practitioners nationally, based 
on the trend toward lower average hours worked per 
week. Registered allied health profession headcounts 
are projected to rise at a CAGR of 3.0%. 

However, projections depend on modelling 
assumptions and may vary between jurisdictions due 
to differing population needs and workforce models. 
Summary graphs are provided (see Appendices 
1a-d). 
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Project 2: Retention, 
attrition and re-entry 

This section summarises a literature review led by Victoria in collaboration with the 
Commonwealth. It examines global and national evidence on workforce retention, 
attrition and re-entry, identifying key factors driving workforce pressures and strategies 
to improve retention outcomes. 

Methods 
The project collated data from 25 health services reporting 67 retention strategies. External consultants were 
engaged to conduct focus groups with health leaders and front-line staff, and to develop a framework to guide 
health system and hospital leadership in designing their own in-house retention strategies. This additional 
deliverable was included after the review made clear that there are many examples of lists of retention 
strategies, but little in the way of instructions on how to identify a possible cause of attrition and design a 
targeted strategy against it. 

Key findings from the review 
The review confirmed that the COVID-19 pandemic intensified existing workforce pressures both nationally 
and internationally. All jurisdictions contributed evidence on current strategies to support retention and re-
entry and reduce attrition. Victoria combined jurisdiction responses with the literature to better understand 
the evolving workforce context and to identify factors that could assist with both strategic and on-the-ground 
initiatives. (See Appendix 2 for the full literature review.) 

Drivers of workforce attrition 
Healthcare workers leave the profession for three main reasons: 

• high workloads 
• lack of advancement opportunities 
• burnout. 

High workloads and staff burnout are closely linked. Both are driven by a mismatch between healthcare 
demand and available staffing resources. A lack of advancement opportunities is more systemic and relates 
to the limited career mobility experienced by many nurses and allied health practitioners. 

Effective strategies for retention 
Evidence indicates that health services can use a combination of the following strategies to reduce attrition: 

• flexible working arrangements 
• recruitment of international staff (who tend to have lower attrition rates) 
• employee wellbeing programs 
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• employee recognition programs 
• support for staff upskilling and professional development 
• targeted financial incentives such as scholarships and bursaries. 

Conversely, untargeted incentives, such as bonuses and incentive payments, do not improve retention in the 
long term. Programs designed without consultation or a clearly defined target group are also unlikely to 
achieve their intended outcomes. 

Design principles for effective strategies 
Jurisdictions can apply three key principles to guide the design of effective retention strategies. 

• Specificity – interventions should target a defined workforce cohort (for example, early-career 
nurses or rural health workers) 

• Employee voice – healthcare workers should have an active role in policy design and 
consultation processes 

• Organisational commitment – successful strategies require strong commitment from 
organisations such as health services and governments, rather than relying on the individual. 

Re-entry to the workforce 
To encourage former healthcare workers to return to paid employment, the review found that access to 
flexible return-to-work programs that prioritise work-life balance were essential. Returning staff also 
required explicit professional and social support tailored to new working methods. Further information on the 
types of strategies collected as part of the review are provided in Appendix 2. 

Implications 
The literature demonstrates that retention and re-entry are most effective when underpinned by measurable 
organisational change. Strategies that address systemic causes – workload, burnout and career stagnation – 
deliver longer-term benefits than one-off incentives. 

Successful initiatives share three defining characteristics: specificity, employee voice and organisational 
commitment. 

Full data sources, citations and methodological details are provided in Appendix 2: Literature review – staff 
retention and re-entry strategies. 



Project 3  

11 

Project 3 Innovative 
models to address 
acute, pandemic-related 
workforce pressures 

This section, led by New South Wales and the Commonwealth, summarises findings 
from the WITT 1.4 survey of jurisdictions and PHNs. It reviews the pandemic-era 
innovations that expanded workforce capacity and maintained care delivery during 
acute shortages. It highlights cross-jurisdictional examples of models and the system-
level factors, such as leadership, technology and collaboration, that enabled rapid 
change. Detailed jurisdictional data and case studies are provided in Appendix 3a. 

All jurisdictions and eight PHNs collaborated to identify and evaluate innovative models developed during the 
pandemic. More than 60 models across 27 professions were documented. These initiatives strengthened 
workforce capacity and service delivery by leveraging clear governance, collaborative partnerships, 
supplemental funding, adaptive cultures, and technology. The urgency of the pandemic acted as a catalyst, 
gluing’ together enabling factors such as leadership, collaboration and innovation. 

All jurisdictions collaborated to capture and analyse new workforce initiatives and models of care implemented 
during the COVID-19 pandemic to alleviate acute health workforce pressures. The results of this jurisdictional 
collaboration identified two overarching themes: building workforce capacity and capability and expanding 
health services. These findings provide practical examples of how innovative models can help address 
ongoing workforce challenges and outline macro-level principles to inform planning for future public health 
emergencies. 

State and territory health services and PHNs collected over 60 innovative workforce models. 

These models cover 27 health professions that worked in various teams and across in-person and virtual 
modalities. Jurisdictions and PHNs assessed the effectiveness of each model presented to identify key 
learnings from their implementation that could guide future adaptation. The analysis of PHN-led innovations 
revealed four key themes: 

• improving access to mental health services 
• supporting vaccination delivery 
• enhancing care navigation 
• establishing out-of-hospital triage and monitoring systems. 
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Primary Health Network results 
PHNs faced significant challenges during the pandemic, including increased demand for mental health 
services, vaccination rollout, and continuity of care for vulnerable populations. They developed and 
implemented a range of innovative models to meet these challenges effectively. 

Mental health service access 
PHNs were confronted with both emerging and worsening mental health needs during the pandemic. PHNs 
developed models focused on providing approachable services, particularly for young people and those with 
the highest need. Recruitment was a particular challenge, and one solution involved establishing tertiary surge 
teams to meet urgent demand for youth mental health services. This temporary uplift strategy successfully 
boosted the capacity of one organisation to assess and treat more young people while improving system 
integration. The model specifically targeted the mental health and wellbeing of young people aged 12-25 by 
fast-tracking the provision of additional clinical care. 

Vaccinations and vaccinators 
Vaccination was a key concern for PHNs during the pandemic. Developing and managing accessible 
vaccination services for community members, particularly vulnerable and high-risk populations, was crucial 
to achieving positive community health outcomes. 

Many of the solutions for rapidly vaccinating the population focused on reaching housebound people. This 
consideration was often coupled with jurisdictions’ approaches to broaden accreditation to increase the number of 
providers (see below). For example, a partnership between a regional disability care coordination service, 
general practitioners and pharmacists facilitated COVID-19 vaccinations for people who were housebound, 
including those receiving other medical treatments or experiencing significant mental health issues. This model 
enabled 147 highly vulnerable people to receive vaccinations they otherwise could not access while fostering 
new connections among service providers and clients. 

Another innovative approach involved training registered nurses in resident aged care facilities (RACFs) to 
become adult nurse immunisers. This initiative expanded the pool of qualified vaccinators, reduced pressure on 
hospitals and general practices, and strengthened infection control capacity within aged care. 

Care navigation and out-of-hospital triage 
PHNs developed improved approaches for care navigation that supported both doctors and their patients. 
These models reduced avoidable emergency presentations by integrating health monitoring technology 
with telehealth systems and home visits. 

Investment was also made in building accessible systems to help patients understand and navigate care 
pathways. Some PHNs implemented GP hotlines and interdisciplinary models to facilitate the use of services 
at the right time. One example was the COVID-19 GP Advice Line, which provided a COVID-19 advice 
‘hotline’ for GPs on managing the care of patients diagnosed with COVID-19. Several PHNs also implemented 
remote monitoring models, allowing clinicians to monitor patients across large geographic areas, enabling 
timely triage and escalation when needed. 
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Jurisdiction results 

Building capacity 
Optimising the expertise of qualified professionals helped health services manage complex, high-scope and 
emerging areas of care, while also enabling trained team members to support ongoing care needs in 
jurisdiction health services. Collaboration between government and non-government organisations (NGOs) 
with available workforce and comparable skills provided mutual advantages by quickly increasing workforce 
capacity across health settings. 

The sourcing of people to fill assistant or non-qualified roles involved organisational partnerships between 
health agencies, NGOs and other non-health government branches with underutilised workforce. 
Redeploying workforce with comparable skills provided mutual advantages for health agencies and the 
organisations where workers were being sourced and quickly created additional capacity for work in 
existing and new health settings. At the same time, it offered an opportunity for non-health organisations to 
contribute directly to the pandemic response, maintain financial equity, and improve team culture and 
wellbeing through the intrinsic benefits of helping others. 

Successful partnerships combined local knowledge and onboarding processes with centrally coordinated 
capability training to expedite work readiness. Changes to legislation, award determinations and 
credentialing processes enabled the transfer of staff between organisations, the introduction of new roles, 
and expanded scopes of practice within existing roles. 

For example, New South Wales implemented the St John’s Ambulance (SJA) Funding Grant for the COVID-
19 response. This agreement between NSW Health and the St John’s Ambulance Service provided operational 
workforce support to the NSW Health pandemic response. The SJA workforce significantly increased surge 
capacity across New South Wales, supporting COVID-19 vaccination clinics, quarantine hotels, airport 
screening and public hospitals. 

Building capability 
Strategies to build workforce capability involved expanding scopes of practice for registered and non-registered 
health professionals. Successful strategies combined published evidence with local service data to 
determine which workforce groups were best suited for expansion. 

For example, one community care ‘walk-in’ model was transitioned into a nurse-led, multi-disciplinary team 
to expand emergency service capacity and reduce preventable admissions. This model was enabled by 
expanded capabilities for nurses and allied health professionals to assess, collaborate and refer to appropriate in-
hospital and primary health services. Innovative models were also supported by changes to legislation, 
awards and credentialing that supported existing health workforce to deliver the right care at the right time 
and place. 

Expanding services 
Strong, operational leadership, underpinned by clear governance and policies, enabled the workforce to 
make decisions and deliver safe care. Jurisdictions combined published evidence and local service data to 
determine which services to expand and which models to adapt to meet evolving community needs. 

Technology played a critical enabling role, allowing jurisdictions to deliver services at scale. At the same time, 
standardising procedures supported consistent adoption across sites and helped staff make timely clinical 
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decisions. 

For example, the Queensland Ambulance Service’s (QAS) established ‘fever clinics’ to assist Queensland 
Health with community COVID-19 testing. These clinics provided temporary, in-field health services during 
case surges, increasing the system’s test and treatment capacity. To achieve this, QAS upskilled and 
redeployed administration and patient transport officers, as well as permanent and casual paramedics, to 
testing and fever clinic support roles. 

New models 
The targeted creation of new models by jurisdictions and PHNs enabled the Australian public to navigate 
their care journey and access services more effectively. Successful models harnessed technology to identify 
at-risk patient groups, initiate preventative actions and support care navigation and purposeful service use 
to reduce hospital admissions and facilitate safe discharge. By embracing local knowledge and onboarding 
processes in combination with centrally implemented core capability training, they expedited work 
readiness. Statewide, centralised systems for recruitment, rostering, communication and training also 
enhanced service and workforce utilisation. 

An example of an effective model is New South Wales’s Rapid Assessment Intervention and Discharge from 
the Emergency Department (RAID-ED) service. This interdisciplinary allied health model, embedded within 
hospital emergency departments, facilitates safe, supported, early discharge from emergency departments 
back to the patient’s home and reduces avoidable admissions, particularly for those who are elderly. The 
RAID-ED service is now permanently embedded into a tertiary hospital in New South Wales. Evaluation 
findings showed that the service reduced the average length of stay in emergency departments by 34-74 
mins, decreased admission rates by 0.3 to 1.5% and increased overall patient throughput in the emergency 
department. 
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Key success factors 
The analysis identified seven key factors that contributed to successful PHN and jurisdiction health service 
models: 

• Technology 
• Culture 
• Funding 
• Champions/leadership 
• Governance 
• Partnerships 
• Collective urgency during the pandemic. 

These factors expanded service capacity and enabled health professionals to work a greater amount of 
time at the top of their scope of practice and in novel areas of care. 

Strong, operational leadership was a consistent feature across successful models. Clear governance and 
policies empowered workforce to make informed decisions and deliver safe, timely and high-quality care. 
Effective models also harnessed technology to identify at-risk patient groups, initiate preventive actions and 
support care navigation. Supplementary funding supported the initial piloting of innovative models and 
helped sustain innovative programs once proven to be effective. 

Partnerships across jurisdictions and PHNs were another critical enabler. Strong networks and 
collaborative relationships ensured resources such as staff, equipment and vaccines could be mobilised 
quickly and equitably. 

Workforce that had flexible and adaptive cultures and who embraced new and emerging technologies were 
able to substantially extend their reach, which would have been otherwise limited by physical space or 
geographical distance. Fit-for-purpose virtual services offered an approachable option for young people and 
those needing health services to accelerate referrals while reducing demands on emergency departments. 
These factors better-enabled health professionals to work a greater amount of time at the top of their scope 
of practice or in novel areas of care. 

In summary, the key success factors for primary health service and jurisdiction models that build capacity 
and capability – both within existing services and through new innovations – include the presence of local 
champions, clear governance, collaborative partnerships, supplemental funding, adaptive cultures, and 
effective use of technology (Figure 1). 

The collective urgency of a public health emergency, such as the COVID-19 pandemic, was a powerful 
catalyst for engagement and coordination across all organisational levels. This urgency ‘glued’ the key 
success principles together to support new ways and models of working. As a result, health services were 
able to deliver the right care, at the right time, by the right team and in the right place. These principles 
continue to hold relevance for driving ongoing health workforce innovation and system reform beyond the 
pandemic context. 



Appendices  

16 

Figure 1. Key success factors for innovation in PHN and jurisdiction health services 
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Appendices 
Appendix 1a. Project 1: summary graphs of current state and projections of 
identified post-pandemic registered health workforce 
Graph 1. Projected number of practitioners by professional group Department of Health and Aged Care, 
November 2023 

 
Graph 2. Projected number of practitioners (FTE) by profession group | Department of Health and Aged Care, 
November 2023 
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Appendix 1b. Project 1: current and projected state of the post-pandemic health 
workforce for nurses 

• The number of nurses in Australia is projected to rise from 363,000 in 2022 to 503,000 in 2035, 
with a compound annual growth rate of 2.5%. 

• The number of nurses in Victoria is expected to overtake the NSW figure by 2023. 
• Despite a dip in the number of nurses in the Northern Territory in 2022, the Northern Territory is 

expected to have the highest growth rate of 3.2% per year until 2035. 
• Tasmania is projected to have the highest nursing FTE per 1,000 population, with a figure of 

19.4 by 2035, followed by Victoria and South Australia. However, the atypical growth in 
Tasmania from 2020-22 is unlikely to continue. Future projections are expected to align more 
closely with trends in other jurisdictions. 

• New South Wales is projected to have the lowest nursing FTE per 1,000 population, with a 
figure as low as 10.3 in 2025, rising to 11.5 by 2035. 

Graph 3. Projected nursing FTE per 1,000 by jurisdiction Department of Health and Aged Care, November 
2023 

 

Appendix 1c. Project 1: current state of the post-pandemic health workforce for 
medical practitioners 

• The number of medical practitioners in Australia is projected to rise from 112,000 in 2022 to 
155,000 in 2035. 

• The average FTE per medical practitioner fell from 1.05 in 2017 to 1.02 in 2022. This figure is 
projected to fall further, with an average of 1.00 FTE per medical practitioner in 2035. 

• Tasmania is projected to have a significant increase in medical FTE per 1,000 population, from 
4.8 in 2022 to 7.3 by 2035. However, the atypical growth in Tasmania from 2020-22 is unlikely 
to continue. Future projections are expected to align more closely with trends in other 
jurisdictions. 

• New South Wales and Victoria are projected to have the lowest medical FTE per 1,000 
population, with figures of 4.6 and 4.7, respectively, by 2035. 
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Graph 4. Projected medical FTE per 1,000 by jurisdiction Department of Health and Aged Care, November 
2023 

 

Appendix 1d. Project 1: current state of the post-pandemic health workforce for 
allied health 

• The number of allied health practitioners in Australia is projected to rise from 193,000 in 2021 to 
290,000 in 2035, with a compound annual growth rate of 3.0%. 

• Tasmania is projected to experience a significant increase in allied health FTE per 1,000 
population, from 

• 4.6 in 2017 to 6.4 in 2021, projecting to 10.3 FTE per 1,000 by 2035. However, the atypical 
growth in Tasmania from 2020-22 is unlikely to continue. Future projections are expected to 
align more closely with trends in other jurisdictions. 

Graph 5. Projected allied health FTE per 1,000 by jurisdiction Department of Health and Aged Care, November 
2023 
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Appendix 2. Project 2: literature review on staff retention, attrition and re-entry 
strategies 

Purpose and scope 
The Workforce Intelligence Tiger Team (WITT) was established as part of the Health Workforce Taskforce 
to develop a national evidence base on workforce retention, attrition and re-entry strategies and to improve 
the use of existing workforce resources. 

The WITT 1.2 project, led by Victoria in collaboration with the Commonwealth, reviewed academic and grey 
literature to identify drivers of workforce attrition, effective retention and re-entry strategies, and transferable 
lessons for Australia’s health system. 

Background and impact of COVID-19 
High levels of voluntary attrition (workers deciding to leave a workforce or profession) have been an 
international issue in healthcare for many years. Attrition affects every profession within the healthcare 
system, including nursing staff, physicians, and non-clinical workers [1-6]. Australia is no exception to this 
issue, with high levels of attrition reported nationally [7-9]. Healthcare professions experience higher levels 
of burnout, workplace stress and sickness compared to many other sectors [10, 11]. From a health system 
efficacy perspective, these high attrition rates are associated with poorer patient outcomes and 
substantially increase costs [1, 2, 12]. 

During the COVID-19 pandemic, health systems across the world were impacted by unprecedented surges 
in demand, stretching capacity and exhausting frontline healthcare workers [13-15]. After more than three 
years of sustained pressure, research indicates that the risk of widespread workforce attrition is higher than 
ever. 

In Australia, 13.5% of nurses and midwives, 8.3% of doctors and 9.8% of allied health staff working in 
hospitals reported an intent to resign [16]. A separate survey of 400 emergency nurses found that 50% 
intended to leave within five years [17]. 

Similar trends have been observed internationally. In Canada, post-pandemic data showed that one in ten 
early career registered nurses (RNs) indicated that they were very likely to leave the profession [18]. The 
International Council of Nurses reported that 20% of national nursing associations saw an increase in 
nurses leaving the workforce [19]. In the United States, frontline clinical staff reported high levels of anxiety, 
depression and stress [14, 20, 21]. 

Burnout and workforce stress 
Burnout, characterised by emotional exhaustion, psychological distress, low engagement and a low sense 
of professional accomplishment, remains one of the leading causes of attrition. Healthcare workers are 
particularly susceptible to burnout, with pre-pandemic reports reaching as high as 50% of surveyed staff 
[32]. At the Mayo clinic, increases in burnout and decreases in job satisfaction correlated with reduction in 
FTE [33] in physicians. Physicians experiencing burnout were twice as likely to leave their job and 5 times 
more likely to leave medicine altogether [34]. 

The pandemic did not necessarily create new issues but has exacerbated existing ones. Globally, 
healthcare workers are facing greater workplace stress than ever before, and this is reflected in increased 
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turnover intentions across countries and health systems [13, 15, 22-24]. 

Factors influencing attrition 
The attrition of experienced healthcare workers is a serious issue both nationally and internationally and 
requires organisational and government intervention. To design effective interventions, it is essential to 
understand the factors driving workforce turnover. 

A survey of 3,000 Australian Nursing and Midwifery Federation (ANMF) members reported an increase in 
elements such as ‘work intensification’ – higher workloads with less time to do the job – and a decrease in 
workplace climate and personal wellbeing [9]. High workloads have significant negative effects on patient 
outcomes. For example, a study in the United Kingdom’s National Health Service (NHS) found that adding 
one additional patient to a nurse’s workload increased the likelihood of another patient dying by 7% [25]. 

Of the 3,000 ANMF members surveyed, between one quarter and a third of respondents indicated they 
were thinking of leaving the profession, although a follow-up survey 12-months later found only 4% had 
actually done so. High workload remains one of the most commonly cited factors influencing intent to leave. 

An international survey of nurses identified workload, inexperience, perceived staffing adequacy and job 
satisfaction as major predictors of turnover, with inexperience playing a significant role [26]. Retention and 
attrition are also closely linked to age and length of tenure, with younger and less experienced nurses more 
likely to leave the profession [27-29]. 

It is important to note that measuring turnover is difficult. Most studies use ‘intent to leave’ as a proxy for 
actual attrition, however the two do not always align [30]. Even so, intent to leave data serves as a useful 
indicator of overall dissatisfaction and workforce wellbeing at the time of measurement. These factors are 
consistent with qualitative research, such as interviews with nurses in the United Kingdom who re-entered 
the profession after career breaks. The two most common reasons for leaving were work-life balance 
becoming unmanageable and a lack of career progression options [1]. 

Similar factors were reported in other clinical professions. For example, emergency medicine technicians 
and paramedics leave the workforce for different reasons, with fewer paramedics reporting an intent to stay. 
Common themes include the need for better pay and seeking more career advancement [31]. Higher levels 
of job dissatisfaction were associated with increased likelihood of leaving in English physicians [3]. 

Burnout as a key driver 
Occupational burnout is multifaceted and can be measured with validated tools such as the Maslach 
Burnout Inventory (MBI) [4]. In a longitudinal cohort study of primary care clinicians in the United States, 
53% of respondents reported burnout symptoms, which were later associated with increased clinician 
turnover. Importantly, the authors stressed that turnover is multifactorial. It reflects not only the push of 
burnout and stress but also the pull of career mobility and opportunities for professional growth. 

Workload, especially since COVID-19, has increased contributing to higher levels of burnout in Australian 
physicians [35]. For United States healthcare workers, COVID-related workplace stress and burnout 
compounded an already stressful profession, with one in five physicians and two in five nurses reporting 
their intent to leave their practice [15]. 
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Strategies to increase retention 
An experienced, high-performing, and satisfied workforce is key to building a thriving healthcare system. 
Allowing high attrition levels to persist risks a workforce that is overly reliant on supply pipelines from new 
graduates and international recruitment, losing critical sector knowledge, overburdening training programs 
and leading to poorer patient outcomes. Government and organisational interventions are therefore critical 
to improving staff retention. 

Retention programs range from small, location-specific interventions to system-wide reforms, however, the 
effectiveness of these programs can vary. A review of international academic and grey literature provides a 
rich data source for a broad suite of retention policies. 

Workplace environment and leadership 
Broadly, the recommendations for interventions target the same areas cited as reasons for voluntary 
attrition, including workloads, job satisfaction, career mobility and burnout. Interestingly, although 
competitive remuneration and benefits are cited as a key contributor to increasing retention [19, 36], other 
reports have indicated that salaries are not necessarily as critical for retention as might be assumed [37]. 

Throughout the literature, profession-specific themes emerged. For example, common recommendations 
for nursing specifically noted the work social environment. A meta-analytic review [37] found that positive 
relationships with leadership and strong social networks, including mentoring, were associated with better 
retention. Similarly, a survey of United States registered nurses showed that a sense of belonging and 
community contributed significantly to a decision to stay [36]. From a policy perspective, these findings 
highlight the value of supportive work environments and emotionally intelligent leadership. Such 
environments can be fostered through leadership training programs [38], team building initiatives [39] or 
encouraging the use of nurse managers as monitors of workplace conditions [40]. 

Tailored strategies by cohort 
Retention strategies are most effective when tailored to specific cohorts. For example, younger nurses are 
more susceptible to voluntary attrition [28, 41], and as such, benefit from targeted interventions such as 
peer-support groups [42] or guided support programs which ease the transition to clinical practice [43, 44]. 
Another cohort with high voluntary attrition is rural and regional healthcare workers, where successful 
retention includes recruitment from rural populations or encouraging rural clinical placements [45, 46]. 

Systemic interventions 
Although personal interventions – such as discussion groups [47] or mindfulness programs [48] – may 
provide temporary relief, they do not address the underlying causes of clinical burnout or psychological 
distress. Indeed, during the pandemic, much focus was placed on increasing the ‘resilience’ of frontline 
healthcare workers as a way of improving wellbeing, but these policies place undue burden on the 
individual and are a superficial response to the issue [49]. Instead, organisational commitment is required 
for the system-level changes necessary if increasing retention is the goal [50]. 

A notable example comes from the United States, where a multicentre trial assessed interventions aimed at 
reducing clinician burnout. The study found that changes to workflows and targeted quality improvement 
projects were more likely to reduce burnout than changes to communications [51]. These initiatives 
targeted specific workflow limitations and points-of-annoyance present in the healthcare settings, and so 
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directly improved the experiences of those staff members effected. 

Broader system reforms have also demonstrated value. For instance, hospitals recognised for their 
‘excellence in nursing’ under the American Nurses Credentialing Centre Magnet Recognition Program are 
consistently linked to higher job satisfaction and reduced staff turnover among nurses [36, 53, 54]. Three 
Australian hospitals have been awarded this designation: Princess Alexandra Hospital (Brisbane), Sir Charles 
Gairdner Hospital (Perth) and St Vincent’s Private Hospital (Sydney) [52]. The working conditions in these 
hospitals are characterised by high autonomy of scheduling, control of practice, organisational support and 
collegial interaction. 

Importantly, the most successful interventions were quantifiable changes to working conditions, which were 
possible only due to top-down commitment. The impact of system-wide interventions, requiring strong 
organisational commitment, is further highlighted in research from the United States and the United 
Kingdom [11, 55]. 

Retention policy 
It is beyond the scope of this report to detail the multitude of retention policy recommendations published in 
academic and policy literature. However, comprehensive examples can be found in major publications by the 
United States surgeon general [32], the National Academy of Sciences in the United States [34], the Royal 
Society of Canada [18], the Health Foundation in the United Kingdom [56] and the Deeble Institute of Health 
Policy Research in Australia [50]. 

Rather than being applied as generic templates, retention interventions should be designed collaboratively 
with the professions they aim to support. This ensures that healthcare workers can be heard and actively 
involved with mechanisms to improve workplace culture [9, 57]. 

Returning to the workforce 
There is comparatively less research available on the experiences and needs of returning workers. Much of 
the existing literature focuses on support measures for employees returning to work following a planned or 
unplanned leave of absence, such as after workplace injury or following parental leave [58-61]. These studies 
provide valuable insights into how to support workers’ reintegration and improve long-term retention. 

However, this report focuses primarily on workers returning to clinical practice following voluntary attrition. 
The Australian Health Practitioners Regulation Agency has developed a series of ‘return to practice’ 
frameworks for registered professions to follow when returning after a set period outside the workforce 
(generally five years). Professionals who hold relevant qualifications but have left their clinical profession are 
often regarded as a ‘potential workforce’ that can be re-engaged in times of high demand, such as during the 
COVID-19 pandemic [62]. 

Structured refresher programs 
Several examples of structured refresher programs exist for healthcare workers seeking to transition back 
to clinical practice [63-65]. These programs reintroduce participants back to the clinical environment and 
provide education on new technologies, procedures and treatment plans that may have arisen since the 
healthcare worker left. These programs are often targeted towards those who have left the profession but 
are now seeking re-employment in a clinical setting. For those seeking to re-enter nursing in Australia, 
several universities offer return-to-practice programs, which contain academic and clinical components. 
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These programs have attracted a high level of interest since being established [66]. 

Considering extenuating circumstances 
Not all returning workers actively seek re-employment, but many may consider re-entry if the conditions are 
suitable. For instance, a 2007 Australian literature review found that the typical re-entry registered nurse 
was a 40-year-old female with school-aged children. This group valued family-friendly shifts and a paid and 
on-the-job refresher course which considers familial responsibilities and ongoing peer support [67]. Similar 
findings emerged in a United Kingdom study of 17 nurses who had re-entered the profession, which 
identified flexible and family-friendly working arrangements as key factors influencing return decisions [68]. 

Strategies to drive re-entry recruitment cannot focus solely on the initial steps of transitioning a healthcare 
worker back into the workforce. Many of those who choose to return will have left initially due to burnout, 
limited career progression or inflexible scheduling. Without addressing these systemic workplace issues 
which contributed to that decision to leave, the outcome may remain the same. 

Conclusion 
High levels of workforce attrition have long been a challenge for health systems worldwide, representing a 
substantial financial and personal cost for those affected. The COVID-19 pandemic exacerbated existing 
problems, pushing an already overworked workforce past previous thresholds. As a result, there are now 
global reports of healthcare worker shortages, high attrition levels and widening service gaps. 

In the face of these predictions, there is more interest than ever in the tools, strategies and interventions 
which aim to stem the flow of our healthcare workforce and entice back those who have already left. 

What is clear from international literature is that there is a wealth of recommendations and policies, with a 
range of benefits and costs. However, the most consistent conclusion across the literature is that 
successful retention and re-entry programs share three defining characteristics. 

• Specificity: interventions are tailored to address the specific needs of defined workforce 
cohorts rather than applying one-size-fits-all approaches. 

• Employee voice: healthcare workers are engaged as active contributors in policy design, 
ensuring that strategies respond to their lived experiences and professional needs. 

• Organisational change: successful retention and re-entry recruitment occurs when there is a 
strong organisational commitment to the improvement of working conditions, and a willingness 
to address the systemic issues which are driving these attrition levels. 

This review is not intended to be an exhaustive investigation of all available literature, nor is it intended to 
provide a definitive list of interventions to be implemented in the Australian system. Rather, it provides a 
synthesis of recurring evidence and guiding principles that can inform the design of effective workforce 
strategies in the Australian local, state and federal health systems. 

To best utilise this framework, the next recommended action is a broad consultation process, drawing 
together representatives from health system leadership and employee groups, to design a list of locale- and 
profession-specific retention mechanisms for policymaker consideration. 
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Appendix 3a. Project 3: Innovative models to address acute, pandemic-related 
workforce pressures 

Jurisdictional data collection Project summary 
The WITT 1.3 project conducted a national survey of Australian health services to identify and compare 
workforce retention and re-entry strategies implemented between 2019 and 2023. Each jurisdiction was 
asked to submit examples of retention and re-entry incentives and strategies implemented in health 
services. To ensure consistency across submissions, WITT provided a standardised data collection 
template (Appendix 3b) and an online form accessible to all participating health services. 

Data collection 
Respondents 

A total of 25 distinct health services provided 67 different strategies. Responses were received from 
jurisdictional departments (such as VicHealth) and individual health services. All Australian health 
jurisdictions from three states and one territory contributed to the analysis and feedback on this snapshot. 

Responses were provided by the following jurisdictions: 

• Victoria – Albury Wodonga Health, Alfred Health, Bairnsdale Regional Health Service, Bass 
Coast Health, Eastern Health, Gippsland Southern Health Service, Goulburn Valley Health, 
Kerang District Health, Kilmore District Health, Melbourne Health, Peninsula Health, Peter 
MacCallum Cancer Institute, The Royal Women’s Hospital, West Gippsland Healthcare Group, 
West Wimmera Health Service 

• New South Wales – NSW Health, Wagga Wagga Base Hospital, Murrumbidgee Local Health 
District, Hunter New England Local Health District, NSW Health Rural Health Workforce 
Incentive Scheme, Sydney Children’s Hospitals Network, Western Sydney Local Health District, 
South-eastern Sydney Local Health District 

• Australian Capital Territory – The Canberra Hospital, ACT Health 
• South Australia – SA Health. 

Facilities and professions targeted by retention strategies 

Most retention strategies focused on public health facilities (approximately 71%). Smaller proportions 
targeted state-wide health facilities (around 8%) and community-based facilities (7%). The remainder 
targeted a mix of rural health services, private health services and international recruitment. 

Across all submissions, the targeted professional groups included: 

• nurses and midwives (~73%) 
• medical practitioners (~36%) 
• allied health practitioners (~52%) 
• registered health professionals (other, ~21%) 
• non-registered health professionals (~21%) 
• retired, registered health professionals (~3%) 
• retired, non-registered health professionals (~1%) 
• other (~19%). 
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Many strategies applied across multiple workforce groups. The workforce are further broken down by 
speciality where possible. The most frequently targeted specialities were emergency, perioperative, theatre, 
aged care, mental health, allied health specialties and corporate staff. Appendix 1 provides a breakdown of 
strategy alignment to setting, workforce and speciality. 
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Findings 
Overview of strategies 

Due to the large number of respondents, there was a degree of overlap between some strategies while other, 
similar strategies, produced notable differences. This section summarises the cross-cutting themes across 
strategies, rather than describing each program individually. 

Health services reported six major drivers for retention strategies. 

1. Staff burnout 

Staff burnout was one of the primary reasons for attrition, with staff reporting feeling overworked and stressed 
in their daily roles. Stress for health care workers who worked directly with patients was higher due to the 
emotional toll of direct patient contact. Many of the staff who experienced burnout felt that there wasn’t 
enough support for them in their role, leading to them feeling overworked. The repetitious nature of many roles 
was also a contributing factor to burnout. 

2. Career stagnation 

Career stagnation was a key reason for attrition, with lack of career progression (promotion, leadership and 
further responsibilities), further education (formal and informal education) and opportunity (movement to new 
area or practice, secondment) most reported. 

3. Limited opportunities in rural health services 

Rural health services were finding that they were losing early career staff to perceived greater opportunities 
in larger metropolitan health services. Primary reported reasons for leaving rural health services were ease of 
access to opportunities, concerns about career stagnation and access to further education. 

4. Staff moving to private practice 

There were 2 main reasons for staff moving to private practice: higher compensation and a better work life 
balance. 

5. Lack of satisfaction with management 

Health services that reported lower staff satisfaction with management (in internal staff surveys) also 
reported higher attrition rates. These rates improved when staff satisfaction scores improved. Common 
underlying issues included a lack of managerial support, limited promotion and development opportunities, 
and rosters that did not align with staff-work needs. As such, a disconnect between the requirements of staff 
and management was an indicator of staff attrition. 

6. COVID-19 

The COVID-19 pandemic had a direct impact on staff attrition in health services. It provided a unique 
multiplier of stress on all healthcare workers, increasing workplace stress and public critique. It intensified 
existing issues and increased their magnitude. 

Commonalities between strategies 

Across the 67 strategies submitted by health services, several common themes emerged. The most frequent 
focus areas were upskilling current staff (24 strategies), staff wellbeing (19 strategies), supporting staff 
workloads (16 strategies), and improving job security (eight strategies). Together, these themes highlight a 
shared emphasis on building capability, reducing burnout and increasing stability within the workforce. 
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Upskilling current staff 

Providing staff with opportunities to upskill was another highly effective approach to retain staff. These 
methods required clear advice and guidance on pathways and careers that employees could take in their 
current role, alongside good advertising of the opportunities available. Two approaches included: 

• leadership training empowering long-time staff to pass down information and responsibility to 
junior staff 

• direct financial support or concessions for formal and academic study options. 
Both upskilling pathways enabled staff to easier realise their ambitions and therefore improved job 
satisfaction, a metric directly linked to retention. 

Staff wellbeing 

Strategies that focused on improving staff wellbeing were among the most common and successful strategies, 
both in relation to staff outcomes and the effort/cost of implementation. These strategies had a lower cost to 
implement than others while demonstrating higher rates of success. Key initiatives included: 

• providing access to free and confidential mental health support services, delivered on-site or 
virtually to increase flexibility 

• providing additional staff support and becoming more sensitive to the mental health of employees 
• offering support that addressed burnout, particularly during the COVID-19 pandemic 
• introducing or expanding flexible working arrangements, to improve work-life balance and reduce 

stress and burnout 
• celebrating staff achievements to promote a culture of appreciation and recognition. 

Supporting staff workloads 

Strategies to reduce workload pressures typically fell into three categories: 

1. increasing the number of staff working at any one time to reduce the load per person 

2. supporting more senior staff rather than junior staff, allowing senior staff members to provide guidance and 
advice on uncommon situations in the workplace 

3. implementing technological solutions such as electronic aids, electronic medical records, knowledge 
portals and virtual assistance. 

Virtual staff were utilised by one health service in particular, a unique strategy that is expanded upon below. 

A number of health services adopted preventative approaches, identifying and addressing workload issues 
before they escalated. Due to the preventative nature of these strategies, it is difficult to derive a baseline 
figure of attrition to measure success. Additionally, several health services adopted multiple strategies 
simultaneously, which made assessment of individual strategy effects challenging. 

Improving job security 

Improving job security was one of the key strategies identified to improve staff retention. Health services 
found that staff were more likely to remain when they had confidence in the continuity of their employment. 

Approaches included: 

• Extending fixed term contracts or converting them to ongoing positions, gave staff greater 
peace of mind and security. Many employees who wished to continue at the health service had 
begun looking for new work due to a lack of job security. 

• Transitioning casual employees to permanent part-time roles led to similar improvements. 
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• Supporting international staff by ensuring appropriate visa and sponsorship arrangements, 
enabled them to continue working with the health service for a longer period and reduced 
attrition. 

• Retaining international graduates by offering employment within the health service after 
graduation reduced attrition. 

Time since implementation 

Most of the strategies described were ongoing initiatives. Of the 67 strategies submitted, 42 were still in 
progress at the time of reporting. These were either recently implemented or extended due to their initial 
success. 

In total, 17 programs were no longer active. Of these, some were time-limited initiatives that achieved their 
objectives and were awaiting renewal, while others had been discontinued after not delivering their 
intended results. 

The duration and timing of strategies varied considerably. Six programs began in 2020, during the early 
stages of the pandemic, while the majority began more recently – 23 in 2022 and 16 in 2023. 

This pattern suggests that many health services are prioritising short-term retention strategies to respond to 
workforce pressures intensified by the COVID-19 pandemic, while maintaining a focus on longer-term 
solutions 

Effectiveness and outcomes 

The following section outlines the strategies reported as effective by health services and summarises their 
observed outcomes. Many of the strategies were still being implemented or reviewed at the time of 
reporting, so outcomes should be considered indicative rather than conclusive. Several strategies 
demonstrated measurable success in reducing attrition and improving staff engagement. 

Flexible working arrangements 

Strategies that improved flexibility and work-life balance were among the most successful. Following 
implementation, many health services reported high staff retention, including long-term staff, resulting in 
preservation of institutional knowledge. While there was a slight reduction in overall hours worked for most 
staff members, there was still an overall increase in hours worked when compared to replacing staff with 
new hires. 

International recruitment 

Staff recruited internationally had higher retention rates compared to locally sourced staff. Although there 
were additional costs and requirements with international staff, these workers often filled roles with high 
turnover and difficult-to-recruit roles. For example, one health service recruited 151 international staff and saw 
successful retention of 148 of those staff 12 months later (98% retention rate). 

Employee wellbeing programs 

There were three major types of wellbeing strategies: 

1. on-site psychologist/counselling services, provided free of charge to staff 

2. strategies targeting specific groups of people that face additional hardships in the workplace, including 
people of colour, members of the LGBTIQA+ community, and women 

3. specified locations to provide respite to staff, such as lounges and lunching areas. 

These strategies reduced attrition by lowering staff stress, increasing happiness at work and reducing staff 
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burnout. Many programs achieved sustained success through high participation rates and positive feedback 
in staff wellbeing survey results. As a result, they have continued to receive support following their initial trial 
periods and, in many cases, have expanded beyond their initial scope. For example, one health service 
reported a decline in staff reporting ‘high stress levels’ from 26% to 19% in one year due to staff wellbeing 
programs. 

Employee recognition 

Employee recognition programs that championed staff commitment and contributions were also well received. 
These programs created a more positive working environment by showing appreciation for staff efforts. One 
health service reported that, among staff who left post-implementation, an increased number stated that they 
were happy with their role and had left for other reasons. Overall, employee recognition strategies led to a 4% 
reduction in staff reporting ‘high stress’ over a 12-month period. 

Improving opportunities for staff to specialise 

Allowing staff to focus on the parts of their work they find the most rewarding proved to be a highly effective 
retention strategy. One health service, for example, created dedicated midwife roles by separating 
midwifery from the general medicine ward. This change led to a marked improvement in the retention of 
midwives. 

Scholarships and bursaries 

While many financial incentives demonstrated limited success, scholarships and bursaries were a notable 
exception. This is largely because public sector financial bonuses and incentives cannot compete with 
those offered in the private sector. Health services reported that funded opportunities for further study were 
particularly valued by staff and contributed to improved staff retention. 

Redeployment of staff 

Redeploying staff into new or evolving roles, rather than making positions redundant, also proved effective 
in reducing attrition and was well received by health services. 

Upskilling current staff 

Staff who were offered opportunities to upskill – either via formal study or industry training programs – were 
more likely to stay. Retention remained high throughout study periods, and most staff continued working 
within their organisation after completing their training. For example, one program supporting enrolled nurse 
(EN) graduates to transition into RN roles reduced EN attrition from 50% to 0% in the year it was 
implemented. 

Support from senior staff 

When senior staff provided support to more junior staff, attrition rates dropped markedly, and staff reported 
feeling respected and heard by management. A positive secondary effect was a reduction in staff error 
rates, as junior staff felt comfortable asking for assistance from more experienced members of the team. One 
health service reported that 60% of staff felt that their clinical skills and confidence improved following 
implementation of this strategy. 

Supporting staff in rural areas 

Health services reported that rural staff members often felt under supported. Providing additional support 
and attention to staff in these areas led to an increase in retention rates, indicating the importance of feeling 
appreciated. Such strategies were quite common amongst health services and consistently demonstrated 
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success in strengthening workforce stability. 

Strategies with potential 

Strategies prompting staff who have retired or moved on to new ventures to return to the health service saw 
moderate success for short-term staffing. While returning staff were able to perform effectively compared with 
new recruits, they only returned for brief periods of time, limiting overall retention. 

Referral-based recruitment strategies also proved useful in filling vacant positions quickly with qualified 
candidates. Although early feedback was positive, most health services indicated that implementation was 
too recent to accurately assess long-term retention outcomes compared with other recruitment methods. 

Ineffective strategies 

Not all retention strategies produced successful outcomes. Many initiatives were still under review at the time 
of reporting and could not yet be classified as successful or unsuccessful. Some strategies continued beyond 
their initial implementation period due to partial or short-term success, while others were discontinued after 
failing to achieve the expected results. 

A commonly cited example of limited effectiveness was the use of retention bonus payments. Health services 
that provided a one-off cash bonus to staff who stayed for a set period reported that these incentives did not 
deliver the long-term results they were hoping for. In most cases, staff who intended to leave did so after 
receiving the bonus, while others were not influenced by the financial incentive at all. This led to high staff 
retention in the short term but not the long term. 

Implementation requirements 
All strategies had different implementation requirements depending on their design, workforce context and 
resource needs. This section outlines the key activities, communication approaches and organisational 
supports that contributed to successful implementation. 

Key activities 

Internal communications 

Effective internal communication was essential to staff awareness and engagement. Strategies were unlikely 
to succeed if staff were unaware of changes affecting them. Health services therefore used a range of 
communication methods, including: 

• print media – posters, flyers and newsletters 
• digital media – email, Teams and other internal communications platforms 
• social media – LinkedIn and internal staff social media 
• direct promotion – management promoting directly with staff, hosting events to advertise the 

initiatives (townhalls, lunches, morning teas) and staff sharing the information directly with other 
staff members. 

External communications 

Some strategies – particularly those focused on recruitment and public engagement – required external 
communications. Strategies included: 

• traditional media – such as news outlets, billboards, radio and TV 
• social media – targeted campaigns on LinkedIn, Facebook and Instagram 
• social advertising and events – targeted campaigns particularly effective for regional and rural 
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health services with strong community networks; attendance at careers and trade expos to help 
reach a wider audience 

• engagements with schools and universities – site tours and promotion through community clubs, 
places of worship, gyms, sporting facilities and concert halls producing a lot of community 
engagement and promotion of retention and recruitment strategies. 

Discussions with staff 

Open discussion with staff allowed employees to ask questions, express concerns and understand how 
changes would affect their work. Health services also found that including staff early in the process – by 
seeking feedback and adapting strategies accordingly – improved overall participation and program uptake. 
These strategies helped reduce stress around the changes, reduce resistance to change and increase uptake of 
the strategy. 

Collaboration with external parties 

Some strategies relied on collaboration with an external party for implementation. These partners 
commonly included educational institutions such as universities, government bodies, and consultancies or 
other private companies. While the involvement of external parties helped reduce internal resourcing 
requirements, it often came at a greater financial cost. 

Structure 

Several strategies required changes to team structures to enable effective implementation. In some cases, 
staff were reorganised into smaller, more specialised areas. These changes require organisational and 
human resource support to manage redeployment and ensure staff are appropriately placed. Similarly, 
redeploying staff into new roles rather than making positions redundant requires human resource support 
and involvement. 

Training programs 

The implementation of many strategies required staff who were motivated to upskill and continue learning. 
A lack of professional development opportunities was frequently identified as a key reason for staff attrition. 

Training programs generally fell into two categories: 

1. Management training – focused on strengthening leadership skills and workplace inclusion. This included 
sensitivity training to support groups who may require additional support such as, people with disabilities, 
members of the LGBTIQA+ community, immigrant populations, Indigenous Australians and 
neurodivergent peoples. It also improved succession planning, equipping managers to collaborate 
more effectively with staff. 

2. Staff training and upskilling – focused on changing policies around leave to support additional learning, 
including by providing exam leave and additional study leave, physical space for staff to conduct their 
learning and increasing opportunities for staff to undertake their study. 

Recruitment 

Many strategies focused on recruiting new staff with the goal of improving long-term retention. Health 
services reported two kinds of approaches: 

1. International recruitment – international staff had lower attrition than local staff and could be employed 
to fill skillset gaps. However, onboarding international employees required additional administrative 
support. 

2. Graduate and early-career recruitment – hiring directly from educational institutes also improved 
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retention rates and was a common target for recruitment strategies. 

Extending contracts 

Several initiatives targeted job security by offering extensions for interns and early career doctors, graduate 
nurses and early career allied health professionals. Human resources teams were required to implement 
this strategy, for example, to rewrite clauses and reissue contracts with new dates, or clauses. However, 
these strategies carry some risk if health services don’t contract the right staff. 

Financials 
Many strategies involved a financial component, either as a direct financial incentive or some form of financial 
support for their implementation. Examples included scholarships, bursaries and retention bonuses, which 
were either provided directly or supported by a health department. Further detail on the financial aspects of 
these incentives is provided in the section below. 

Many initiatives were associated with financial costs, either due to the time and materials required to 
implement them or due to direct, per-use costs of incentive programs. Project timelines were also impacted 
by funding availability and approval processes. 

Health services reported 39 programs that included financial incentives. These covered a large range of 
actions, such as bonuses, scholarships, bursaries, relocation incentives and gifts. Thirteen of these 
programs received government funding, which correlated with the uptake of programs. 

The most common incentives were scholarships or bursaries (eight programs), relocation incentives 

(eight programs) and financial bonuses (five programs). Many financial incentives saw high success rates, 
with staff responding well to this approach to retention. Financially supported initiatives showed mixed 
results. While some strategies, particularly those funding education or training, delivered strong outcomes, 
others, such as one-off cash bonuses, produced only short-term improvements in retention. 

Financial incentives 

Successful incentives shared several characteristics, described below. 

Educational incentives 

Some programs included strategies focussing on facilitating staff access to further personal development 
and education opportunities. These included the provision of grants, scholarships and bursaries or 
compensation for the costs of educational materials. Staff frequently identified a lack of learning 
opportunities as a reason for leaving, so funding further study improved job satisfaction and retention. 

Monetary bonuses 

Direct cash bonuses were used to support relocation of staff to areas of unmet demand and cash bonuses 
for referral of new staff. Cash rebates covering commuting costs were also implemented in some cases to 
encourage participation of staff from a wider geographical range. While retention bonuses (for staff 
members who remain within a health service for a specified period) were effective in the short term, staff 
who were intending to leave the health service still did so following the payment of their bonus. 

Gifts and recognition 

Some programs offered gifts, such as shopping vouchers and travel vouchers, or events, such as lunches 
and morning teas, to show appreciation to staff members for their work. 
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Additional leave entitlements 

Health services also offered additional forms of leave, such as mental health leave, additional parental 
leave and study/educational leave. These additional leave entitlements improve the work life balance of 
staff members. 

Costs of implementation 

The financial costs of implementing projects varied widely between health services. Some organisations 
provided detailed costing breakdowns, while others noted no additional expenses. 

Forty-one programs stated there were no additional direct costs of implementation, although this may have 
excluded time and labour costs. Therefore, while some strategies indicate ‘no cost’ there is an inferred 
opportunity cost associated with every strategy no matter how minor. 

Among the 25 strategies that provided detailed cost data, the average monthly cost was approximately 

$27,000 however some strategies indicated costs as low as $50. Larger health services tended to report 
higher costs for similar projects due to scale. 

Due to these factors, the report does not provide a standard cost estimate for implementation. Instead, 
each health service should assess the likely financial implications of adopting similar strategies, taking into 
account its workforce size, priorities and available resources. 

Challenges 
Each project reported specific challenges during implementation, ranging from staffing the project to getting 
executive buy-in. The following themes were consistently identified across health services. 

Staffing projects and initiatives 

Successful implementation required staff to plan, deliver and evaluate each project. This often meant 
redeploying internal staff movement, assigning additional responsibilities to existing staff, hiring new staff, 
or employing an external company to manage project implementation. Some projects required specific skills 
and knowledge that would be costly and challenging to acquire in the market, leading internal recruitment to 
generally be the preferred approach. However, each method was associated with its own costs, benefits 
and challenges. 

Resources 

Most health services reported that limited funding and administrative resources constrained project delivery. 
Some organisations had to take shortcuts to finish the project with the available funding. The administrative 
workload – such as preparing collateral, evidence, detailed and approval documentation – often delayed 
the project or placed additional pressure on teams. 

Currency of information 

Several services noted the importance of timely information and up-to-date data when designing retention 
strategies. If implementation was delayed for too long after identifying an issue, the strategy sometimes failed to 
address the problem effectively. Projects needed to ensure that the evidence base remained relevant to the 
problem at the time of implementation. 

Connectivity 

Connectivity issues, particularly in rural areas, are a challenge that needs to be considered in the planning 
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phase of the strategy. If a solution is connectivity reliant, then appropriate measures need to be put in place 
to ensure that the solution will work as intended in the area(s) of implementation. 

Time constraints 

Many projects were subject to strict funding deadlines, which placed constraints on the team. Appropriate 
planning is required to ensure the solution can be delivered in the appropriate timeframe. 

Uptake of programs and strategies 

Some initiatives encountered challenges in gaining support from both management and end users. Without 
leadership endorsement, funding, promotion and implementation of the solution can be difficult and slow. On 
the other hand, if the buy in challenges those whom the solution attempts to assist, there can be barriers to 
successful change, including poor response rates, push back from staff and lack of engagement. A common 
example reported by health services involved the introduction of flexible staffing hours for nurses. While 
designed to give nurses greater control over their working hours, these efforts resulted in challenges getting 
staff to fill undesirable shifts such as night shifts. As a result, health services faced scheduling gaps and 
inconsistent staffing coverage. 

Example strategies 
Health services developed several unique strategies that fell outside the main thematic categories described 
in this report but demonstrated strong potential for improving retention and workforce capability. The 
following examples illustrate creative and effective approaches to improving staff attrition. 

Virtual nurse assistants – supporting staff 

With increasing numbers of early career nurses entering the workforce, one health service implemented a 
virtual nurse assistant (VNA) to provide additional clinical support. The program connected bedside nurses 
with experienced remote clinical nurse coordinators who offered virtual guidance on the functions of general 
assessment, triage, emergency department-focussed assessment and reassessment, treatment and care. It 
also supported nurses transitioning into rural or regional roles for the first time as well as nurses working 
temporarily in a health service (such as agency nurses). 

Implementation required a full-time project manager and several clinical nurse coordinators, with a total 
project cost of around $500,000. The tasks required in the implementation of this project included: 

• establishing a steering committee to provide governance over the project 
• developing a training and education plan to enable clinical skills and virtual technology adoption 

at an intermediate level for the clinical nurse expert and frontline clinician 
• delivering foundational training module(s) to standardise assessment processes between the 

clinical expert and frontline nurse 
• evaluating the model and program outcomes.  

The service identified three main challenges: 

1. adoption and utilisation of the technology by staff 

2. connectivity of health service sites to the network 

3. change management across health services. 

User feedback was overwhelmingly positive, with satisfaction scores averaging 4.75/5. The service also 
reported high uptake among rural and early career clinicians, and early evidence that agency staff were 
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returning for extended placement due to the support they received from the VNA service. 

Standalone midwifery unit – employee specialisation 

A rural health service sought to improve retention among midwives by creating a standalone midwifery unit 
separate from their standard inpatient units. This change enabled midwives to work exclusively within their 
speciality area, improving job satisfaction. This project helped to build capacity and leadership within maternity 
services. 

The project cost was approximately $100,000, covering business case development, community consultation 
and operational transition. Key implementation activities included: 

• developing a business case that detailed financial impacts 
• consulting with the affected community 
• obtaining support and endorsement from the board 
• appointing a manager for the new unit and standalone midwifery positions 
• involvement the Australian Nursing & Midwifery Federation (ANMF), including a change impact 

statement and consultation on the split of the units. 
Despite initial challenges, such as startup costs, operating costs and negotiations with industry 
representatives, early outcomes were positive with an increase in internal and external applications. 

Strategies supporting early-career staff 

Three health services implemented initiatives aimed specifically at supporting early career staff, expanding 
graduate programs and providing clarifying career pathways. The initiatives focused on transition, 
resilience, authentic leadership, commitment and support. By providing extra support to these staff, they 
were able to learn and grow in the health service and hence were less likely to seek this leadership and 
growth in other health services. 

Key implementation elements included: 

• revising contracts for graduates and interns 
• increasing the number of supernumerary staff to assist newer staff members 
• offering dedicated rotations for early career staff to explore their areas of interest 
• developing managerial frameworks to support the more flexible roles of early career staff 
• consultations with educational institutions to assess the effectiveness of the program(s). 

These strategies faced challenges such as securing additional staff when required, management workload, 
and difficulty accommodating the requirements of all staff due to personal differences and requirements. 
However, outcomes were highly positive. One health service reported a retention rate of approximately 
90% and another reported a drop in their attrition rate from 50% to zero upon program implementation. This 
demonstrates that flexibility and support were major drivers for staff retention. 
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Conclusion 
Health services across Australia have implemented a diverse range of strategies to improve workforce 
retention, from financial incentives to staff wellness plans. While financial incentives have delivered positive 
short-term outcomes, the evidence suggests that longer-term retention is better achieved through strategies 
that help staff feel valued, supported and able to grow into future roles. 

Health services found that the uptake of strategies was often challenging, particularly in high pressure 
environments. Reducing staff burnout and workplace stress emerged as a prerequisite for the success of 
other strategies, with staff wellbeing improvement consistently linked to lower attrition. 

These findings also indicate a need for systematic evaluation of strategies through cost-benefit analysis. This 
would enable health services to more effectively measure, compare and rank the effectiveness of different 
initiatives across health services. 

Many services also provided information related to recruitment and workforce acquisition rather than retention. 
Although retention strategies can mitigate workforce pressures, they cannot fully resolve understaffing that is 
already present. 

Responses were predominantly received from health services in New South Wales and Victoria, with fewer 
contributions from regional and rural areas. Many of these organisations reported that their immediate focus 
remains on securing the right staff, with retention efforts being strengthened once workforce stability is 
achieved. 
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Appendix 3b. Innovative models to address acute, pandemic-related workforce 
pressures – summary collection form 

Summary collection form 
Thank you for completing this form for the Health Workforce Intelligence Tiger Team (WITT) Project 1.3. The 
purpose of this template is to collect examples of retention and re-entry incentives and strategies across the 
jurisdictions implemented between 2019 and now. 

Please: 

• Use the example descriptors in the template to guide a consistent understanding of information 
requested across jurisdictions. Key definitions are provided below the template. 

• Complete a separate form for each retention and re-entry strategy. 

Retention and re-entry strategy summary 

Name of strategy  

Targeted setting/s for use of the workforce (Pls delete options that do not apply or comment 
as appropriate) 
• Community Facility 
• Public Health Facility 
• Private Health Facility 
• Private/NGO Facility 
• Home based 
• Statewide 
• Multiple (Pls list) 
• Other (Pls Comment) 

Location • Name of specific hospital/service 
• Regions (i.e., LHN) 
• Statewide 

Workforce/s involved 
(Please delete options that do not apply and write the 
specialty for each profession involved as indicated) 

Profession Sub/Specialty 

Nurse/Midwife  

Medical Practitioner  

Allied Health professionals  

Registered Health 
Professional (other than listed 
above) 

 

Non-Registered Health 
Professional 

 

(Retired) Registered Health 
Practitioner 

 

(Retired) Non-Registered 
Health Practitioner 

 

Other (Please Comment)  
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Name of strategy  

Provide a short description of the strategy including its 
purpose (e.g., to build capacity, fill need, support potential 
future need)? 

Click or tap here to enter text. 

Were financial incentives (e.g., scholarships and bursaries) 
used in the strategy? If so, please describe briefly 

Click or tap here to enter text. 

Implementation activities & requirements Click or tap here to enter text. 

Implementation costs Please include communication strategy. 

Challenges to implementation? Click or tap here to enter text. 

Why was the strategy needed? Click or tap here to enter text. 

Duration (Dates in use) Please list dates the strategy was being 
implemented (date-to-date). 

Comment regarding the effectiveness/reception of the 
strategy 

Attach program evaluation if available 
Were the intended outcomes achieved? 
Did the program have unintended (beneficial or 
adverse) consequences? 

Outcome Program continuation 
Expansion/extension of funding 
Program cessation 
Program review in progress. 

Attachment Please attach available additional information 
(e.g., program 
overview, webpage, brochure, government 
paper). 

General Comments Click or tap here to enter text. 

Key definitions: 

Strategy 

A plan designed to achieve long-term overarching goals. 

Subspecialty /specialist 

A specialist has completed an accredited medical degree and vocational training in a chosen medical field 
and has gained registration with the Medical Board as a specialist. 

A subspecialist practitioner focuses on one aspect of their discipline, for example, a general practitioner 
who only works in a skin or travel clinic, or an allied health practitioner who only works with patients with a 
specific range of diagnosis or health problems. 

Communication strategy 

A communication strategy is a two-way process that involves clear messages, delivered via appropriate 
platforms by the government/relevant body that is tailored for diverse and targeted audiences. 
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