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Abstract

To manage the challenges associated with increasing costs and demand for healthcare, administrators often propose a re-
structure of the workforce to gain more efficiencies. However, this can have detrimental impacts on professions such as
allied health if the uniqueness of this workforce is not taken into consideration before, during and after re-structuring. In the
dynamic setting of public hospital bed-based services, allied health is highly complex, consisting of diverse professionals
(e.g., audiology, physiotherapy, occupational therapy, podiatry, pharmacy, dietetics, social work, and speech pathology),
each requiring different technical expertise, training pathways, professional governance, and accountability. This case study
evaluates the outcomes of a re-structure of allied health professionals working in bed-based services who transitioned from
a matrix to a centralized structure of service delivery. Qualitative data were collected in a survey across three years to gain
the perceptions from allied health staff about the impacts of the new structure. The results demonstrated that a centralized
profession-based structure with single points of accountability was superior to a matrix structure in this context. The benefits
identified included improved governance, administration efficiencies and cost-savings gained by having the budget and pro-
fessional management aligned. This resulted in improved workforce planning and flexibility that delivered care to patients
based on clinical priority. Further benefits included professional skills training pathways and succession planning across
clinical specialties which enhanced career opportunities, all of which improved wellbeing and morale. These findings add
to the sparse research pertaining to the components (structural, human and systems) to consider when incorporating allied
health professionals in a proposed organizational design and the contingencies they require to operate successfully within
certain contexts.
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Introduction

To manage challenges associated with increasing costs
and demand for healthcare, administrators have been look-
ing for more efficient approaches in delivering quality care
and enhancing performance. A common approach aimed at
improving overall performance in many large organizations
such as public hospitals has been to re-structure. However,
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past evidence has suggested that implementing structural
change without due consideration of the unique requirements
of health professionals such as allied health employees can
have negative implications (Braithwaite et al. 2006; Law and
Boyce 2003; Mickan et al. 2019). A review of allied health
professionals (AHPs) working in Victoria, Australia con-
cluded that there is no one best structural model for AHPs
as they are a support workforce that connects and contrib-
utes to local priority requirements and systems (Buchan
and Law 2016). Consequently, avoiding the ‘one size fits
all” approach is critical when an organization proposes a
new structure that involves AHPs (Braithwaite et al. 2006;
Law and Boyce 2003). This is the basic premise of organi-
zational design theory which recognizes that there is not just
one most suitable solution for organizing and that different
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organizations are not equally effective or efficient (Galbraith
1973; Burton and Obel 2018).

Organizational theory is defined by Jones (2013) as the
“study of how organizations function and how they affect
and are affected by the environment in which they operate”
(pp- 30). The focus of organizational theory is to understand
how to organize people and resources in order to achieve
the organizations objectives (Greenwood and Miller 2020).
Hence, in order to achieve its goals, the organization needs
to focus on both structure and culture. Additionally, organi-
zational design is about how and why various functions are
chosen and puts pressure on individuals and work groups to
behave in certain ways. Therefore, if the proper balance is
not achieved, this can have significant impact on the organi-
zation’s performance (Jones 2013).

The multi-contingency theory of organizational design
developed by Burton and Obel (2004) explains this further,
by relating variations in organizational design to variations
in the situation of the organization (i.e., its contingencies),
which they conclude should be chosen based on the par-
ticular context. Furthermore, the description of the context
should be multi-dimensional, including structural com-
ponents (i.e., goals, strategy, structure, and tasks), human
components (i.e., leadership, work processes, and people)
and coordination (i.e., control systems, decision systems,
information systems, and incentive mechanisms).

In this view, organizational design is more a process
than a structure that is constantly adapting and evolving and
planning for contingencies that may arise (Burton and Obel
2004). Further, the design of an organization shapes the flow
of information, resources, and support, which effectively
determines the powerholders (Myers 1996). Allied health
employees are a good example of when the power imbal-
ance in large healthcare organizations can create perceptions
of inequitable treatment and lead to workers feeling disen-
franchised. Even though AHPs constitute the second largest
workforce within the health industry in Australia and make a
significant contribution to health improvements, this contri-
bution remains under recognized due to much of the health
policy and funding focused predominantly on medicine and
nursing (Buchan and Law 2016). Subsequently, AHPs are
often not visible enough on the health policy agenda and
there is little evidence available regarding their cost benefit
and value. Consequently, there has been a relative lack of
examination of the allied health workforce and how they
contribute and influence in healthcare organizations. This
has resulted in organizational designs that have minimal
consideration given to AHPs and the contingencies that
may impact their performance and wellbeing, which has
ultimately resulted in unfavorable outcomes (Boyce 2006;
Robinson and Compton 1996; Turato et al. 2023).

While there is some debate on the correct definition of
this workforce (Turnbull et al. 2009), according to the Allied
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Health Professions Australia (AHPA, 2022), they are con-
sidered as health professionals that are separate to medicine,
dental and nursing and provide specialized support across
a variety of health services. Typically, these include audi-
ology, dietetics, exercise physiology, occupational therapy,
pharmacy, physiotherapy, podiatry, psychology, radiography,
social work, and speech pathology. They usually operate
autonomously and practice in an evidence-based paradigm,
using an internationally recognized body of knowledge to
provide optimal patient outcomes (AHPA, 2022).

The focus of AHPs in public hospital bed-based services
is to work within a multidisciplinary team that delivers a
coordinated approach to patient care (AHPA, 2022). This
fast-paced context requires AHPs to make rapid clinical
decisions frequently and be adaptable and flexible across
clinical areas when under pressure to meet clinical demands
(Philip 2015). They require highly technical knowledge
and skills to deliver care in this setting (e.g., social worker
organizing crisis accommodation, physiotherapist manag-
ing a severe respiratory condition to avoid an admission to
the intensive care unit, occupational therapist fabricating a
complex hand splint following trauma surgery, pharmacist
assisting the medical team with medication management and
dosage for acutely unwell patients). These types of pres-
sures distinguish a public hospital bed-based setting from
a community or primary care setting, in which the client
group is not in the acute stages of treatment or requiring
highly technical expertise from AHPs (Philip 2015). The
relatively limited evidence suggests that for AHPs to func-
tion optimally in public hospital bed-based services requires
an efficient and effective organizational design that takes
into consideration both the multi-faceted nature of the allied
health workforce and the layers of professional and clinical
governance required to manage them effectively.

Given the specific needs of AHPs working in this sector
of the hospital, this case study provides distinctive insights
from AHPs, to better understand their operating require-
ments. This is important for hospital systems to understand
if they are proposing to re-structure with the aim of deliv-
ering more efficient, sustainable, and effective services.
Not taking into consideration the unique requirements of
AHPs to function optimally and treating them the same
as nursing and medicine is likely to result in poorer out-
comes and impact performance (Turato et al. 2023). One
of the key differences of AHPs when compared to nursing
and medicine is the need for each individual allied health
professional to navigate multiple identities with respect to
their profession, the overarching allied health structure and
alignment, and their inter-professional teams (Porter and
Wilton 2020). The diversity of AHPs, each with different
technical expertise, training pathways, sectors of practice
and professional governance, makes AHPs working in
hospital bed-based services highly complex. Therefore,
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as healthcare becomes increasingly complex, requiring
seamless interdisciplinary teamwork and maximal return
on investments in the health workforce, it is critical that
the organizations in which AHPs work have considered the
structural, human and system components of their design
so that the widespread potential AHPs represent is fully
realized (Australian Health Workforce Advisory Commit-
tee 20006).

In this study, the insights and experiences of hospital
bed-based AHPs who were involved in a transition from
a matrix to a centralized allied health structure were
explored. The focus of the research was a large multi-
site Australian public hospital and health service with
five clinical orientated groupings (i.e., medical, surgical,
women’s and children’s, community, and mental health).
In 2017, the organization expanded to tertiary level ser-
vices with the addition of a new hospital. In prepara-
tion for this, AHPs were dispersed into each of the five
clinical groups under the management of a medical and
nursing director. However, the matrix structure did not
deliver upon the anticipated outcomes for AHPs working
in the medical and surgical clinical groups with a range of
unfavorable concerns reported (e.g., ambiguity, reduced
workforce flexibility, increased cost, and low morale). Fol-
lowing consultation with key stakeholders and AHPs, a
centralized allied health structure was implemented for
AHPs working in the medical and surgical clinical units.
To measure the outcomes, qualitative data were collected
through an online survey in June 2020, 2021 and 2022
through open-ended questions and confirmatory meetings
to verify generated themes.

This paper presents the findings of this iterative process
and highlights the importance of implementing the ‘right
structure’ which has the appropriate governance and sup-
port systems for AHPs working within hospital bed-based
services. Further, it demonstrates the importance of health-
care administrators needing to be well informed about the
complexities of AHPs before they consider embarking on
structural change that incorporates AHPs in this context.
This research contributes to relevant theory and practice by
providing a deeper understanding of the type of structure
and functions that may enhance AHPs experience of work-
ing in hospital bed-based services. Furthermore, the paper
emphasizes that the unique contextual nuances of the work
of AHPs are often overlooked during a re-structure, and this
can have detrimental outcomes (Turato et al. 2023). Given
there is limited empirical research about AHPs re-struc-
turing in public hospital bed base services, understanding
the experiences and insights of AHPs going through struc-
tural change, adds to the evidence that may enhance future
structural re-organizations pertaining to this workforce and
further maximize their potential and productivity in public
hospital settings.

Background/theory
Organizational theory

Organizational theory has developed over three eras’, with
early organizational theorists classifying organizational
structures as either mechanistic or organic (Anand and
Daft 2007). The first era predominantly adopted mecha-
nistic structures during the mid-1800s to the late 1970s
and were designed for stable and simple organizational
environments with low to moderate uncertainty. They
were described as self-contained, top-down pyramids
containing internal organizational processes that took in
raw materials, transformed them into products which were
then distributed to customers (Anand and Daft 2007). The
second era included organic organizational structures and
systems which were designed for unstable, complex, and
changing environments, which mechanistic structures
could not manage. This era gained momentum in the 1980s
and extended through the mid-1990s and incorporated
horizontal organic organizational designs with a flattened
hierarchical, hybrid structure and cross-functional teams
(Daft 2016).

A third era formed in the mid-1990s and extends to the
present day, being driven by factors, such as the internet,
global competition with low-cost labor; automation of sup-
ply chains and outsourcing of expertise to speed up pro-
duction and delivery of products and services. During this
period, structures evolved, including the functional, divi-
sional, matrix, global geographic, modular, team-based,
and virtual (Daft 2016). Given this case study focuses on
the centralized divisional and matrix structures, a brief
outline of each will be covered next.

The divisional structure incorporates several func-
tional departments grouped under a division head. Each
functional group in a division has its own marketing,
sales, accounting, manufacturing, and production team.
The advantages include, each specialty area can be more
focused on the business and budget; employees understand
their responsibilities; improved efficiencies of services;
and easier coordination due to all the functions being
accessible. The disadvantages of this structure include
divisions becoming isolated and insular from one another
and different systems, such as accounting, finance, and
sales, may suffer from poor and infrequent communication
and coordination of the organizations mission, direction,
and values (Daft 2016).

The matrix structure is an organic structure aimed at
responding to environmental uncertainty, complexity, and
instability (Burton et al. 2015; Daft 2016). The matrix
structure originated at a time in the 1960s when the United
States aerospace firms contracted with the government.
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Since that time, this structure has been imitated and used
by other industries and companies since it provides flex-
ibility and helps integrate decision-making in function-
ally organized companies. The matrix design has formal
authority along two dimensions: employees report to a
functional, departmental boss and simultaneously to a
product or project team boss. This dual reporting has been
described as one of the significant weaknesses of matrix
structures due to the confusion and conflicts employees
experience in reporting to two bosses. Hence, a detailed
design of the decision-making process at each junction
point is required for a successful matrix organization (Bur-
ton et al. 2015; Daft 2016). Further, to be successful a
matrix structure requires important contingencies, such
as climate, leadership, knowledge sharing, information
technology and incentives that are correctly designed and
aligned with one another (Burton et al. 2015). The next
section will briefly outline specific allied health structural
approaches and summarize the implications for the provi-
sion of care by AHPs reported in literature.

Allied health models

During the mid-1990s, AHPs were commonly incorporated
into the emerging organizational structures in healthcare,
with a growing body of research being published about the
impacts on AHPs (Law and Boyce 2003). It is generally
recognized that allied health structures can be classified into
four types: (1) the traditional medical model, (2) division of
allied health, (3) clinical matrix and (4) integrated decentral-
ization model (Boyce 1991). The traditional medical model
is where individual profession-based departments report
to a medical director (Boyce 1991; Law and Boyce 2003).
This model is common practice in many smaller hospitals
in which there are small numbers of AHPs. However, the
model is rare in larger hospital settings in Australia where
there are high employee numbers within each profession
requiring professional governance and oversight (Boyce
2006).

In the allied health division model (i.e., centralized
profession-based structure), a director of allied health is a
member of the executive leadership group and AHPs are
centralized into one division (Boyce 2001; Law and Boyce
2003). The main advantages of this model are argued to be
improved communication flow between senior management
and departmental managers, and it positions allied health as
having more status and a collective identity (Boyce 2001).
Disadvantages purported are the concentration of power in
management, competition between the professions and less
identification with a whole of organization view (Boyce
2001).

In healthcare organizations implementing the matrix
structure involved giving financial control to clinical
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units and services being organized around patients rather
than providers (Braithewaite et al. 2006; Law & Boyce
2003). This resulted in dispersing individual AHPs into
clinical units with a dual authority relationship between
professional and operational reporting lines (Boyce 2006).
Often, an allied health advisor position at the executive
level is appointed to address allied health issues occurring
within the clinical sub-units (Boyce 2001). In the public
hospital setting, literature suggests that a matrix structure
delivers multiple benefits, such as reduced hospitaliza-
tion time and costs, better accessibility for patients, and
improved coordination of care (Braithwaite et al. 2006;
Burton et al. 2015; Callan et al. 2007; Mueller and Neads
2005). The aim of including AHPs was to encourage bet-
ter collaboration and cooperation across the multidiscipli-
nary team (Porter and Wilton 2020). However, the grow-
ing evidence available reports many negative outcomes,
including operational inefficiencies, loss of professional
identity, ambiguity over dual reporting lines, low morale,
poor job satisfaction and negative impacts to service deliv-
ery (Braithwaite et al. 2006; Callan et al. 2007; Porter and
Wilton 2020; Robinson and Compton 1996; Turato et al.
2023).

The hybrid model classified as the integrated decentrali-
zation model is a combination of the allied health division
and matrix structure (Boyce 1991). In this structure, allied
health budgets remain under the control of allied health;
however, clear documentation of how AHPs will provide
care to each of the clinic units is often required. In this
model, it is suggested that collaboration brings benefits of
transparent operational and strategic planning, including
the ability to implement research, clinical education, indi-
vidual staff development and professional specific quality
clinical services (Mueller and Neads 2005). However, this
model requires good relationships between key stakehold-
ers to ensure its viability.

The allied health models described above provide a
brief overview of each with some demonstrating more
potential advantages for AHPs. While the insights avail-
able on the impacts of structural change on AHPs is grow-
ing there is still limited research about the impacts for
AHPs going through such change. In this study, the per-
ceptions and experiences of AHPs who have transitioned
from a matrix to a centralized allied health structure within
public hospital bed-based services are explored. The aims
of the study being to first add to the current gap in knowl-
edge about factors that may mitigate negative experiences
of AHPs when hospital administrators are considering a
re-structure in this setting. Second, what structures and/
or supporting strategies are required to meet the complex
needs of AHPs working in this dynamic context. Hence,
this case study addresses the following research question:
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RQI1: What are the insights and experiences of AHPs
transitioning from a matrix to a centralized profession-based
structure within public hospital bed-based services?

Research context and case background

The region in Australia in which the study took place is
described as peri-urban with an estimated population of
400,000 people in 2022. It is the fifth most populated area
in Queensland and has grown steadily at an average annual
rate of 2.4% year-on-year since 2018. It is a center for tour-
ism, attracting more than 3.2 million visitors each year. The
economy has outpaced most other regional economies in
Australia in terms of growth over the last 15 years across
several key sectors including healthcare, education, finance,
and professional business services (Connection Australia
2023). The case study research occurred at a multi-cam-
pus hospital and health service, with a new tertiary facility
opening in 2017. This facility provides tertiary level ser-
vices to the community and the clinical capability to care
for highly complex inpatient and ambulatory care services.
The health service is an independent statutory body gov-
erned by a Board under the Hospital and Health Boards Act
2011. The health service operates according to a service

agreement which identifies the services to be provided,
funding arrangements, performance indicators and targets
to ensure the expected health outcomes for the community
are achieved.

To prepare for this expansion, the allied health workforce
(approximately 600 staff) was integrated into the broader
organization’s matrix structure in 2014. The organization
believed this would support a multidisciplinary culture
that was collaborative, reduce service gaps and improve
consistency of allied health services. This in turn would
involve AHPs in clinical directorate operational planning
and improve the reporting of AHPs performance. The indi-
vidual AHPs were assigned to one of five clinical orientated
service groupings. These five groups were medical, surgical,
women’s and families, mental health, and community. Medi-
cal imaging and pharmacy remained as standalone groups
that reported operationally and professionally to a director of
those professions. Each director subsequently reported to the
service director in the medical group. The new tertiary facil-
ity provided the hospital and health service with a total bed
count of approximately 884 beds in 2018, which increased
to 1032 beds by 2022. The staffing grew from approximately
4500 full time (FTE) equivalent employees to 6500 in 2022
with an operating budget in the 2021-22 annual report of
1.45 billion dollars.
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Clinical Services
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v a--
; = ] 5 ] ]
v Women's and Community Sargical MentalHelth Medical Serv ices
Dietetics - Families Service Group . Service Group . Serv ice Group Group I
Service Group
E Psychology - ¢ Service Director o Service Director . ¢ Service Director ¢ Service Director o Service Director
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Fig. 1 Allied Health organizational chart following alignment to the matrix-oriented clinical directorate structure
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A consequence of the matrix structure was that the
allied health executive lead and professional director roles
were abolished. Figure 1 illustrates that these roles were
replaced by allied health operational manager roles for
each service group that were part of the multidisciplinary
service group leadership team and a clinical director of
allied health role which provided overall professional lead-
ership for allied health.

The AHPs in the matrix structure reported operation-
ally to an allied health manager and professionally to a
professional leader role (i.e., horizontal gray line in Fig. 1)
that did not have operational or budgetary responsibil-
ity. This resulted in many AHPs having dual reporting
responsibilities to either an allied health manager or lead
for operational requirements and a professional lead for
professional governance (Turato et al. 2023).

The structural change to a matrix alignment was met
with a range of negative consequences particularly within
the medical and surgical groups (Turato et al. 2023). Some
of these included confusion over reporting lines with mul-
tiple conversations needed to resolve workforce matters.
Another included increased costs and inefficiencies due to
more administration (e.g., several AHPs were aggregate
employees with more than one position number for each
clinical unit they were working for, with some staff hav-
ing up to four position numbers). The increase in position
numbers multiplied the paperwork involved to manage the
employee, hence increasing the cost, time, potential errors,
and re-work required. This led to limited opportunities for
staff rotations and career opportunities due to the admin-
istration needed to manage this. Others included limited
growth in staffing levels due to the budget being owned
by each clinical unit and often allied health staffing was
not advocated for or understood by the clinical unit (e.g.,
decisions about increasing allied health FTE and in which
profession often had no robust planning or reasoning). A
further concern raised by AHPs was the overall voice of
allied health in the organization was minimized due to
the matrix structure, which resulted in AHPs reporting a
perceived lower status within the organization. All these
factors ultimately led to lowered morale and wellbeing
being reported (i.e., public sector employee opinion survey
results from 2017 to 2019).

The negative impacts reported led to a strategic decision
to implement a centralized allied health structure by amal-
gamating AHPs in the medical and surgical groups. The pos-
ited aims of the shift back to a centralized structure included:

e Reduce patient risk through an enhanced discipline lens.

e Decrease confusion over reporting lines and improved
communication.

e Decrease duplication of tasks for AHPs within each ser-
vice group.
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e Improve flexibility to mobilize AHPs based on clinical
priority.

e Improve governance and accountability for AHPs.

e Decrease administration time and structural inefficien-
cies.

e Improve support to the facilities outside of the tertiary
facility.

e Improve the ability to implement new models of care,
innovation, and research.

The centralized allied health structure commenced in
January 2020 and re-introduced what had been dismantled
in 2014. The structure abolished the professional lead and
allied health manager roles and created professional director
roles that were responsible for both operational and profes-
sional requirements. The clinical director allied health role
was re-aligned to an executive director allied health role
which reported to the chief executive. Figure 2 illustrates
the organizational chart for the centralized allied health
structure.

Study design

This research presents qualitative data that were collected
through an open-ended questionnaire using an online survey.
The questions focused on why and/or how AHPs perceived
the new centralized structure and was repeated annually for
3 years (i.e., 2020, 2021 and 2022). Follow-up confirmatory
meetings with each profession were also conducted to con-
firm the themes derived from the survey feedback.

The survey asked participants to consent for their data
to be used for research. Participants who did not provide
consent were removed from the final research analysis. The
study was conducted according to the guidelines of the Dec-
laration of Helsinki and approved by the Ethics Committee
of The Prince Charles Hospital, Queensland Health Human
Research Committee (HREC 18/QPCH/238 on 30/08/2021).

Participants/data collection

Table 1 provides the types of professions and number of staff
who consented to participate in the study. The new allied
health structure incorporated hospital bed-based services
within the Medical and Surgical groups with a total FTE of
approximately 400 by 2022. During the planning phase of
the study, staff expressed concern over being identifiable if
they participated in a survey. For example, the professions
with small numbers of staff (i.e., audiology, podiatry, psy-
chology) perceived they could be identifiable if they were
asked to disclose gender, age range, years in the profession
/ organization, level of education etc. Therefore, to encour-
age increased participation, demographic data were kept to



Journal of Organization Design

Health Service
Chief Executive

| Executive Director
Allied Health

v

Recreaticn Officer

Reporting key:
Operational ————

Professiomal ——————

Fig.2 Allied Health Centralized Structure

Table 1 Number of participant who completed the survey in each
profession across three years

Profession 2020 2021 2022
Administration 5(16) 7(17) 3(18)
Allied Health Assistant 7(22) 3(23) 5(24)
Audiology 1(3) 1(5) 0(5)
Nurtrition & Dietetics 13 (36) 937 11 (37)
Occupational Therapy 27 (61) 24 (62) 21 (63)
Pharmacy 0 (100) 0 (101) 16 (103)
Physiotherapy 27 (72) 36 (74) 24 (78)
Podiatry 2(5) 2 (6) 29
Psychology 6(11) 7(11) 7(11)
Social Work 16 (37) 10 (39) 24 (43)
Speech Pathology 7(12) 7(14) 7(13)
Total 94 90 96

“The total number of employees in each profession is indicated in
brackets for each year

a minimum, with the focus of the survey being on gaining
qualitative feedback on the structural change.

This sector of the workforce is typically made up of a
range of staffing levels from assistants, new graduates, base

grade, senior, advanced and management levels. The staff
who took part within each profession are typically repre-
sentative of the professional roles that work in this sector.
Not surprisingly, the professions of physiotherapy, occupa-
tional therapy and social work have higher numbers of cli-
nicians working within bed-based services and hence have
higher representation in the survey results. Additionally, the
total number of employees who participated in the survey by
profession is indicated in brackets in Table 1 to demonstrate
how representative the sample is of the total population for
that profession.

The profession of pharmacy was initially not included in
the new centralized structure. This profession was incorpo-
rated into the new structure in 2021, but after the 2021 sur-
vey was administered. This would explain the no response
rate from this profession in 2020 and 2021, but a higher
completion rate in 2022. Medical imaging was not incorpo-
rated within the new allied health centralized structure and
did not participate in the survey.

The response rate ranged from 25% (2020), 23% (2021)
and 24% (2022) across the three years. This is a comparable
response rate to a similar study published by Porter & Wil-
ton (2020) on professional identity, in which they collected
data following an organizational re-structuring in which
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AHPs were integrated into a matrix structure, within a large
multi-site health network in Victoria, Australia. The survey
response rate for each survey conducted pre and post was
23.4% and 20.8%.

The survey asked two open-ended questions about
what AHPs perceived to be the barriers or issues regard-
ing the centralized structure and what they believed were
the enablers or suggestions to improve the implementation.
In addition, participants were asked to provide feedback
on the structural change against the aims and reasons for
implementing the change (see Appendix 1 for a copy of the
survey).

Data analysis

To analyze the narrative data, a manual thematic analysis
was completed using a six-phase thematic analysis meth-
odology developed by Braun and Clarke, (2006). The data
analysis method contains a rigorous coding and categorizing
methodology that is driven by the data collected during the
evaluation process, rather than any analytic preconceptions
(Nowell et al. 2017). The analysis involved an inductive
approach that first identifies themes, which are analyzed ini-
tially in a descriptive form before progressing to an interpre-
tive form. The interpretive form attempts to look beyond the
surface of the data where the broader meaning and ultimate
implications of the themes/patterns are deduced via engage-
ment with the literature (Braun and Clarke 2006).

To extrapolate the underlying themes, the first phase
involved migrating the raw narrative data from the surveys
to column A in a Microsoft Excel worksheet (one sheet per
survey question 3, 4 and 5). The primary researcher spent
time reading and re-reading the raw data for each of these
questions, noting down initial ideas, thoughts, and potential
codes/themes (in column B). The primary researcher used
this part of the process as a key phase of data analysis—in
other words, as an interpretive act (Lapadat and Lindsay
1999) in which the primary researcher looked for meaning
in the data.

The second phase included generating a single column
of all comments per question 3, 4 and 5. The single col-
umn of data per question was sorted and reviewed to remove
any duplicate entries. The next step was the coding process
to determine the potential themes emerging from the data.
There were no pre-determined thematic areas in place before
the coding process was initiated. For the coding process,
each individual cell (participant comment) from the single
column of data per question 3, 4, and 5 was reviewed and
assigned a potential thematic area, to which a cell color code
was applied (yellow, blue, orange, gray etc.).

This data-driven, inductive approach ultimately led to the
identification of initial thematic areas, each labeled with a
different color. The types of themes that came out of the data
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were based on similarities of words to create the theme. For
example, for the barriers/issues question 4, many partici-
pants talked about the problems related to arduous adminis-
tration tasks. These types of comments were then coded to
capture the essence of what the participants were expressing
e.g., inefficient, and arduous administration. The codes were
then assigned to potential themes for question 4 of which
one included “inefficient administration.” In contrast, for
question 3 pertaining to whether the aims were being met,
many perceived significant improvement and efficiencies
with administration, with the code phrased as, “improved
administration.” The codes from question 3 were then
placed against potential themes with those related to better
administration coming under the theme of “improved sys-
tems / processes” for further analysis and discussion. If some
points fell under two themes, the worksheet cell with the raw
data was duplicated and each cell color-coded appropriately
to ensure everything was recorded. Using the Excel sorting
tool, the data was sorted by the color assigned to each cell,
and therefore by thematic area. This sorting and collation
approach brought together all the key points on each theme
which determined the frequency of a theme raised by partici-
pants, which in turn assisted the researchers in determining
the prominence of a theme (e.g., for the aims question, the
frequency of respondents perceiving whether they believed
all the aims were being met, versus whether they thought
one or more were not being met was carefully considered
in the analysis). After sorting and combining similar state-
ments, the initial color-coded data analysis resulted in a list
of comments sorted against potential codes/themes by each
of the selected questions.

In phase three, the researchers analyzed and interpreted
the data to make overall sense of it, rather than just para-
phrasing or describing the data. Following the initial coding
exercise, the data was copied for each question to a second
Excel worksheet. This step involved a “first pass” over the
data and involved grouping similar comments to consolidate
the data. Every time the pass was performed for each the-
matic area per question, the data was moved to a new excel
worksheet. The reason for the multiple worksheets was that
the researchers could go back a step to the previous uncon-
solidated data set if needed.

To limit researcher bias and ensure the data was credible
and accurate, phase four involved a two-researcher confir-
mation approach, in which each stage of the data analysis
was reviewed. The first level involved reviewing at the level
of the coded data extracts to determine if they formed a
coherent pattern. If this was the case, the researcher then
moved onto the second level of this phase to determine the
validity of individual themes in relation to the data set. The
primary researcher completed a re-read of the entire data set
to firstly ascertain whether the themes worked in relation to
the data set and secondly to code any additional data within
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the themes that had been missed in earlier coding stages. The
data pass steps were repeated five times (constant compara-
tive analysis) to finally generate the most prominent themes.
This process generated a thematic map of the analysis to
ensure the analysis and data matched each other. The pri-
mary researcher stopped this process once the refinements of
the data did not add anything substantial and used two ways
to arrange and analyze the data. The first being most preva-
lent theme to the least prevalent related to the frequency
of the information being raised by participants. The second
included the Rashomon effect whereby the same event is
described from the perspective of more than one participant
(Sandelowski 1998).

Phase five defined and named the themes, which started
once both researchers were satisfied with the thematic map
of the data. This involved the researchers defining and fur-
ther refining the themes to identify the essence of what each
theme was about and determining what aspect of the data
each theme captured. This phase included reporting of the
themes and presenting these to AHPs who had the oppor-
tunity to complete the anonymous survey and who volun-
teered to attend one of a series of confirmation meetings.
These meetings clarified and corroborated the generated
themes, which confirmed the final set of emergent themes.
It is important to note that the aims, barriers, and solutions
will be discussed next under four key themes in a combined
approach due to many of the solutions being similar to the
aims of the new structure and a reverse of the barriers. This
avoided duplicating information throughout the results/dis-
cussion section.

Results and discussion
Theme 1: systems and processes

The most prominent theme across the three years was that
the centralized structure had greatly improved the systems
and processes necessary for AHPs to operate their essential
functions within hospital bed-based services. The findings
about improvement in systems and processes are similar to
the studies outlined in the literature that describe compara-
ble benefits of a centralized allied health profession-based
structure in public hospital settings (Law and Boyce 2003;
Mickan et al 2019; Robinson and Compton 1996). The fol-
lowing comment sums up the general sentiment of the par-
ticipants across the three years, “I think overall things are
going really well for allied health and the new structure is
delivering on the aims it set out to achieve, there is a real
sense of hope for the future” (occupational therapist). The
survey data indicated a high proportion of AHPs perceived
the posited aims of the new structure were being achieved
and that a centralized structure in bed-based services for

AHPs worked well. This was also confirmed at the confirma-
tory meetings; however, it was highlighted at these meet-
ings that each profession needed a governance structure that
could accommodate their diverse professional requirements.

Thus, a prominent and positive structural feature high-
lighted by participants was the single point of accountability
for each profession, which they believed improved processes
by decreasing ambiguity and improving communication
(Mickan et al 2019). Comments highlighting this included,
“the clear reporting lines and channels of communication
improves the speed of response to service needs” (physi-
otherapist) and “the new structure is a positive change with
less confusion around reporting lines” (speech pathologist).
Furthermore, one reporting line decreased the duplication
of tasks and subsequently streamlined payroll and adminis-
tration duties. This resulted in significantly less employees
with multiple position numbers, reducing the time required
to perform many related administrative tasks, which resulted
in improved efficiencies. The following comments rein-
forced this view point, “the reporting lines are easier to
navigate for operational and clinical needs” (social worker)
and “direct reporting lines via each profession means that
administrative tasks are more streamlined” (psychologist)
and “communication and the ability to implement new mod-
els of care appear to be more streamlined and better sup-
ported” (physiotherapist) and “the new structure is much
more efficient from an admin and payroll perspective, I don’t
need to spend hours correcting payroll errors, thank you”
(administration staff member). These benefits had substan-
tial implications for not only the AHPs but also the organi-
zation due to more streamlined and efficient processes. For
example, the grouping of each profession enabled the direc-
tor of each professional area to complete and approve actions
more promptly, reducing duplication of resources and costly
administration errors.

Another prominent benefit of single lines of account-
ability included each director’s ability to flexibly mobilize
their staff more seamlessly. This created better delivery of
prioritized clinical services due to less arduous negotiations
with medical and nursing administrators. It also significantly
improved the governance and accountability of staff within
each profession. Moreover, the feedback from the partici-
pants suggested they believed this reduced patient risk by
having an enhanced professional lens through high standards
of professional supervision, skills training and support. The
following comments sums up the general sentiment, “there
is a sense of team, improved accountability and enhanced
professional support and career opportunities with the new
structure, as well as improved staff mobilization to cover
emergent leave” (speech pathologist). Participants reported
satisfaction with being able to rotate between clinical spe-
cialties which enhanced their career opportunities and suc-
cession planning.
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One of the few related examples in the literature included
research by Robinson and Compton (1996) which provided
practical learnings from their re-structuring from a matrix
to a centralized model for physiotherapy staff. Similar to the
findings in this case study, they demonstrated for the physi-
otherapy profession multiple benefits of a centralized model
in hospital bed-based services when compared to a matrix
model in a very short period. One prominent similarity
found not only for physiotherapy, but for all the professions
included the operating improvements such as maintenance
of staffing levels due to being able to have control of the
budget. This resulted in savings being made very quickly
due to streamlining processes, such as recruitment, roster-
ing, backfill, ordering non-labor stock, etc. The following
comment highlights this, “we can take a whole of profes-
sion approach to movement of staffing into areas of higher
need which is appreciated and effective especially through-
out times of significant unplanned leave due to COVID and
needing to isolate” (occupational therapist).

Many of the system and process efficiencies gained from
each profession having control of budget was due to the in-
depth understanding and knowledge the directors had about
their profession and how best to govern, roster and manage
the workforce seamlessly when compared to the previous
structure in which the operational manager was not of the
same profession, which often resulted in arduous commu-
nications between multiple stakeholders to manage clinical
demand across the clinical units.

Theme 2: professional identity

The second prominent theme demonstrated that the identity
of each profession developed very quickly within the central-
ized structure and the participants generally expressed they
felt more supported and comfortable within their own pro-
fession. The data analyzed from the survey results (and con-
firmed at profession meetings) reported that many respond-
ents perceived that returning to a profession-based structure
was positive. A high proportion of participants indicated
that operating as professional groups and being in an allied
health centralized structure was a better person-environment
fit in comparison to the change associated with working in
a matrix structure. For many of the AHPs, they perceived
a strong sense of familiarity and belonging to their profes-
sion and to allied health when compared to their sense of
belonging to their clinical unit and the organization. The
following comment supports the general sentiment, “pro-
fession specific led teams is proven to work, and this is how
other tertiary facilities in Queensland run. Having a differ-
ent profession govern a discipline they know very little about
is a recipe for disaster which we have proven in our previous
structure” (dietitian).
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This aligns to findings in research which has previously
identified the importance of professional identity among
AHPs (Braithwaite et al. 2006; Porter andWilton 2020). This
is consistent with the multitude of comments from partici-
pants that the new structure was providing strong govern-
ance and accountability for each profession. The following
comment highlights the general perception from partici-
pants, “the centralized structure provides stronger account-
ability across the organization and uniform governance and
consistency for allied health staff” (psychologist). This is
particularly important in hospital bed-based services given
the highly specialized skills required to work competently
in this setting. In contrast, there was a small number of
respondents that identified more positively with the matrix
structure, describing a strong allegiance with their multidis-
ciplinary team and/or clinical unit. Therefore, the findings
reinforce the importance of managing professional identity
of AHPs during structural change, given their experiences of
the structural alignment can be perceived differently (Beas-
ley et al. 2020; Porter andWilton 2020).

This can be explained through Social Identity Theory in
which an individual identifies with social groups partly to
enhance self-esteem, which is probably why, in this case
some of the AHPs did not adjust well to the new structure,
even though transitioning to being a member of their own
professional group would have been familiar to them (Ash-
forth and Mael 1989). Some AHPs felt a sense of loss for
their multidisciplinary leader who provided them with posi-
tive reinforcement. The following comment highlights this,
“I am concerned that the profession specific model loses the
importance of multidisciplinary care and fails to acknowl-
edge how this profession-based change impacts service
delivery. I think we need to have the multidisciplinary allied
health lead in each clinical unit like before we re-structured
to ensure we don’t silo into professions when delivering care
to patients” (Physiotherapist).

This case study highlights that any type of structural
change in healthcare is likely to impact professional iden-
tity in allied health due to the diversity of professions and
that this needs to be managed accordingly. Beasley et al.
(2020) recommended organizations recognize that AHPs are
autonomous clinicians, who are members of several groups
(i.e., own profession, healthcare teams and the organization),
with all of these diverse roles influencing both their response
and adaption to change. They stated that clear communi-
cation and affording opportunities to make decisions and
provide feedback can improve employees’ perceptions of
change and positively impact their wellbeing (Beasley et al.
2020; Byers 2017). Furthermore, Braithewaite et al. (2005)
recommended organizations concurrently consider both the
previous and the new identities throughout a re-structure by
explaining the change initiative and supporting employees to
transition from the old to the new identity. This approach can



Journal of Organization Design

help to ensure security for employees, whose group status is
threatened by the change process, as well as broaden percep-
tions of the ingroup, thereby assisting their acceptance of the
new, post-change structure. This point flows into the third
prominent theme pertaining to staff morale and wellbeing.

Theme 3: morale and wellbeing

Although the written responses analyzed from the survey
questions indicated that a high proportion of participants
believed the centralized allied health structure was a positive
change, the findings also demonstrated that staff perceived
morale and wellbeing to be an issue and was negatively
impacted across the time the matrix structure was in place.
This case study found low morale and wellbeing before re-
structuring AHPs working in hospital bed-based services
into a centralized allied health structure. This was suggested
to be more inherent in broader change that was occurring
and associated with several years of ongoing budget cuts and
organizational change in adjusting to a new tertiary facility.
While there were many supporting statements the following
comment expresses the general perception, “there has been
many years of incessant change and a lack of support and
resourcing for clinical practitioners, with an expectation to
just keep doing more with less due to the ongoing issues with
the organizations budget” (social worker).

Another influencing factor that occurred a few months
following the re-structure was the COVID-19 pandemic,
which participants perceived impacted morale and wellbe-
ing. Literature describes the impact of the COVID-19 pan-
demic, which overwhelmed and stretched healthcare systems
past their limits in terms of capacity and resources, while
striving to continue to deliver quality care (Sgvold et al.
2021). This resulted in significant impacts on the mental
health and psychosocial wellbeing of frontline healthcare
workers (including AHPs) and increased risk of depression
and burnout (Sgvold et al. 2021; Willis et al. 2021). The
following comment supports this view, “the workloads are
unrelenting and leading to both overt and silent burnout.
Increasing patient complexity and volume is beyond that
which allied health staff can meet discharge planning and
patient care demands” (occupational therapist).

Within the narrative feedback, many comments were
made that staff were thankful of being in a profession-based
structure at the time the pandemic started. Participants
believed the one line of accountability and professional
expertise allowed immediate decision-making such as being
able to mobilize staff quickly to the areas of most need. The
following comment highlights this point, “the new structure
brought each profession together as a cohesive team which
was invaluable during the pandemic where we needed the
support from colleagues in our profession to cope and meet
the demands” (physiotherapist). During the pandemic, it

became very clear that having a flexible and adaptable work-
force and an overall professional director that understood
the complexities and skill sets of their professional group
was extremely important due to managing higher numbers
of emergent sick leave.

The negative impact of the pandemic on staff morale
and wellbeing was a prominent theme in both the 2021 and
2022 survey results due to workforce shortages and staff
feeling significant pressure to do more with less with com-
ments like, “although overall I agree the new allied health
structure has improved a number of parameters, the pro-
Jjected benefits have been clouded by other variables nota-
bly budget constraints and ongoing emergent leave due to
the pandemic impacting resources” (social worker). Even
though the structure was considered positive, the pandemic
added another layer of complexity that impacted staff morale
negatively within the new structure. The pandemic placed
added strain on staffing levels across allied health, nursing,
medicine, operational and administration. The staff short-
ages impacted the organization’s budget as shifts needed
to be replaced or staff paid overtime to ensure there were
adequate levels of staffing on the inpatient units. Many staff
commented, “staff morale could have been much worse in
allied health if the matrix structure had still been in place
as we would not have been able to be so adaptable and
flexible within in our professions” (speech pathologist).
Therefore, even with the pressures described, the percep-
tion from AHPs was that morale had improved because of
the new structure due to increased collaboration and sup-
port within each profession. Even though improvement in
morale was evident within the allied health workforce, many
of the participants perceived low morale was still an issue
that required a targeted approach by the allied health leaders,
which is discussed next.

Theme 4: Leadership training and resources
to support the change

The final prominent theme from the data analysis was
extrapolated from the open-ended question pertaining
to the enablers that could improve the re-structure. The
most prominent were resources and leadership, with many
respondents reporting a perceived lack of project support
in implementing the new structure. Even though many of
the respondents believed the new structure had improved
the operating systems, they perceived there was not enough
resourcing to support the leaders to implement the change
effectively with comments like, “the structure is much bet-
ter from an operating perspective, however more project
resources are needed to help the leaders embed the new
structure, particularly business, administration and human
resource support for team building and helping staff to
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accept the change” (physiotherapist). Across the three years,
the feedback continued to have a strong theme around lack
of resourcing and the need to provide a dedicated project or
workforce development officer role(s) so the professional
directors could meet all the requirements to implement the
change. There was the perception from participants that the
under resourcing may have impacted the potential benefits
of the re-structure.

Furthermore, the participants described concerns over the
professional directors being reactive and that there was a
lack of consistency between professions that was reinforcing
the perception by participants that the professions were silo-
ing and doing their own thing. The following comment sums
up the general sentiment of the survey feedback, “the pro-
fessional directors need to establish consistency across the
professions in relation to portfolios, expectations, account-
ability and workloads” (psychologist).

A related theme raised by some participants was the lack
of perceived capability and competence pertaining to man-
agement and leadership. The director roles were new posi-
tions created as part of the re-structure, with some being new
incumbents to the organization. It was suggested the direc-
tors were not provided with the training they needed to lead
and manage complex change. Many participants reinforced
this point by providing feedback that for the allied health
culture to improve more training was required for some of
the professional directors to gain the necessary skills to
do this effectively. Comments that reinforce this include,
“strong directorship is required to ensure a positive culture,
and to support staff to provide safe clinical care, managers
need to be empathetic, visible and connect with their staff”
(physiotherapist) and “leadership and management training
for some professional directors on how to effectively conduct
strategic planning, communicate change, lead teams etc.is
needed” (social worker).

Mickan et al. (2019) supported these findings, conclud-
ing from their study of allied health managers and employ-
ees that for a structure to be successful credible, skilled,
and respected allied health leaders were required to enact
the systems and processes between AHPs and clinical ser-
vice managers to ensure the necessary integration within
clinical teams. Turato et al. (2022) findings emphasized the
importance of allied health leaders developing the neces-
sary skills in human resource management in hospitals to
effectively manage relationships among people. They con-
cluded this would improve morale and wellbeing as allied
health managers and leaders would be better equipped to
manage incivility through complex change. The following
comments emphasize this theme, “the professional directors
should be trained in advanced communication and manage-
ment skills and they must have a sense of empathy which is
almost always overlooked when appointing someone into a
management position however, I believe it is a key attribute
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in managing a large team” (dietitian) and “the allied health
leaders need to better understand the needs of clinical prac-
titioners and make an effort to plan collaboratively, in a way
that supports direct clinical care” (occupational therapist).

Conclusions

This study reports on the perceptions, thoughts, and insights
of AHPs working in hospital bed-based services that have
re-structured from a matrix to a centralized allied health
profession-based structure and the consequential impacts on
the workforce. The results from the experiences and insights
of participants in this case study demonstrated that within
public hospital bed-based services, a centralized allied
health structure was considered superior to a matrix struc-
ture (Boyce 2001, 2006; Mickan et al. 2019; Robinson and
Compton 1996).

The reasons why the centralized structure was superior
for AHPs working in bed-based services can be explained
through the theory of organizational design, which not only
highlights the importance of context, but also in taking a
systematic approach to aligning structures, processes, lead-
ership, culture, people, practices, and metrics to enable opti-
mal performance (Burton and Obel 2018). Ultimately, the
centralized allied health structure was a better person-con-
text fit than the matrix structure. The main reasons being that
the centralized structure supported AHPs to operate both
administration and clinical practices efficiently through sin-
gle lines of accountability that could effectively govern and
support each profession, all of which improved the culture
and morale of AHPs in bed-based services.

In contrast, the previous matrix structure was described
by AHPs in this context as complex and confusing, which
is reinforced by past research regarding the tell-tale signs
of when a matrix structure is failing. The signs included
the operational managers not having the necessary knowl-
edge to effectively solve problems being raised by the pro-
fessional managers. The operations were not coordinated,
resource utilization was inefficient and costly, the clinical
units were spending excessive time trying to coordinate and
negotiate with each other, all of which resulted in staff feel-
ing unhappy and confused (Burton and Obel 2018). Further
issues described in literature and found in this case study
were loss of professional identity, ambiguity, inconsistency,
and frequent disagreements which further contributed to
lower staff morale among AHPs (Robinson and Compton
1996; Turato et al 2023).

Hence, this case study demonstrates that an acute and
sub-acute bed-based setting is different to other environ-
ments in which AHPs work, such as community and primary
care settings, outside of the hospital context. In community
and primary care settings, staff work autonomously as case
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managers with a caseload of predominantly medically stable
patients that are managed by their local doctor. The pace is
slower with minimal pressure to discharge patients quickly
from doctors, nurses and administrators that need access to
inpatient beds. Therefore, the systems, processes and peo-
ple can be managed more effectively to cope with sudden
changes such as emergent leave, etc. Furthermore, staff who
work in these contexts are often more senior AHPs who
require less supervision, training, and governance due to
having years of experience and expertise. Hence, the struc-
tural issues experienced in a fast-paced dynamic hospital
setting do not appear to have the same impacts in settings
where AHPs work as case managers.

In this case study, the matrix structure did not deliver
on the anticipated outcomes for AHPs because the systems,
processes and lines of authority required for AHPs to work
effectively in this context were not appropriately executed
and maintained. Moreover, the climate, leadership, knowl-
edge sharing and decision-making processes at each junction
point were not clearly defined or performing (Burton and
Obel 2018). Further, the findings demonstrate for a matrix
structure to work effectively, highly competent allied health
managers who have good interpersonal communication, con-
flict management, negotiation, and political skills to manage
up and down the organization is essential (Burton and Obel
2018).

This is also true for the centralized structure, even with
single lines of accountability, the findings highlighted that
leadership/management preparation and training for each
professional manager is crucial before, during and after
implementation to embed the new structure, manage com-
plex change and ensure efficient performance. The findings
demonstrated that this could have done better, including the
provision of skilled project resources to support the profes-
sional managers to embed the new structure. Finally, the
change in professional identity for AHPs is important to con-
sider and manage to ensure consistency within and across
professions, particularly in relation to the multidisciplinary
team (i.e., individual professional identity versus the overall
allied health identities at the clinical unit and management
level). Even though the AHPs were returning to a familiar
professional identity, it became clear that this needed to be
more clearly defined, particularly for those clinicians who
had an overall allied health leadership role within the mul-
tidisciplinary team.

This case study provides learnings that would be worth
further investigation. The first being the importance of con-
sidering the evidence and theory of organizational design
during the planning phase of a new structure so that all con-
tingencies are considered in relation to AHPs working in
contexts such as bed-based services. A number of factors
may have contributed to this not being done in this case
study, one of which included AHPs not having an allied

health role on executive that could inform and provide coun-
sel to administrators about the potential negative outcomes
of the matrix structure for AHPs working in bed-based ser-
vices. Another included the transitioning from regional to
tertiary level services and the commissioning team not hav-
ing a good understanding of what AHPs required to function,
but rather taking a global organizational design perspective
(i.e., one size fits all approach), which did not consider the
specific needs of each professional group and what would be
required for a matrix structure to be successful.

The findings in this case study add to the literature and
emphasize that the context of public hospital bed-based
services is not the same as other contexts and that the way
AHPs are structured does have significant impact on their
functioning. AHPs in this fast-paced setting need highly spe-
cialized skills and clearly defined operational and profes-
sional governance structures, systems, and processes in place
to function optimally. Furthermore, competent profession-
based management and leadership is required to ensure the
unique and diverse requirements of each profession is being
governed appropriately so AHPs can deliver high quality and
prioritized clinical care. Additionally, both executive and
professional director organizational representation and advo-
cacy for AHPs in this context is vital so AHPs can contribute
positively to the organization’s objectives and performance.
In conclusion, there is a need for further research that inves-
tigates and reports upon AHPs unique and dynamic profes-
sional contexts in which they operate, their position in the
healthcare system and the ways in which they respond and
adapt to change during organizational re-structures, includ-
ing the external impacts imposed upon them (Boyce 2001;
Callan et al. 2007; Porter and Wilton 2020; Turato et al.
2023). Specifically, further research regarding hospital sys-
tem organizational design components pertaining to AHPs
is encouraged, such as resource availability, training, staff
turnover, morale, creation of a shared identity, representa-
tion, and system efficiencies, such as cost reduction.

Practical implications

This case study warns against organizations re-structuring
AHPs in hospital bed-based services without considering
the diverse requirements for AHPs to operate successfully
in this context. Lack of due diligence in the planning phases
of a new or modified organizational design can have sub-
stantial detrimental impacts on professional identity, morale
and wellbeing and productivity, all of which can lead to poor
or delayed outcomes for professional groups such as allied
health. Furthermore, Braithewaite (2005) suggests allied
health service restructurings would benefit from a combi-
nation of process and outcome evaluation measures (e.g.,
professional identity, retention, staff satisfaction and clinical
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outcomes). Hence, the findings highlight the importance of
considering an evidence-based approach when proposing a
new structure in healthcare organizations so critical discus-
sions about how organizational designs can be utilized to
enhance service provision by AHPs within particular con-
texts are prominent. This approach would provide compre-
hensive evidence for healthcare administrators and commis-
sioning teams to consider before they embark on widespread
organizational change (Braithwaite et al. 2005; Turato et al.
2023).

Appendix 1
Allied health survey

The new centralized allied health structure for hospital bed-
based services went live on 28 January 2020. It was decided
the best way to gain feedback about how the new structure
is progressing was by an annual confidential survey and
follow-up meetings with each profession. We are now ask-
ing for your feedback as your opinion is highly valued and
very important. The survey will take about 15-20 min to
complete; thank you very much for taking the time to answer
the following questions:

1. Do you consent for the confidential data you input into
this survey be utilized for research?

Yes, I give consent.
No, I would rather not give consent.

2. What is your discipline?

Administration.

Allied Health Assistant.
Audiology.

Nutrition & Dietetics.
Occupational Therapy.
Pharmacy.
Physiotherapy.
Podiatry.

Psychology.

Social Work.

Speech Pathology.
Other.

3. Below are the aims and reasons for implementing the
change. Please provide your feedback on which of the
aims you believe the new structure is achieving and
which require more work. Please be specific and provide
as much detail as you can about why an aim is being
achieved or not achieved.
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e Reduced patient risk through an enhanced discipline
lens

e Decreased confusion over reporting lines and improved
communication to allied health staff

e Decreased duplication of tasks for allied health staff
within each service group, e.g., quality, education and
training programs, supervision, rostering, mandatory
training, and workforce planning tasks such as leave
management

e Improved flexibility to mobilize the allied health work-
force based on clinical priority

e Improved governance and accountability of allied
health staff

e Decreased administration time required to maintain the
centralized allied health structure when comparted to
the previous matrix (dispersed) structure: i.e., payroll
tasks, maintaining rosters, workforce planning

e Improved support to the facilities outside of the tertiary
facility

e Improved ability to implement new models of care,
innovation, and research

Please provide as much detail as to whether you believe
the reasons/aims for implementation are being achieved
(or not achieved) and why.

4. Please list any barriers or issues you perceive regarding
the new structure, providing as much detail as you can
about the barrier and/or issue.

5. Please add any enablers or suggestions that would
improve the new structure, providing as much detail as
you can about the enabler or suggestion.
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