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Abstract.
BACKGROUND: Health human resources are scarce worldwide. In occupational therapy (OT), physical therapy (PT), and
speech-language pathology (S-LP), attrition and retention issues amplify this situation and contribute to the precarity of
health systems.
OBJECTIVE: To investigate the phenomena of attrition and retention with OTs, PTs and S-LPs who stayed in, or left their
profession.
METHODS: Cultural-historical activity theory provided the theoretical scaffolding for this interpretive description study. We
used purposeful sampling (maximum variation approach) to recruit OTs, PTs, and S-LPs from Quebec, Canada. Individual
interviews were conducted with 51 OTs, PTs, and S-LPs from Quebec, Canada, in English or French (2019–2020). Inductive
and deductive approaches, and constant comparative techniques were used for data analysis.
RESULTS: Six themes were developed: 1) characteristics of work that made it meaningful; 2) aspects of work that prac-
titioners appreciate; 3) factors of daily work that weigh on a practitioner; 4) factors that contribute to managing work; 5)
relationships with different stakeholders that shape daily work; and 6) perceptions of the profession. Meaningfulness was
tied to participants’ sense that their values were reflected in their work. Factors outside work shaped participants’ work
experiences. Recurrent negative experiences led some to leave their profession.
CONCLUSION: Findings underscore a critical need to address contributing factors to attrition and retention which are
essential to ensuring the availability of OTs, PTs and SLPs for present and future rehabilitation needs.
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1. Introduction

The need for rehabilitation is growing globally
[1]. Many health care systems face a lack of qual-
ified health care providers such as rehabilitation
professionals (ie., occupational therapists (OT), phys-
ical therapists (PT) and speech-language pathologists
(S-LP)) with the necessary skillsets and expertise
to help promote individuals’ ability to function
independently in their daily lives, to integrate into
their communities, and to engage socially [2, 3].
While rehabilitation interventions offer many bene-
fits, access can be challenging for those who need
them most. In many health care systems, services
such as outpatient pediatric rehabilitation services,
are limited and hard to access [4, 5] while in others,
they are unavailable [6, 7]. Several factors contribute
to these challenges, including an increase in demand
for services, partly due to the increasing incidence
of chronic diseases and comorbidities, [8, 9] shifting
demographics and an aging population [10, 11]. One
important contributing factor to the access problem is
the persistent shortage of rehabilitation professionals
worldwide [12, 13]. In 2021, the World Federation of
Occupational Therapists reported a shortage of OTs
in 62 countries [14]. This gap between the need and
availability of qualified rehabilitation professionals
adds to the challenge of achieving the World Health
Organization’s vision to ensure access to quality ser-
vices for everyone who needs rehabilitation services
[1].

Poor health workforce planning, an absence of data
concerning health workers and challenges in attract-
ing and retaining health workers [15] can contribute
to a lack of rehabilitation professionals [16]. Govern-
ment decisions about health care workforce capacity
tend to be made irregularly, and without considering
future needs [16]; as a result, an insufficient work-
force leads the remaining health workers to face an
increased workload, burnout and exhaustion [14, 17,
18]. Attrition from a profession, defined as a per-
manent departure from one’s profession or from the
workforce, also contributes to the global shortage of
health care workers. In a cohort study with health
care workers from the UK’s National Health Ser-
vice workforce, nearly half of the 4916 participants
intended to change or leave their health care role [19].
Unfortunately, rehabilitation professionals are also
subject to professional attrition; such a loss in human
health resources can severely jeopardize health care
systems’ capacities to respond to individual needs for
rehabilitation services [20, 21].

In 2014, a report from the Ministry of Health and
Social Services of Quebec, a province with the sec-
ond largest population in Canada, [22] indicated that
10–15% of Canadian OTs, PTs and S-LPs had left
their profession within two years of graduation [23].
Similar patterns were seen in other countries. In a
2000–2004 study in Australia, 65% of surveyed PT
graduates from Curtin University intended to leave
their profession in the next ten years [24]. Despite the
significance and potential negative impact of attrition
from these professions, only three empirical stud-
ies have explored contributing factors to attrition
among rehabilitation professionals. Two studies of
American OTs (early 1990 s) identified factors influ-
encing clinicians’ decisions to leave the profession,
including childcare, heavy patient caseloads, expe-
riences of stress and burnout, desire for increased
salary and promotional opportunities, and discrep-
ancies between clinician expectations of practice and
actual OT practice [25, 26]. A 2010 study from Aus-
tralia showed that a desire for increased salary and
promotional opportunities, as well as family com-
mitments were common reasons for attrition among
S-LPs [21].

In a recent scoping review on attrition and reten-
tion in the rehabilitation professions, we identified
five avenues for future research [27]. The first was a
paucity of literature on the attrition of rehabilitation
professionals due to negative experiences (push fac-
tors), such as work-related stress and burnout. The
reasons for attrition across different career stages
were also identified as a research gap. A third research
gap related to factors that influence rehabilitation pro-
fessionals’ decisions to stay in their profession (e.g.,
sense of belonging to their profession). The ways
that positive relationships and work environments
can be fostered in health care settings were identi-
fied as a fourth gap. The final gap was the influences
of professional associations and regulatory bodies on
rehabilitation professionals’ experiences, and their
role in attrition and retention [27].

Attrition is not only a concern for rehabilitation
professions, but for many other health professions,
such as nursing [28] and social work [29]. Conse-
quently, professional attrition from multiple health
professions can substantially undermine a health care
system’s capacity to deliver patient care. In Canada, a
reduced health care system’s capacity for patient care
thus compromises everyone’s right to access health
care [30].

Given the rising demand for rehabilitation services
in Canada and worldwide, the permanent loss of reha-
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bilitation professionals from the health workforce can
compromise a health care system’s capacity to pro-
vide quality services for the millions of citizens who
are at risk of developing, and living with a disability.
Therefore, a deeper and theory-informed understand-
ing of the reasons for attrition from OT, PT and
S-LP can support the design and implementation of
educational strategies, practice changes and contin-
uing professional development activities to optimize
the retention of rehabilitation professionals to meet
population needs [2, 31]. Therefore, the overall objec-
tive of the research reported in this paper was to
explore the perspectives of rehabilitation profession-
als in Quebec, Canada who have stayed in, or left
their profession.

2. Methods

2.1. Theoretical underpinning

Our study was informed by cultural-historical
activity theory (CHAT). CHAT offers a framework to
describe a system where several components interact,
leading to the implementation of activities that enable
the system to reach its intended objective (object).
These components include: 1) the main person(s)
involved in the activity (subject); 2) the values, norms,
guidelines and expectations that the person must fol-
low to engage in the activity (rules); 3) others who
contribute to the activity (community); 4) how the
activity is shared among the person and the com-
munity (division of labour); and 5) the physical and
symbolic objects that influence the activity and that
are used to complete the activity (tools) [32, 33]. In
its earliest iteration, CHAT was described as an activ-
ity system, composed of an interaction between the
subject and the object, mediated by artefacts (tools)
[34]. The most recent iteration of CHAT shows two
activity systems that share an object and the extent to
which systems interact with each other; this change
shifted the unit of analysis from the person to the
activity system [33].

We selected CHAT because it offers a broad per-
spective on a system as a whole, rather than focusing
on the actors within a system, and considers the con-
nections across systems. Specifically, in using CHAT,
we framed the health care and educational systems
as activity systems that influence practitioner expe-
rience, and ultimately, on their decision to stay in,
or leave their profession. We defined the delivery of
health care services as the object. We also identi-

fied other systems, such as the professional system
(e.g., professional regulation) as activity systems and
considered their interactions with health care and
educational systems to achieve the shared object of
health care delivery.

2.2. Design

We used interpretive description (ID), a qualita-
tive research methodology aligned with a naturalistic
approach to inquiry [35]. Researchers who use ID aim
to identify common patterns in human experiences
while also attending to differences, to investigate a
phenomenon [35].

Nursing researchers developed ID in order to offer
an additional methodological approach for inquiries
which did not adequately align with traditional
qualitative approaches and sought to answer practice-
oriented questions in applied health disciplines
[35]. Therefore, when using ID, researchers draw
on traditional qualitative methodologies (e.g., phe-
nomenology, ethnography, grounded theory) based
on the methodological needs of their research ques-
tion, and are encouraged to use clinical and empirical
knowledge as a robust starting point from which to
build empirical work [36]. For these reasons, ID is
well-suited for our inquiry: it allowed us to draw from
existing literature and our experiences as clinicians
and scholars interested in professional practice. Our
intent of developing our findings for the practice envi-
ronment aligned with the theoretical underpinnings
of ID, and our investigation of rehabilitation pro-
fessionals is supported by ID’s orientation towards
disciplinary relevance [35, 36].

2.3. Participants and recruitment

We used purposive sampling (maximum variation
approach) to recruit a diverse range of participants
based on profession, practice sector, practice area
(e.g., childhood disabilities, musculoskeletal, stroke),
practice setting (e.g., acute care, long term care), and
years of experience. Study eligibility criteria con-
sisted of: 1) current or past membership with one
of three regulatory bodies: the Order of occupational
therapists of Quebec, the Professional order of phys-
iotherapy of Quebec, or the Order of speech-language
pathologists and audiologists of Quebec; 2) employ-
ment in Quebec as an OT, PT or S-LP for at least one
year; and 3) completion of their professional degree
in OT, PT, or S-LP in Canada.
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Recruited participants were divided into two
groups: attrition and retention. The attrition group
included participants who were no longer a mem-
ber of their professional regulatory body, as licensure
is required for practice in Canada [37–39]. Partici-
pants in the retention group were licensed with their
regulatory body. We aimed for approximately 15 par-
ticipants in each group based on existing literature on
sample sizes for this type of qualitative inquiry [40,
41]. One participant was still a member of their reg-
ulatory body but was not interested in keeping their
membership; they were subsequently placed in the
attrition group.

2.4. Data collection procedures

We conducted a semi-structured, in-depth inter-
view with each participant by Zoom, Facetime,
telephone, or in-person. We developed separate inter-
view guides for the attrition and retention groups. The
content of interview guides drew on existing literature
on attrition and retention, and concepts from CHAT
(rules, community, division of labor and tools). For
example, to explore how health care environments
contribute to retaining rehabilitation professionals,
the interview probes included questions about their
community (managers, team members). To ensure
that the interview questions were clear and not overly
leading, they were sent to a group of graduate students
(many of whom are rehabilitation professionals) for
feedback and then pilot-tested with two OTs (one of
whom was no longer licensed).

As interviews progressed, we modified certain
questions based on our experiences and initial anal-
ysis of earlier interviews. For example, managers
who were still licenced as rehabilitation profession-
als were asked additional questions, such as: “Why
do you continue to maintain your licence with your
professional order?”

Interviews were conducted from December 2019
to August 2020. All interviews were recorded and
transcribed verbatim, and then verified for accuracy
by a second person (SM or a research assistant).

2.5. Ethics

This study was reviewed and approved by
the McGill Faculty of Medicine and Health Sci-
ences Institutional Review Board (A02-E12-19A) on
March 11, 2019. All participants provided written,
informed consent to participate in the study.

2.6. Data analysis

A synopsis of each interview was created to sum-
marize the findings and facilitate recall of participant
interviews. During data analysis, SM read the syn-
opses to remind herself of the context behind a portion
of text that had been assigned to a code, or of the
salient aspects of a participant’s narrative for initial
coding or later stages of data analysis.

We began data analysis as soon as transcripts were
available. We imported each transcript into NVivo
software, where we read them to familiarize ourselves
with the participant’s narrative, and then conducted
initial coding. For French transcripts, SM re-read the
quotes to ensure that they aligned with the codes,
and verified her understanding of certain excerpts
with a native Quebec French speaker, to ensure that
she accurately interpreted the participant’s narrative.
Consistent with ID, we used both deductive and
inductive approaches and constant comparative tech-
niques [35].

As part of our inductive approach, we assigned
labels to sections of text to respond to questions
such as: “What is going on here?” After coding
one transcript, MH and AT, two experienced qual-
itative researchers and content experts reviewed the
codes from that transcript and provided feedback. The
codes were subsequently modified and a provisional
codebook was created. We applied the provisional
codebook to two more transcripts and added several
new codes. MH and AT then reviewed the updated
codebook and provided additional feedback. After a
total of 20 transcripts had been coded, SM presented
the codebook to a group of graduate students (many of
whom are rehabilitation professionals) who also gave
feedback; the codebook was subsequently revised.

Once all transcripts were coded, we used display
tables and concept maps to create an analytical struc-
ture amongst the codes, and to develop categories.
We reviewed transcripts and the interview synopses
to ensure the coherence and completeness of the ana-
lytical structure. We were mindful of CHAT during
our review, in order to identify missing codes and
categories that may have been important in the devel-
opment of the themes, and possible interconnections
between categories and themes. However, to avoid
overeliance on the theoretical scaffolding from CHAT
and to align with ID methodology, we sought feed-
back from our research team and applied a more
inductive approach in earlier stages of data analysis.

Using this analytical structure and CHAT, we
developed interpretive themes. We framed the themes
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as questions to emphasize participants’ reflections
that were evoked by the interview questions, and to
highlight the intimacy of these themes to participants’
daily work and professional career. Once the prelim-
inary themes were developed, we gathered additional
feedback from the research team and further refined
the analytical structure.

Finally, we note that the existing literature on
attrition and retention and CHAT contributed to
our analytical approach. Findings from the scoping
review helped us attend to certain factors raised about
attrition and retention of rehabilitation professionals.
For instance, we were aware of the unmet needs of
PTs in later career stages (coded as life stage) from
our scoping review [42]. While life stage was used
less frequently than other codes (four times) in this
study, we considered how life stage aligned with cat-
egories and interpretive themes, given the importance
of this gap in the literature.

2.7. Reflexivity

The positionalities of our research team members
informed our research process. Our research team is
composed of four rehabilitation professionals (2 OTs,
1 PT, 1 SLP) and one physician. The first author, SM,
is an OT with 17 years of clinical experience and
19 years of pedagogical experience in a Canadian
OT educational program. Her clinical and academic
experiences helped to shape the interview questions
and the ways she viewed her findings. Her experi-
ences in private and public health care sectors attuned
her to some of the realities expressed by partici-
pants. We engaged in reflexive practices, such as
memoing, throughout all stages of this study. There-
fore, these reflections, the findings from our scoping
review and the existing literature, contributed to the
research processes (e.g., decisions related to partici-
pant recruitment) of this study.

3. Results

3.1. Participant information

Tables 1 and 2 present the participants’ characteris-
tics. Fifty-one participants were interviewed, divided
between two groups: 1) attrition (n = 14); and 2) reten-
tion (n = 37). More than half of the participants were
OTs (n = 32, 63%). Fewer PTs (n = 11, 22%) and S-
LPs (n = 8; 16%) were recruited. Table 3 shows the
timing of attrition for the participants in the attrition

Table 1
Participant characteristics

Gender OT PT S-LP

Male 2 2 1
Female 30 9 7
Other 0 0 0
Geographical
location
Urban 24 7 7
Suburban 8 3 1
Rural 0 1 0
Years of
experience
1–5 years 8 1 5
6–10 years 9 1 0
11–15 years 4 5 2
16+ years 11 4 1
Practice Sector
Public 19 4 2
Private 9 4 1
Other (schools) 4 2 5
Practice Settings
Hospital-based 15 4 3
Community-based 3 1 0
School settings 0 1 5
Private practice 1 4 0
Other (academic,
corporate)

3 1 0

Practice Area
Adults, physical
medicine

13 7 2

Adults, mental
health

0 0 0

Adults, all 3 0 0
Children, physical
medicine

1 1 1

Children, mental
health

1 0 1

Children, all 8 1 4
Other
(management,
corporate,
academia, all
clientele)

6 2 0

Table 2
Attrition and retention participant groups

OT PT S-LP

Retention 23 8 6
Attrition 9 3 2
Total 32 11 8

group. Participants left their profession at all career
stages.

In the following section, we describe six themes
related to participants’ experiences and perceptions
of attrition and retention: 1) What characteristics of
work make work meaningful to me? 2) What aspects
of work do I appreciate? 3) What factors of my daily
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Table 3
Timing of attrition among participants in attrition group

Timing of attrition OT PT S-LP

1–5 years 3 1 2
6–10 years 1 1 0
11–15 years 2 1 0
16 + years 3 0 0

work weigh on me? 4) What factors contribute to
my capacity to manage work satisfactorily? 5) How
do relationships with different stakeholders shape my
daily work? and 6) What are my perceptions of the
profession as a whole? Table 4 presents the codes
and categories associated with these themes. Note

that verbatim excerpts in French have been translated
into English for this paper.

3.2. Theme 1: What characteristics of work
make work meaningful to me?

More than half of the participants reported that
alignment between their work and their values
brought meaning and pleasure and acted as a moti-
vator for work. A PT with 15 years of experience
described how she valued helping others:

What motivates me to go to work everyday is
because I enjoy my work and I know today that
what I do in my work in particularly in clinical

Table 4
Main themes, categories and codes

Theme Category Examples of codes

1. What characteristics of work
make work meaningful to me?

Values regarding work • Alignment
• Impact

2. What aspects of work do I
appreciate?

Meaningful and beneficial
relationships

• Clients and patients
• Colleagues
• Employee-manager relationships

Professional growth • Professional development activities
• Mentorship
• Role-models

3. What factors of my daily work
weighs on me?

Heaviness • Delays in health care system processes
• Complex client situations
• Insufficient resources for service demands

Characteristics of position • Practice Setting
• Workload (administrative tasks)
• Working conditions

Negative experiences • Recurrent experiences of harm
• Environment without support
• Interprofessional conflict
• Interactions with regulatory bodies

4. What factors contribute to my
capacity to manage work
satisfactorily?

Work Factors - nature of work • Workload
• Working conditions

Work factors - individual gains • Opportunity
• Schedule flexibility
• Value
• Recognition
• Support from work environment

Personal factors • Support from family and friends
• Activities for well-being (e.g., physical activity)
• Other commitments and roles (e.g. parental

responsibilities)
Factors for those in transition • Availability of support from regulatory bodies

• Access to work opportunities related to the
profession

5. How do relationships with
different stakeholders shape
my daily work?

Foreground • Other health care professionals
• Clients

Background • Managers
• Professional regulatory bodies
• Unions

6 What are the perceptions of the
profession as a whole?

Positive aspects Perspectives towards lifestyles
Concerns for the future • Passivity among members of profession

• Changes in scope of practice

CORRECTED PROOF



S. Mak et al. / Unraveling attrition and retention 7

work corresponds to my values. My main value is
taking care of others, it’s a very important value
to me. It’s something that I identified which in the
process of changing from being a full-time stu-
dent to going back to work is something that I
identified is a gap for me. [Retention, PT3]

The participant’s desire to help others prompted
her to return to clinical work after undertaking grad-
uate studies.

Other participants also shared the need for a close
alignment between their work and what they valued
and enjoyed. An S-LP with 15 years of experience in
a hospital explained how the acute care environment
met her daily desire for change and excitement:

I don’t think it’s for everybody. I don’t think any-
body would come out of... you know, SLP school
master’s degree thinking, “I’m going to end up
working in acute care, wearing a mask, gloves,
and dealing with secretions sometimes,” but, it
has to be a fit [ . . . ]I like the fact that my day is
not predictable, not boring, it’s... there’s never a
dull moment. [Retention, S-LP6]

Seeing the impact of their interventions on clients
also contributed to participants’ sense of meaning-
fulness regarding their work as expressed by an OT
with eight years of experience: “Establishing a link
with people and seeing the results, seeing an improve-
ment usually is what motivates me to continue or
what I love about my job.” [Retention, OT11] Most
participants found seeing the impact of their inter-
ventions for a client rewarding. On the other hand,
when there was no observable change in their client’s
health or functional state, participants expressed frus-
tration and dissatisfaction from their work. An S-LP
with five years of experience working with children
with special needs reported that:

I would say though unfortunately it doesn’t hap-
pen all the time, and that probably is also the
hardest part of my job [ . . . ] usually they’ve kind
of plateaued in a lot of their abilities so the stuff
we’re seeing, both they’re not improving that
much [ . . . ] It’s amazing when it happens but
most of the time it doesn’t, and so that’s very
frustrating, very difficult. [Retention, S-LP5]

Consequently, this led to frustration and ques-
tioning of the relevance of their interventions, and
whether the time and efforts invested were worth-
while.

A main concern for participants was finding mean-
ing in their work; meaning appears to come from a
match between what they value in their work, and
the affordances of their work. This relationship with
one’s work seems to rest upon certain characteris-
tics, including authenticity, alignment and autonomy,
and perceived tangible outcomes. It is from these out-
comes, that rehabilitation professionals experience a
sense of satisfaction and perceive that their efforts
and time were used in a meaningful way.

3.3. Theme 2: What aspects of work do I
appreciate?

Meaningful and benefical relationships with
colleagues, clients and managers in the work environ-
ment were deemed important for most participants,
and often influenced their decision to stay in a
given setting. Mutual respect, camaraderie, solidarity,
openness to different perspectives and being inspired
were key to these relationships. For instance, a OT
participant with over 30 years of experience described
how:

. . . the doctors all understood what I needed to
do. They asked me to start working in the ER,
screening people in the ER to see if we could
send them home or if we needed to admit them.
[ . . . ] I really felt that my opinion mattered and
that I played a real part in determining outcomes.
[Attrition, OT22]

Her sense of being understood, listened to and
valued by her colleagues contributed to her satisfac-
tion with her work and her decision to stay in that
practice setting. A few participants also talked about
their relationships with clients who inspired them and
motivated them to achieve their own goals as pro-
fessionals. An OT with four years of experience in
pediatrics described how her patients’ efforts “moti-
vated me to like... work on my own goals, and be a
better person and... help them more, but they’re really
like, my champions of like, strength and resilience.”
[Retention, OT27]

The ability to learn and grow professionally was
also a driving force for participants to stay in their
profession; mentorship, role-models and professional
development were key opportunities for growth. A
S-LP with over 20 years of experience, described
how professional development opportunities offered
through her work triggered her interest in new
approaches, and supported her learning: “It’s that
kind of feeling you get if you’re at a... conference
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where you’re like, you get kind of sparked, and come
away with insight and another way of doing some-
thing.” [Retention, SLP4]

Overall, the participants found that their relation-
ships with others (clients, peers and managers) and
the learning opportunities in the work environment
added to their satisfaction with their daily work.

3.4. Theme 3: What factors of my daily work
weighs on me?

In considering whether to stay in or leave their
profession, half of participants weighed factors that
impinged negatively on their practice against posi-
tive aspects of their work. Some factors contributed
to a sense of heaviness arising from delays in health
care system processes (e.g., approval for therapeutic
equipment), complex client situations (e.g., fam-
ily member’s lack of acceptance of a loved one’s
condition), or insufficient resources to meet service
demands. The experience of heaviness is reflected in
the emotional tensions this PT shared, when work-
ing with children with special needs for more than 20
years:

Because sometimes you feel that a child will need
that type of therapy or... a follow-up at home and
the family is not doing. [ . . . ] It’s not your reality,
it’s their reality. You do your part, you push at a
certain limit, but then it’s not your responsibility,
you don’t have to feel bad. If you do, then it’s
going to be hard. I can understand. Then you may
want to quit because of that. [Retention, PT6]

Other factors pertained to the characteristics of the
position itself in a practice setting (e.g., acute care),
the work environment and the workload (especially
with administrative tasks). Experiences of being
harmed (e.g., bullying) were especially strong fac-
tors in prompting several participants to decide to
leave their profession, especially when these situa-
tions were recurrent. Examples included working in
an environment without support or where interpro-
fessional conflict was frequent. A participant with 30
years of experience described how working in a con-
flictual environment led her to reflect on continuing
in the OT profession:

[ . . . ] you’re afraid of being fired, you’re afraid of
being reported to the [professional] order. At that
point, I had a young family, I needed to work to
support my family [...] By the time I left [NAME],
I realized I had so much post-traumatic stress

disorder, I’d been so traumatized by the toxic
environment. I did a year on unemployment just
healing basically and re-evaluating my career.
[Attrition, OT22]

Participants’ experiences emphasize the extent of
the heaviness they felt and how their feeling of being
harmed shaped their decisions about their future in
their profession. Weighing the negative experiences
of their daily work against positive aspects of work
(Themes 1 and 2) suggests that there is a delicate
balance between these. When negative experiences
weigh more heavily, a rehabilitation professional may
feel compelled to consider a more drastic course of
action to address their current work situation.

3.5. Theme 4: What factors contribute to my
capacity to manage work satisfactorily?

Half of the participants discussed factors that influ-
enced their ability to manage their daily work. Work
factors consisted of characteristics of the nature of
work (e.g., workload, working conditions) and indi-
vidual gains (e.g., opportunity, schedule flexibility,
value, recognition).

An OT with over 30 years of experience described
how her relationship with her manager resulted in
work schedule flexibility which helped her to manage
other life roles:

So I’ve worked out with my boss [ . . . ] so I’m
allowed to do 70 hours in two weeks, working 4
days a week because I still want to have one day
off because I have other things going on in my life.
My parents are aging. [ . . . ] I want to have time
to be there for the people that I love. [Retention,
OT4]

A supportive work environment comprised of other
individuals with similar life experiences, also helped
a SLP working for over 15 years in a hospital, to
manage other life roles:

. . . my work environment has been very support-
ive... over the years, maybe because the majority
of... S-LPs are women who get it, who have been
moms, and who have had sick children, and who
understand what it is to juggle those things, so,
I... find that’s kind of well-supported, but yes, it’s
a challenge. [Retention, S-LP6]

On the other hand, four participants from all three
professions described how flexibility in their work-
day are shaped by policies and rules that apply to
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everyone, such as practice standards (regulatory bod-
ies) and union collective agreements. An OT with
less than five years of experience in long term care,
reported that she will be forced to work full-time
because of a change in the union collective agree-
ment, and therefore, would likely leave her job:

. . . apparently with the latest agreement with the
[union], I will only have the right to apply for
a part-time leave without pay once every three
years. So, . . . if I stay in my position, I am
required to do five days a week and for me it will
not be that, for sure I would not stay working five
days per week. [Retention, OT15]

In the participants’ narratives, relationships with
their managers, institutions and professional regu-
lators, influenced how participants managed work
factors. These factors were moderated by the amount,
type and effectiveness of support offered. Participants
also shared that when managers and institutions val-
ued their work, it helped them to better manage their
tasks and/or workload.

In addition to work factors, participants described
personal factors (e.g., support from family and
friends) that helped them cope with aspects of work.
They also described engaging in activities to foster
well-being, such as physical activity, or talking less
to others after work (to refrain from hearing others’
problems). A PT with more than 10 years of experi-
ence who worked in the community, described how
she takes care of herself so that she could work opti-
mally: “So I think that how I take care of myself does
influence my day to day work so I have to make sure
that I do that well.” [Retention, PT3]

Participants described how other commitments and
roles (e.g., parental responsibilities) may cause ten-
sion with work factors. An OT with over 30 years of
experience who worked in long term care described
how taking on additional work responsibilities left her
unable to engage in other personal roles and activities:

I gave up all the other things that I loved to do. I
wasn’t going to the gym anymore, I wasn’t paint-
ing anymore, you know once in a while I would
go out for lunch with friends of mine I wasn’t
doing that anymore, so because of this work situ-
ation, some of my roles, life roles, were sacrificed.
[Retention, OT4]

Availability of support from regulatory bodies,
and access to various work opportunities related to
the profession (e.g., research, teaching) also affected
participants’ decisions to stay in their profession.

These factors were particularly important for partici-
pants who had temporarily left their profession (e.g.,
parental leave). For example, a former PT described
that in order to manage her family responsibilities,
she sought out part-time work as a clinician. She
could not identify this sort of work and ultimately, her
lack of access to part-time PT opportunities led her
to leave the profession altogether and pursue another
career [Attrition, PT9].

Work and personal factors affected how partici-
pants managed their work. As participants described
these factors, the fluid boundaries between their per-
sonal and professional lives were evident.

3.6. Theme 5: How do relationships with
different stakeholders shape my daily work?

All participants spoke about their relationships
with different people (clients, peers, managers) and
organizations (e.g., professional regulatory bodies
and associations) in their daily work.

Many foregrounded their relationships with clients
and peers in their everyday work. This is reflected
in how a PT characterised her workplace as “very
human” and how she placed emphasis on people in
her description: “I loved to be... to work with people.
[ . . . ] I’m talking about the clients, but also the...
staff, I think it’s a very human environment and very...
fun, very . . . I don’t know how to say it . . . like, we
thrive, you know? We are . . . like, you have real...
connections.” [Attrition, PT11]

Half of the participants raised the importance of
their relationships with other health care workers.
Participants expressed how other workers’ percep-
tions of the role of rehabilitation professionals
influenced their involvement in patient care. A
hospital-based S-LP with less than five years of expe-
rience described this:

[ . . . ]a few weeks ago, there was a patient in the
ICU that had a stroke. Nobody told me about it,
I didn’t know about it until in rounds one day,
[ . . . ]this OT said “it’s very hard to talk with him,
he’s totally aphasic”. I was like “how do I not
know about that?” and then she went like “oh yeah
right you are the S-LP, maybe you could help” but
like she’s been working with him for two weeks
now. [Retention, S-LP2]

Relationships with managers, regulatory bodies,
and unions were less common, and therefore, in the
background of participants’ everyday work. How-
ever, it was clear from one participant how these
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relationships remained present in her mind. An OT
participant with less than 10 years of experience
shared her perceived relationship with her regulatory
body:

We always feel like we are working with a sword
over our heads when we all agree that usually
by studying occupational therapy, we want the
best for others. [ . . . ] So, it’s a lot the perception
that the [professional] order gives us of ourselves
and then it’s hard, it makes everyday life difficult.
[Retention, OT3]

These experiences underscore the diverse relation-
ships in participants’ daily work, and the emotions
that they felt in those relationships. Participants
also described relationships that were in the back-
ground of their everyday work (e.g., regulatory
bodies, unions), which were uncommon. However,
the impact of these relationships on participants
remained significant despite the low frequency of
interactions with these organizations.

3.7. Theme 6: What are the perceptions of the
profession as a whole?

Participants shared positive aspects of their pro-
fession, its future and the stakeholders who should
be involved in fostering retention; all of which were
intimately tied to how they view their profession.
One positive aspect was how many OT participants’
perspectives towards lifestyle were shaped by their
profession’s core philosophies and unique theoretical
models. For example, one participant with ten years
of experience described how the occupation-based
philosophy in OT influenced how she approached life
and how she defined herself. [Retention, OT21]

Participants also shared their reflections about the
future of their profession, namely, the changes in
scope of practice. For instance, a S-LP with less than
five years of experience who worked in a hospital,
described how a conflict amongst the regulatory bod-
ies in OT, S-LP and dietetics created uncertainty on
her profession’s scope-of-practice:

So this whole conflict [ . . . ] it does scare me that
we could lose dysphagia altogether [ . . . ] I have
no problem doing it with other professionals, but
I don’t want it taken over from me. If it is taken
away from me, then I mean, it is something I love
about my job. [Retention, SLP2]

Several participants also described their observa-
tions about the passivity among some members of

their profession, which they felt threatened their pro-
fession’s evolution. An OT with less than 10 years
of experience and who worked in a private clinic,
expressed this:

I find that there are really many occupational
therapists who adapt too much and who do not
advocate enough for their profession and then
they feel persecuted on the other hand, while con-
cretely when they have the opportunity to take
action and use their voice, they do not do it.
[Retention, OT20]

Participants shared many reflections about their
profession, including how being part of that profes-
sion has changed their perspectives towards living
well and influenced their personal lives.

4. Discussion

This study explored the perspectives of 51 rehabil-
itation professionals regarding their decision to stay
in, or leave their profession. We used CHAT to shed
light on the phenomena of attrition and retention, to
reflect on health care and educational systems, and to
consider how the daily work of rehabilitation profes-
sionals is shaped by the components of such systems
and their connections with other systems.

Many participants described aspects of their work
that they found meaningful, others that acted as bar-
riers to their engagement in their work and spoke
about the factors that affected their ability to man-
age their work. Though these factors played a pivotal
role in whether they stayed in or left their profession,
participants were influenced by more distal factors
such as relationships with stakeholders outside the
clinical environment and their perceptions of the pro-
fession as a whole. It seems based on these factors
and relationships, that rehabilitation professionals’
decision-making process to stay in or leave their pro-
fession is dynamic and evolves over time.

Participants’ narratives revealed the importance
of seeing their own values reflected in their work.
One’s values are not only core to how one defines
oneself but also to how one identifies with others
from the same profession [43–45]. Therefore, it is
not surprising that an individual’s personal values
need to be reflected in their roles and responsibili-
ties if they are to find their work meaningful. Our
data suggest that specific work tasks, responsibilities
and/or roles in certain practice areas may impinge on
one’s values. In a study of professional resilience in
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OTs, Ashby et al. found that OTs working in mental
health often face challenges related to their values
and their professional identity [46]. In these set-
tings, OTs frequently encountered other professionals
who did not value occupation-based approaches and
imposed biomedical or psychological ones. There-
fore, Ashby et al. proposed self-care strategies to
foster professional resilience and career longevity in
OTs practicing in mental health [46]. Better align-
ment between a professional’s values and their work
and/or work environment may compel one to stay in
their profession.

The ways in which values are reflected in one’s
work are also influenced by factors beyond the
work environment. Both-Nwabuwe et al.’s integra-
tive review about professional autonomy in nursing
reveal how a professional’s autonomy may be limited
by local laws, regulations and workplace practices
[47]. This observation underscores the influence of
broader systemic factors (health care policies, legal
frameworks) on the extent to which one’s values
are embodied in one’s work [47]. Thus, it would be
worthwhile to study how contextual factors influence
the actualization of a professional’s values in their
work [48].

The participants’ narratives highlight the promi-
nent relational aspect in the work of rehabilitation
professionals. Rehabilitation professionals engage in
multiple relationships in the foreground (e.g., clients,
other health care workers) and in the background
(e.g., higher level administrators, regulatory bodies).
A relationship in the foreground or background of
one’s working life relates to the concept of prox-
imity: proximity in relationships may influence the
trust between a rehabilitation professional, their man-
ager/organization, and even organizations with which
they interact less frequently (e.g., regulatory bod-
ies, unions, associations) [49]. Proximity may be
characterised by communication and shared physical
spaces which can facilitate teamwork between dif-
ferent health care providers, such as dieticians and
nurses in diabetes education [49]. Thus, a lack of
proximity between health care providers may lead to
difficulties in building connections with one another
[49].

CHAT can help to explain the influence of these
relationships. Managers and other health care profes-
sionals are part of the community which contribute
to patient care delivery (object); they can influence
rehabilitation professionals’ experiences of work by
making decisions about the nature of the work,
the workload and the support received; all these

factors can ultimately influence patient care deliv-
ery. However, the decision-making power exerted
by managers and institutions can conflict with reha-
bilitation professionals’ professional autonomy. For
instance, when health care systems measure produc-
tivity based on the number of patients seen, managers
use this metric to expect larger caseloads at the
detriment of other activities such as research and
teaching, both of which have been shown to foster
professional growth and greater job satisfaction [50].
Consequently, managers’, institutions’ and health
care systems’ influence leads us to question whether
health care professionals can truly possess the profes-
sional autonomy and self-regulation that is expected
of them as professionals [51, 52].

The lack of proximity is relevant to rehabilitation
professionals’ relationships with external organiza-
tions, such as professional regulatory bodies. While
a rehabilitation professional may have a relationship
with an individual in such an organization, it may
be difficult to establish a connection with leaders
of these organizations. Managing one’s expectations
about a fruitful connection with those who lead these
organizations can be a step towards seeking support
elsewhere.

CHAT highlights the interactions with, and influ-
ences from other systems, such as the professional
system, where regulatory bodies reside. Regulatory
bodies exert a prominent, undeniable force on the
practices of rehabilitation professionals, despite the
backgrounding of their relationships with their mem-
bers. With the legal mandate of protecting the public,
regulatory bodies set standards and conditions for
practice, and implement processes to monitor the
members of a profession, in order to abide by the
laws surrounding professions [53]. Our participants
reported both positive and negative influences from
regulatory bodies. These experiences highlight the
depth of the influences of the regulatory bodies, to a
point where some participants with negative experi-
ences gave up their membership with their regulatory
bodies.

Our participants’ experiences resonate with a
growing body of literature on moral distress and
injury. Moral distress occurs when an individual
makes a moral judgment about a clinical situation but
cannot act accordingly [54]. Continued or sustained
distress may result in moral injury, [55] defined as an
emotional wound from carrying out/seeing actions
that violate one’s core beliefs and values, or being
betrayed by a trusted authority [56]. Some partici-
pants shared that they were afraid of their regulatory
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body’s inspection process while others spoke about
feeling harassed or threatened. They contrasted these
emotions with having to pay membership fees, and
therefore, stated in disbelief that these fees were
directed towards policing them and their colleagues.
They spoke of betrayal which may relate to moral
injury; it is possible that this was the case for several
of those who left their profession. Further investi-
gation of the role of professional regulatory bodies
in supporting or hindering health care delivery (e.g.,
impact of chart audits on quality of patient care), is
needed to better understand these impacts.

Participants described how unions, a body that
aims to protect workers’ rights in health care, advo-
cate for better working conditions and benefits
for health care professionals and therefore, impact
positively on the working lives of health care profes-
sionals. However, others also described how unions
pose obstracles to their working lives by implement-
ing changes in collective agreements and procedures
that may not reflect the practitioners’ realities. This
aligns with a small body of literature on the social
costs related to unionization: the presence of unions
may lead to a more contentious relationship with
the employer, a more rigid approach to work orga-
nization, and less individual choice [57]. It may
be worthwhile to examine how health care pro-
fessionals perceive the benefits and social costs of
unionization, and how a union’s actions contribute
to the work experiences of rehabilitation profession-
als.

Amongst participants who left their profession,
several discussed the possibility of a return. The
movement between staying in and leaving a profes-
sion speaks to the dynamism between the phenomena
of attrition and retention. For several participants,
leaving their profession was a highly emotional deci-
sion associated with a loss of both professional
identity and sense of belonging that is felt when
giving up their membership [58]. The loss of profes-
sional identity has been discussed previously when
health care professionals decide to retire, leading
individuals to feel a disruption in or loss in their
professional identity [59, 60]. To be mindful of the
dynamism between attrition and retention, profes-
sional regulatory bodies should consider developing
mechanisms to help those who wish to return to
their profession at a later time [61]. For instance,
the use of simulation in retraining rehabilitation pro-
fessionals who have been away from professional
practice, may be an avenue worthwhile of study
[62, 63].

4.1. Strengths and limitations

There were three main strengths to this study.
Using CHAT provided theoretical scaffolding of the
project and offered a lens through which we viewed
our data. Consistent with ID, we also went beyond
CHAT in our data analysis, in order to contribute
new knowledge to the topic of attrition and retention.
Another strength was the overall number of partici-
pants (n = 51), which provided an abundance of rich
data for analysis across three professions. We also
recruited participants from different sectors (private
and public health care; health care versus educational
sectors) contributing to the diversity of our partici-
pants (maximum variation sampling).

In terms of limitations, our purposive sampling
goals were not fully achieved. Recruitment of reha-
bilitation professionals who had left their profession
was challenging. We employed different strategies
to advertise our study, including email, social media
platforms, and word-of-mouth (snowball sampling).
Despite these efforts, we only recruited 14 partici-
pants for this group, compared to 37 for the retention
group. Another limitation was that of the total num-
ber of participants (n = 51), we recruited fewer PTs
(n = 11, 22%) and S-LPs (n = 8; 16%). The lower
number of PTs and S-LPs limited our ability to make
comparisons or draw conclusions for the purposes of
transferability.

5. Conclusion

Attrition and retention are important issues for a
health care system’s capacity to offer sufficient ser-
vices to those who need them. Through a study of 51
rehabilitation professionals and using a robust theory,
we have investigated rehabilitation professionals’
perceptions and experiences of attrition and retention,
and how these are influenced by multiple systems,
including professional regulation. We hope that these
findings will help to inform the development of
targeted retention strategies for rehabilitation profes-
sionals and the ways in which different stakeholders
may be involved in its implementation. Attending to
factors that contribute to attrition – and to retention –
are crucial for ensuring that the workforce in OT, PT
and SLP meets societal needs for rehabilitation now
and in the future.
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